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ABSTRACT 

Healthcare is only a protective factor regarding health outcomes if it is used. While 

differences exist across various populations regarding healthcare utilization, this study 

focuses on people born outside of Canada, specifically landed immigrants (permanent 

residents), using the Canadian Community Health Survey 2017/2018 (CCHS). Those 

born outside of Canada are an increasingly large segment of the Canadian population. 

Therefore, their healthcare use represents an increasing portion of healthcare utilization. 

For a variety of sociodemographic and systemic reasons, utilization rates for this 

population are likely to vary. This study explores two potentially protective factors and 

their interaction in predicting healthcare access, and ultimately utilization: social support 

and length of time in country. An exploration of the predictive power of social support 

was undertaken the lenses of social cognitive and social capital theories. These theories 

come together to help understand motivations for and supports of healthcare utilization.   

The three hypotheses in this study were: social support and the length of time in 

country both protectively predict health care utilization (i.e., new(er) comers were at 

relative risk of low healthcare utilization), and social support and time in country interact 

such that the protective effect of social support is larger among more potentially 

vulnerable or at-risk people who landed more recently (i.e., new(er)comers). Each 

hypothesis was systematically tested across three outcome indicators of healthcare 

utilization: has a regular healthcare provider, has a place to go for a minor health 

problem, has an unmet healthcare need. Outcome descriptions suggested that 10% to 20% 

of landed immigrants (permanent residents) may not be utilizing healthcare as per the 

variables chosen in this study. 
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The unique, diverse and potentially underserviced (but with noted strengths and 

resiliencies), study sample of 3,977 adult landed Canadian immigrants was observed to 

be demographically vulnerable (prevalent racialized people and those speaking other than 

an official language), yet relatively well educated and healthy with relatively strong 

social supports compared with other Canadian residents. Furthermore, within this unique 

and diverse sample, more recent immigrants (landed less than 10 years ago) were even 

more demographically vulnerable, and additionally socioeconomically vulnerable, yet 

still relatively healthy and reporting high levels of social supports. Among relative 

newcomers, those with strong social supports were 56% more likely than those less well 

supported to have ready healthcare access. However, this protective association was not 

observed among those who landed more than 10 years ago.  

Findings suggest that social support has implications for healthcare utilization, 

and even more implications for the most vulnerable, more recently arrived immigrants to 

Canada.  Subsequently, harnessing social support for increased healthcare utilization can 

be a powerful in the support of healthy communities. This study culminates in 

recommendations for social work research, practice, and education, allowing for current 

and future social workers and educators to best understand how to connect to clients at 

the intersections of these critical issues. In finding creative solutions, like increased social 

support, to better access and utilize healthcare, social workers can approach clients from 

strength based, anti-oppressive approaches that are at the core of our profession.  

Keywords: healthcare, social support, immigration, settlement  
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CHAPTER 1: INTRODUCTION AND RATIONALE 

The following dissertation explores the potentially protective relationships between social 

support and healthcare utilization with a focus on time in country for immigrants to Canada 

through the use of the Canadian Community Health Survey (CCHS) 2017/2018. In order to 

place this study in the context of the current socio-political climate, a background and rationale 

will first be presented. This is intended to highlight the importance of ensuring the health of 

immigrants. This is done through a review prevalence of immigrants in Canada, and therefore 

the costs of their care, including information about healthcare utilization and central research 

questions to ground and focus this dissertation.  

Background 

The research questions that underpin this dissertation explore the potentially protective 

nature of social support in regard to healthcare utilization for immigrants to Canada, with an 

added focus on length of time in country. Globalization and international conflict continue to 

fuel migration across the globe. The social, political, and economic reasons for migration are as 

diverse as immigrants themselves, and Canada herself receives increasing numbers of migrants 

annually. In 2018, the number of permanent residents alone was approximately 300,000 

(Government of Canada, 2018a; Government of Canada, 2018b), and these numbers are 

expected to rise significantly (Turin et al, 2021). To this end, understanding the history of 

Canada’s relationship with immigrants and immigration is central. Often, people choose to 

migrate because of global inequities, and the perception of a ‘better life’ in Canada.  These 

inequities can affect health on every level. The process of migration and settlement itself can 

also be complex, daunting, and challenging to new migrants’ health in a variety of ways 

(Government of Canada, 2009; 2014a; Vineberg,2015. Good health is essential for tackling the 
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demands of integration. Rather, health is a complex process that exists at the intersections of 

many facets of life. The Canadian Community Health Survey (CCHS) defines health as more 

than just the absence of illness or disease, with sociological, emotional, and physical 

dimensions (Beland, 2002). In addition to the hurdles of navigating a new country’s norms and 

systems, many leave loved ones and familiarity behind, (Balneaves, et al, 2007; Yan & 

Anucha, 2017) which leaves immigrants vulnerable while facing the settlement process, and 

subsequent integration/acculturation with lessened social support. It can take a long time to 

build or rebuild these systems of social support.  

While the Canadian government does offer some programming and support to new 

Canadians, these programs are publicly funded, largely focused on newer arrivals, and 

expensive for the taxpayer (Government of Canada, 2019).  These Federally run programs 

operate in complex economic contexts, including inflation and an increased demand to do more 

with less. Within this institutionally cash strapped environment, it is essential to understand 

how other, informal and/or non-government funded systems and approaches can help augment 

depleted programming to facilitate a healthier settlement process. As navigators and guides 

across different social challenges, social workers are well poised to support here. To this end, 

understanding the potentially protective relationship between social support and healthcare 

utilization among immigrants (especially for the most vulnerable) to Canada may help to 

facilitate greater access to the health care system and therefore utilization This utilization may 

in turn result in improved health outcomes for new Canadians.  

Both main foci of this dissertation, healthcare utilization and social support, with a focus 

on time in country, may affect healthcare outcomes,. Primary health care has been shown to be 

a protective factor in contributing positively to both individual and community health status by 
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several researchers (Hutchison, 2013; Starfield, 2008; Starfield, Shi & Macinko, 2005; Valentin 

et al, 2013). All of this contributes to the assertion in the Canada Health Act that utilization of 

health care will contribute to strong, positive health outcomes individually and collectively for 

residents of Canada (Canada Health Act, 1985).Similar to healthcare utilization, the Public 

Health Agency of Canada recognizes social support as a protective factor in individual and 

community health and wellbeing (Orpana, Lang & Yurkoski, 2019). Further, many researchers 

point to a negative relationship between social support and the development of symptoms of 

illness. Specifically, a lack of social support has been connected to poor health outcomes.  

(Caron 2012; Caron, 2013; Uchino, 2009).  

Health coverage in Canada is under provincial jurisdiction and coverage varies across the 

country. Each province is guided by the Canada Health Act. This Act ensures that criteria are in 

place to allow healthcare to be insured by provincial governments and was adopted in 1984 

(Canada Health Act, 1985;Government of Canada, 2020). Prior to this, the Constitution Act of 

1867 tasked the federal government with the oversight of hospitals, as well as charities and 

asylums (Government of Canada, 2019). Each province is responsible for managing health care 

spending with money from both the federal and provincial budgets. Coverage is similar across 

provinces, especially as it relates to primary care coverage. This includes visits to doctor's 

office and many basic medical tests. Coverage is available typically after a brief period of 

residence, in many cases three months (Alberta Health Services, 2022; British Columbia 

Government 2022; Newfoundland and Labrador Government, 2022; Prince Edward Island 

Government, 2022).  
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Contextualizing Canadian Immigration Policy 

 While the White Paper of 1967 expanded Canada’s immigration policies, before 

that time, Canada had a history of exclusion based on race, some examples of which are 

highlighted here. The Chinese Immigration act of 1885 placed an (often prohibited) tax on each 

Chinese person who was able to arrive in Canada, and a revision in 1923 made these arrivals 

even more difficult (Taylor, 1991). There was some reprieve allowing Chinese residents of Canada 

to sponsor family members, but also laws prohibiting Chinese people to immigrate here without a 

family tie, which remained in place until 1932. Japanese Canadian residents also faced racism in the 

form of forced displacement and internment in British Columbia due to the War Measures Act of 1942. 

The alternative to internment was repatriation to Japan (McRae,2017; National War Museum, 2023). 

One famous example of the harms of Canadian immigration policy can be seen in the instance of 

Komagata Maru, where Canada refused the entry of a ship with South Asian Sikh, Hindu and  Muslim 

passengers, though India was already part of the commonwealth, citing the ‘single continuous journey 

act’ of 1910 (Roy & Sahoo, 2016) .Quotas of immigrants from South Asia were very strict and not lifted 

until 1962 (Matas, 1985) and the 1800s, voluntary Black migration was not allowed by Canadian law, 

and Canada also allowed for the enslavement of Black Canadians (Bashi,2004).  

Further, in 1910( and largely intact until 1978), Canadian Immigration law allowed 

lawmakers to reject immigrants “"owing to their peculiar customs, habits, modes of life and 

methods of holding property and because of their probable inability to become readily 

assimilated” (Matas,1985,p.8). Rather, White immigrants, primarily from Britain and other 

commonwealth countries were to be prioritized as well as US citizens. These modifications were only 

significantly changed in the 1950s (Taylor, 1991). However, around this time, Prime Minister 

Mackenzie King shared that the ‘intent of the government to change the social composition of  the 

country’ (Topper, 1993,p. 256). In this spirit, displaced persons, including Jews after the holocaust, 
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could not easily enter Canada. “Just over a year after the guns fell quiet in Europe, an opinion poll found 

that Canadians would rather see recently defeated Germans allowed into Canada than Jews” (Topper, 

1993, p. 259). Citing challenges with acclimatation due to ‘weather’, Blacks who lived south of the 

Mason-Dixon line in the United States were regularly declined access to Canada, largely believed to be 

a fear of inter-racial conflict (Bashi, 2004). 

The White Paper of 1967 introduced a point system placing focus on attributes other than race 

(Taylor, 1991), but it too is not without bias in its scoring of various skills. While much has changed 

since these racist policies have been repealed, even as recently as the 1999, a public opinion poll, 

conducted by the Canada Post, Asian immigrants were seen as “gatecrashers”, coming into Canada in 

numbers that many felt were too high (Greenberg, 2000, p. 518). Canada’s complex process, requiring 

significant resources to navigate, continues to favour the privileged. For example, a large focus on 

educational attainment will prioritize those in countries with access to Western education and the means 

to attain it etc. These are largely in the global North (Boucher, 2020). Not only is Canada a country 

‘founded’ on the exclusion of immigrants, but it is also one that began with policies designed to control, 

if not irradicate Indigenous residents, on this land since time immemorial. Surely, progress has been 

made, some of which is highlighted below, but it is important to pause to reflect on the history upon 

which this progress has been placed. 

Prevalence of Immigrants in Canada 

In 2022, nearly one in five Canadians were foreign-born, and, as Canada continues to 

accept more immigrants, this number is expected to rise (Statistics Canada, 2022a). From 1991-

2021, the number of naturalized Canadian citizens has more than doubled (Statistics Canada, 

2022a). These numbers suggest that the study of immigrants is the study of Canada and 

Canadians, regardless of the citizenship status they hold. Canada is a nation of immigrants, 

with the exception of Canada’s First Nations, Inuit, and Metis Peoples. As of 2022, nearly 20% 
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of the Canadian population reported a birthplace outside of Canada (Statistics Canada, 2022a). 

Differing classes of immigrants including family reunification, refugee, and economic class 

admittances accounted for approximately 250,000 immigrants annually between 2001-2010 

(Citizenship and Immigration Canada, 2009). Now, over 200 self- defined ethnic origins are 

present in Canada (Government of Canada, 2015; Statistics Canada, 2022a).  

All who apply for permanent residence (landed immigrant status), visas, or citizenship, 

however, are not guaranteed admission, though there is a robust process in place to determine 

eligibility to arrive in Canada. Major immigrant classes and requirements for entry are 

presented below. Typically, before arriving in Canada, a newcomer will apply to Immigration, 

Refugee and Citizenship Canada. Paths towards permanent residency, and ultimately 

citizenship can take many forms. While there are many specific, and sometimes less common 

routes to Canada, the table below outlines the main ones.  

Table 1: Major Immigration Classes and Requirements for Entry 

Major Immigration Classes and Requirements for Entry 

Entry Class Requirements  Other Information 

Canada Experience 

Class 

Work experience in the 3 years before 

application 

Express Entry* 

Federal Skilled 

Worker 

Ability to be economically independent, 

work experience and education taken into 

consideration 

Express Entry* 

Federal Skilled 

Trades 

Must have skill in specific trades and 

certification 

Express Entry* 

Family 

Sponsorship 

Must have family currently living in Canada 

willing to sponsor 

Can be lengthy 

Caregiver Class Must have a job offer in Canada, education, 

and experience requirements 

Often coordinated 

through an agency. 

Government 

Assisted Refugee 

Must meet UNHCR definition of refugee 

(unable to maintain life and safety due to 

membership in identify groups in current 

country (UNHCR, 2022). 

Can be lengthy  
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Private Sponsored 

Refugee 

Must have local support willing to sponsor  Sometimes ineligible 

for GAR program  

Student Visa Must have offer from accredited program 

and resources 

Time limited to term 

of study (plus short 

additional time to find 

work) 

(Government of Canada, 2019) 

*Express Entry applications are judged based on their score on the comprehensive 

ranking scale (CRS), administered by the federal government. Scoring includes points for 

education, experience, official languages spoken, and age (Government of Canada, 2021). This 

shows a systematic bias towards healthier, younger, higher educated, better resourced 

applicants who speak English or French. Some provinces have provincially specific programs 

where applications can be pulled from any of the traditional fields to be processed faster. 

(Government of Canada, 2019).  

Immigrants, regardless of entry class, arrive at different points of their lives. Potential 

immigrants are required to provide medical information during the application process 

(Government of Canada, 2022a). Some may be selected out for residency in Canada due to 

identified diagnosis, conditions or health barriers that could result in high needs in the short-, 

or long-term future. Others may be more likely to achieve residency because of other factors 

(age, education etc.) that are shown to connect to health outcomes (Newbold, 2005; Morassei 

et al, 2022). Major shifts in the types of immigrants settling in Canada have taken place, 

especially in the past 30 years, as non-European source country arrivals became the majority 

(Chui, Tran & Maheaux, 2009; Statistics Canada, 2022a). These non-European arrivals often 

identify as non-White and not arriving from the Global North, and so, may bring different 

vulnerabilities than their ‘White’ counterparts. This group arrives with different networks and 
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resources, often at a disadvantage relative to those from the Global North, who may have 

stronger networks and therefore stronger social capital. Due to global inequity and disparities 

in access to resources, in some parts of the world, access to those ‘more connected’ can be 

more restricted, making social movement or mobility more difficult than in those countries 

with a stronger middle class. 

In the decade preceding this one, from 2003-2012, Canada admitted 2,494,550 new 

permanent residents (PR) (Government of Canada, 2017). In 2016, top source countries for 

permanent residents were the Philippines, India, China, Iran, Pakistan, United States, Syria, 

United Kingdom, France, and South Korea (Government of Canada, 2017). Immigration, or 

rather being born abroad, is a potential risk factor for poor health outcomes, as will be 

discussed below. This is partly because many of the factors present for immigrants overlap with 

risk factors present in social determinants of health. These include but are limited to, economic 

inequality (expensive settlement process, not yet professionally established), racism and 

xenophobia, education (levels vary around the world), and others. The American National 

Academy of Medicine notes that medical care alone cannot increase health outcomes (Magnan, 

2017). Rather, those factors that make up social determinants of health can be influenced by 

policies and programs, many of which are directly linked to social work (Magnan, 2017; 

Spencer & Grace, 2016). Whether determinants are social or biomedical however, health is a 

central factor in wellbeing. 

In a qualitative study of immigrant health care access in Toronto, Campbell et al (2014; 

p.165) found that “immigrant status was [the] single most important factor affecting both an 

individual’s ability to seek out healthcare and experiences when trying to access healthcare.” 

Rather than other demographic or socioeconomic factors, whether or not a person was born in 
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Canada or abroad was the variable which had the most effect on the ability to locate and have 

positive healthcare experiences. The combination of low fertility rates in Canadian born 

families and high immigration ensures that Canada remains a demographically diverse country 

for years to come (Dion, Caron-Malenfant, Grondin, & Grenier, 2015; Statistics Canada, 2022).  

As such, it is imperative to understand the experiences of diverse immigrants so as to unlock 

the resources and resiliencies of this large sector of Canadian society. 

Diversity is a complex notion, even though Canadians maintain that it is at the bedrock of 

the country’s foundation (Winter, 2015). Indeed, the demographics of immigrants to Canada 

now reflect countries from all over the globe. Canada has increased in diversity annually (Boyd 

& Vickers, 2000; Statistics Canada, 2022). This increase in diversity, may also mean an 

increase in vulnerability as discussed above. The current reasons and motivations for migration 

are varied and often motivated by factors outside of a migrant’s control, regardless of 

immigrant class at time of arrival. They may include an economic downturn, war, scarcity of 

resources, and other personal motivators. The push and pull of migration are complex and the 

reasons as varied as migrants themselves, regardless of where they end up settling (Lum, 

Swartz, Kwan, 2016; Van Hear, Bakewell & Long, 2017; Yan & Anucha,2017). Global 

inequality is an important factor within the push/pull of global migration.  One of the largest 

pulls to Canada is directly related to the push factor of global economic inequalities and a 

perception of the perceived relative prosperity of Canada (Van Hear, Bakewell & Long, 2018).   
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Health Care Utilization 

Health care utilization is a protective factor in improved health outcomes, when seekers 

find the correct services (Hotte, 2018). Unmet health care needs are growing across Canada for 

all Canadian residents (Newbold, 2005; Wu, Penning, & Schimmele, 2005). While universal 

health care in Canada seeks to minimize barriers to health care access, many still exist for all, 

especially immigrants. Research has shown that utilization may be even lower for immigrants 

than those born in Canada due to lack of trust and familiarity with the system (Newbold, 2005; 

Newbold 2009; Wu et al., 2005). Other barriers to access include language of practitioner, fear 

of financial burden, fear of being misunderstood, fear of racism, or not understanding the 

system. There is a correlation between the risk factors above, and length of time in Canada as 

more recent arrivals appear to be more vulnerable to these barriers. (Awad & Teixe. 2014; 

Bajgain et al, 2020; Curtis & MacMinn, 2008; Edge & Newbold, 2013; Kalich, Heinemann & 

Ghahari, 2016; Luiking,2019; McKeary & Newbold, 2010; Newbold, 2009; Wu et al., 2005). 

These fears however, do not exist due to a deficit, or reaction from the immigrant, rather these 

fears are reactions to a system that can place complexities and barriers in the way of those who 

face vulnerabilities. 

It is important to note that applicants may be screened for health conditions /determined 

“healthy” before arrival, skewing the data to suggest that people come from abroad are 

generally healthy (Quan et al., 2006; Government of Canada, 2015a). Aery and Mckenzie 

(2019), show a connection between immigration classes, and healthcare utilization with the 

highest utilization coming from refugee classes. This is partly explained by the programs and 

supports offered by the Government of Canada that are of specific assistance to refugee 
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settlement. This dissertation focuses only on those with landed immigrant (permanent resident) 

status.  

In general, locating health care utilization statistics for immigrants to Canada is difficult 

as hospitals and other health care centers do not usually collect information relating to 

citizenship status (Carrière, Peters, & Sanmartin, 2012). Personally identifying health numbers, 

often used for access to healthcare, do not change with changes in immigration status. Rather, 

once a number is assigned, it follows a resident from visa to permanent residency through to 

citizenship (for example). For example, the management of health care coverage in Ontario 

provides an illustration of the precariousness of immigrant health. The Ontario Health 

Insurance Plan (OHIP) is managed through the Ministry of Health and Long-Term Care. It 

covers most basic medical and emergency needs but does not cover prescriptions, dental or eye 

care unless except in emergencies (Government of Canada, 2009, 2013). Each of these services 

can be covered by private insurance plans or out of pocket, though both may impose significant 

expense. This can have major implications for those with low income and those responsible for 

family members. Statistics Canada points out that, overall, immigrants earn less, have more 

employers over time, and hold less prestigious jobs compared to those born in Canada (Nwoke 

& Leung, 2021; Morissette & Sultan, 2013 Turin et al, 2021).  These barriers in terms of 

employment and income also have direct impacts on healthcare utilization, regardless of private 

or public health coverage.   

Dlamini, Nombuso, Anucha & Wolfe (2012) stress that employment for immigrants, 

especially women is fraught with challenges, including potential racism, and the necessity of 

previous Canadian work experience. In their study with 35 immigrant women, many used 

networks to locate work opportunities, but even among these, the work was often far below 
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their education levels, skills and capacity. When work is precarious, undervalued, based on a 

wide array of shift times, physically demanding and/or otherwise low paying, this can affect an 

individual’s ability to utilize healthcare, and even effect health outcomes due to the nature 

and/or insecurity of the work itself. This points to the power of social capital and networking, 

and also points to the reminder that no network is likely to be strong enough to fix systemic 

inequality.  

Financial and Human Costs of Immigrants in Canada 

 

In 2013, the United Nations cited over 230 million people worldwide living 

outside of their country of birth, a number that has grown over 50% in less than fifteen years 

(Akbari & MacDonald, 2014). The recently released World Migration Report, shows that this 

number has continued to increase worldwide (Mcauliffe & Triandafyllidou, 2021). The 

government of Canada projects spending over 3 billion dollars to coordinate migration efforts 

annually (Government of Canada, 2018). Total health care spending in Canada is expected to 

be over two hundred and fourteen billion, which translates to over six thousand dollars per 

person annually (N.A, 2015). In 2022, Canada accepted 489,000 permanent residents 

(Government of Canada, 2023a), Using the calculation above, this equals approximately over 

$2.5 million dollars, though the actual number would be higher now, as Canada continues to 

accept increasing numbers of immigrants. In a review of general hospital admissions and 

census data, it is estimated that the use of hospitals by foreign-born individuals is much higher 

than for those born in Canada (Carrière et al., 2012), with hospital use being some of the most 

expensive types of healthcare. Over a billion and a half dollars annually would be spent on 

health care for permanent residents in 2016 based on the numbers above. For example, 
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Ontarians are only afforded health coverage through citizenship, permanent residency, or three-

month residency (Government of Ontario, 2012, 2014). Some programs offer health coverage 

for those who do not fall under traditional categories of inclusion, which represent legal 

migration to Canada. Most formal health services are only available for those have legal status 

in Canada, creating barriers to access for those who may have arrived without papers, or whose 

documents have expired etc.However, the Interim Federal Health Plan, designed to meet some 

of the gaps for those who do not qualify for OHIP, is rapidly changing and reducing healthcare 

coverage, increasing the vulnerabilities of newcomers (Warmington & Lin, 2014). In short, 

there are large costs associated with health care in Canada, the burden of which falls to 

Canadian taxpayers (Government of Canada, 2015a; Government of Canada, 2022a).  This 

cost, of course, is large as it reflects care for all residents of Canada, not just immigrants. 

Further, immigrants themselves are reflected in the taxpayer base, and so it benefits all to work 

to reduce healthcare costs on the whole. 

As Canada continues to accept more immigrants, the Ministry of Immigration, Refugees 

and Citizenship Canada will face increased demand for services aimed at supporting the 

settlement and integration/acculturation process. This process is expanded upon below. In the 

face of continued federal budget cuts and increasing demands on all public systems, including 

healthcare, there is a pressing need for alternative solutions to health care provision and the 

opportunity to ensure a healthy community on the whole. This study offers an exploration of 

creating, expanding, and supporting social networks as a low-cost factor in protecting health 

outcomes, as a potentially protective factor for increasing health care utilization. Through 

connections to others, both formal and informal social support systems may be able to offer 

extra encouragement in order to increase system utilization. This is at the core of this study, 
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especially as many of these supports can be pre-existing and organic in nature. This could seem 

counter intuitive, if healthcare utilization increases, cost to the system would increase as well, 

though the central goal is to decrease cost on the whole. While this is true, increased utilization 

of preventative measures, should decrease the likelihood of the need for more significant health 

interventions (i.e. utilization), down the road, therefore decreasing overall costs.  

As Canada becomes increasingly diverse, so too do the healthcare needs of the average 

Canadian (Government of Canada, 2015c). The Canadian Community Health Survey (CCHS) 

is administered nationally in order to collect health information on behalf of Statistics Canada. 

This dissertation will use the CCHS 2017/2018 annual version to explore the central research 

questions in this dissertation which focus on the potentially protective factor of social support 

regarding healthcare utilization for immigrants with a focus on time in country.  More on the 

construction and implementation of the CCHS is offered below. It is, however, important to 

note that the Canadian Community Health Survey does not ask specific questions about 

different types of citizenship status. Rather, questions about immigration status center on ever 

being a landed immigrant (Statistics Canada, 2017). A landed immigrant is someone who has 

permanent residency status in Canada (Statistics Canada, 2014; Statistics Canada, 2022b), and 

so is often referred to as permanent resident. The following chapters of this thesis offer review 

of relevant literature on immigrant healthcare utilization and social support for immigrants, 

followed by a review of gaps. This review is informed by a theoretical framework centered on 

social capital and cognitive theories. Subsequent chapters include methodology, analysis, 

results, and discussion. This is done through the lens of relevant socioeconomic factors of those 

who answered the CCHS 2017/2018, in order to uncover the potentially protective nature of 

social support on healthcare utilization for immigrants to Canada.  
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In a study across Canada and the United States, Lebrun (2012) found that immigrants 

who had arrived in either country sooner, and had limited proficiency in official language, had 

lower rates of healthcare use.  Higginbottom & Safipour (2015) conducted a qualitative study 

of 12 immigrants in a Western Canadian province. They found that barriers were in place due 

to a lack of knowledge that impeded access to healthcare. The longer an immigrant is in 

Canada, the more time they may potentially have to learn and/or connect, increasing the 

likelihood of healthcare utilization. In a study using CCHS data from 2012, immigrants who 

were in Canada longer reported having a regular healthcare provider more often than those who 

arrived sooner (Degelman & Herman, 2016). This was also true in a study of the CCHS 2014 

exploring the use of home healthcare services, in which research (Yung, 2022) found that more 

recent arrivals had significantly less home healthcare utilization. Muggah, Dahrouge, and Hogg 

(2012) reported that immigrants who arrived in Canada more recently (5 years) were much less 

likely to report good health than those who were here for over 20 years.   

The “healthy immigrant effect” may be relevant here. This concept explains that, on 

average, immigrants (apart from refugees) arrive to Canada healthier than the average citizen. 

Over time, however, health status tends to decline to below the levels of Canadian citizens, due 

to a variety of factors (Aery &Mckenzie, 2019; Degelman & Herman, 2016; Gil-Sameron et al, 

2019). The initial discrepancy in overall health status for immigrants versus those who are 

Canadian born can be attributed to screenings during the migration process. Immigrants are 

screened for health-related matters before entering Canada, ensuring that in general, public 

health concerns are minimized and, in most cases, those with serious illnesses are denied entry 

(with some exceptions for refugees; Vineberg, 2015). Further, those who are able to immigrate 
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are often more highly educated and or at a higher socioeconomic status than others in their 

home country, which correlates to stronger health status at arrival (Stewart et al, 2008). 

Regarding the decline of health status for newcomers over time, this is connected to the 

challenges faced after migration, including lower socioeconomic status in Canada, precarious 

work and stress, possible lack of social support from home, and racism. All of these stressors 

can contribute to lack of available time and resources for health-related activities including 

nutrition, physical activity, and of course, engagement with the healthcare system, and are 

connected to social determinants of health. (Ichou & Wallace, 2019; Lu & Ng, 2019; Nwoke & 

Leung, 2021; Simich, Beiser, Stewart & Mwakarimba, 2005; Turin et al, 2021; Vang, Sigouin, 

Flenon, &Gagnon, 2017). This would suggest a greater vulnerability for those who arrived in 

Canada more than ten years ago, rather than those who have arrived more recently; however it 

does not account for many potential intrinsic differences between different cohorts of 

immigrants, including their diverse lived experiences, including social supports.  The healthy 

immigrant effect states that immigrants present with lower perceived healthcare needs closer to 

arrival, however this does not mean that they are necessarily less vulnerable. Lack of 

familiarity with the Canadian system, increased distances from support from home, and the 

tumultuous processes of migration all play into the increase in an actual, real higher healthcare 

need situation. In the research reviewed regarding the healthy immigrant effect (Lu & Ng, 

2019; Vang et al, 2015) healthcare needs were measured by interactions with the healthcare 

system.  Interactions do not necessarily correlate to need due to barriers to utilization, many of 

which are focused on in this thesis.  
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 In another study (Ahmed et al, 2022), lower income is reported as a barrier to healthcare 

utilization, even though Canada has universal access to healthcare (at least in theory). This 

research explains that low income may be connected to precarious work, which is more likely 

to be done by immigrants. This precarious work may come with inflexible hours, exposure to 

health risks, and stress. All of these factors can contribute to a decline in health and/or 

healthcare utilization.  

This study is composed of one main research question, a secondary research question, 

and an additional interactive research question.  These questions seek to understand whether or 

not social support, or length of time in Canada, are protective factors regarding healthcare 

utilization for immigrants to Canada. The third, interactive question, queries whether the two 

main predictor variables interact with each other to provide protection regarding healthcare 

utilization for any specific immigrant groups among diverse immigrants to Canada. Healthcare 

utilization is represented by three variables, having a regular healthcare provider, having 

somewhere to go for a minor healthcare need, and having unmet health needs. A relationship 

between social support-healthcare utilization will be observed while controlling for the 

potential effects of other established predictors in this field and/or potential confounds. This is 

all explored through the publicly available data on the Canadian Community Health Survey, 

2017/2018 edition. To better understand the choices people, in this case immigrants, make 

regarding healthcare utilization, it is important to remember that every choice is filtered 

through lenses of perception and therefore cognition. Cognition, or ways of seeing the world, is 

also at play in how individuals see those around them who may be of support (Bandura, 2002). 

An individual’s perception decides how much, or how little support any given contact may 

provide, and how much access that person may have as a direct result of their level of social 
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capital. In this way, social cognitive theory is a central part of this thesis, and the ways in which 

it interreacts with social capital theory form the theoretical framework for subsequent analysis.   

Social support may provide a protective factor relating to healthcare utilization; the more 

social support a participant has, the more likely they are to utilize healthcare. Higher social 

support should translate to having a healthcare provider and having somewhere to go for a 

minor problem. It should also result in not having unmet healthcare needs. Levels of healthcare 

utilization will be higher based on higher levels of social support for immigrants to Canada, as 

interactions with those who provide social support can motivate and facilitate one’s attendance 

in healthcare settings (Gotay & Wilson, 1998; Holt-Lunstad, Robles & Sbarra, 2017; Lee, 

Arozullah & Cho, 2004). However, this may also work in the opposite direction; if people feel 

supported and secure (as evidenced by higher levels of social support) perhaps they are less 

likely to seek support elsewhere, medical or otherwise (Cobb, 1976). Secondly, length of time 

may be a protective factor regarding healthcare utilization. The longer someone is in the 

country, the higher their healthcare utilization might be, as they would have more time to 

familiarize themselves with the systems in their new communities.   

Lastly, the less time someone is in Canada, the more protective social support might be in 

determining their healthcare utilization. This group is, in some ways, more vulnerable than 

those who have been in Canada longer as they may be less familiar with systems including 

language, healthcare and community services. In other words, social support may be more 

important for recent immigrants rather than for those here longer.   

In short, this thesis examines the relationship(s) between social support and healthcare 

utilization for immigrants to Canada, with a focus of length of time in Canada, through the 

established predictors of healthcare access and utilization. These variables have been chosen 
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based on reviewed literature as outlined below in Chapter 2 and highlighted based on the 

relevant theoretical framework as outlined in Chapter 3. Through this literature and theoretical 

review, a thorough review of the Canadian Community Health Survey (CCHS) is offered, 

including sample frame and unit, methodology, and analytic strategies used to answer the 

research questions above. Next, data analysis and review of variables chosen and their 

relationship(s) to each other will lead to a discussion about the findings of this research. Lastly, 

this thesis will conclude with limitations as well as implications for future research, education, 

and practice in the field of social work and beyond.  
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CHAPTER 2: LITERATURE REVIEW 

 

While there is not a significant amount of research linking social support and healthcare 

utilization for immigrants, it is important to review the current state of research on the subject, 

allowing for a recognition of gaps and opportunities for this research to contribute. Specifically, 

the review of the existing literature below highlights the importance of the study outlined in 

this thesis and contributes to the potential implications. Social support, as a construct itself, will 

be expanded upon in later chapters. The literature below summarized studies that are relevant 

to this thesis, helping to connect social support, healthcare utilization and immigrant healthcare 

needs.  

Main Themes and Gaps in Literature Review 

There is little literature that directly references healthcare and social support specifically 

for immigrants to Canada. A much smaller number of studies exist in the area of social support 

and healthcare utilization, and even less regarding immigrants. Social support, through personal 

networks may manifest during stressful life events and/or affect an immigrant’s perception of 

their own capacity to face stress (Chadwick, 2015). One small qualitative study (Lum, Swartz 

& Kwan, 2016), notes that strong social support raised levels of healthcare utilization as family 

members could help connect with a family doctor. Simich, Beiser, and Mawani (2003), as well 

as Este (2013) report that social support is integral for refugee resettlement in Canada. 

Chadwick and Collins (2015), explain that social support buffer stress and therefore improve 

health for immigrants to Canada. Though Stewart et al (2010) add that this support is 

contextual and can vary across communities and cultures.  The potentially protective influence 

of social support on health has been qualitatively suggested in reviewed literature, especially 
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for vulnerable populations. This study explores this relationship quantitatively through a large 

national survey of diverse landed immigrants (permanent residents).  

Further, the role of ethnicity and immigrant healthcare utilization cannot be discounted. 

Higher ethnically dense areas have been shown to increase levels of social support, and 

possible healthcare utilization (Lum, Swartz, Kwan, 2016). Noa and Avison (1996) found that 

social support can help relieve stress for Korean immigrants to Canada. Conversely, research 

has shown that immigrating to a place with little existing community from the region or culture 

of origin can have negative effects on health status (Beiser et al, 2005; Dunn & Dyck, 2000). 

There may be racial and cultural variances in reported levels of both perceived  social 

support and healthcare utilization. For example, a large American study showed that Middle 

Eastern immigrants had significantly higher rates of healthcare utilization than immigrants 

from the same regions (Elsouhag et al, 2015). The interest in race, ethnicity, and culture of 

origin points to the possibility of interesting differences in immigrant experiences and 

utilization based not only on country of origin or culture, but the race and ethnicity alongside 

country of origin as these variables are not always mutually inclusive.  

Lastly, little mention is made of the role of proximity in the provision of social support. 

Pre-migration, an immigrant may have a personal social support system that can change after 

migration (Balneaves, et al, 2007). Grossman (1972) explains that health is a central part of 

human capital. While there is undoubtedly a change in personal support systems, how much is 

still accessible or reliable after migration has not been examined in the body of literature on 

social support and healthcare utilization for immigrants. Rather, there is an assumption that 

previous social networks and relationships are lost and/or created upon arrival. When moving, 

people may be left behind due to an inability to communicate across physical distance, or 
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people may drift apart as an immigrant’s life changes in context.  It is possible, in the digital 

age, that this assumption is increasingly false. Technology allows connections to remain across 

great distances in increasingly accessible ways, supports may not diminish, but rather shift in 

importance.  In short, the research literature does not present a full picture of the relationship 

between social support and healthcare utilization, especially among diverse immigrants to 

Canada. 

Systematic Studies Across Canada and United States  

 

The research studies explored below were located through a review of databases relating 

to the social sciences, medicine, education, and public health. Rationale for selecting this 

review of databases was based on identification of relevant disciplines to social work, and the 

length of time since publication reflects trends and changes in immigration patterns to Canada. 

While healthcare access and, therefore, utilization is different based on the United States’ 

privatized (mostly) system, as the two countries, Canada and the US neighbour one another, 

and have similarities in general societal structure, it too was included.  

While certainly social support and healthcare utilization rates for immigrants would 

operate differently in and out of the constructs of socialized medicine, in order to ensure 

robustness, the United States studies are included in discussions below. Some of the differences 

in manifestation of healthcare utilization may lie in costs, physical accessibility, types of 

medical care available and of course, differing immigration patterns. Similarly, British 

Commonwealth countries with socialized medicine were also added to the review, though 

results were still few.  

Systematic and metareviews can give a good sense of the general state of research in this 

area, and only two were found. One, did not reference ethnicity or immigrants (Tay, Tan, 



 

23 
 

Deiner & Gonzalez, 2013), and the other did not specify where immigrants in the study hail 

from (Schoueri-Mychasiw, Campbell, & Mai, 2013). Each identified a relationship between 

social support and medical adherence. They also suggested a significant relationship existed 

between social support and healthcare utilization. The meta-analysis of Tay et al. (2013) noted 

a large body of research reflecting the intersection of social support and health, having 

examined over fifty studies in their review.  

One meta-analysis of health behavior and social support in this study noted that “[t]he 

results suggest that social integration (family cohesiveness, marital status, living arrangement) 

and social (practical, emotional, global) support were related to medical treatment adherence” 

(DiMatteo, 2004, p.207). Although these systematic and metareviews of healthcare utilization 

literature and social support are useful in understanding the overall picture of the relationship 

between healthcare utilization and social support, a research gap exists regarding the unique 

experiences of diverse immigrants within this relationship. What was also clear in the literature, 

however, is the significant role that sociodemographic variables may play in healthcare and 

health. The following section highlights some of these main sociodemographic variables and 

their relationships to the protective factor of social support and healthcare utilization for 

immigrants.  

Race, Income and Health  

 

Nwoke & Leung (2021), cite a relationship between precarious and demanding work and 

racialized immigrants, particularly women. This may decrease the ability to access, and 

therefore utilize healthcare due to the demands of the workplace environment and affect 

income. They explain that this is especially true for non-White immigrant women. In a study 

comparing large national surveys in Canada and the United States, Ramraj et al (2016) found 
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that disparities existed between White and non-White people on both sides of the border. Some 

of this was mitigated by economic factors, but race played a significant role. In both countries, 

non-White people had consistently poorer health outcomes than their White counterparts. This 

study cites significant amounts of research with similar findings. Within Canada specifically, 

Mahabir et al (2021), show significant experiences of racism within Toronto’s healthcare 

system that likely contribute to lower health outcomes. Turnin et al (2021) directly cite racism 

as a barrier to access for racialized residents of Canada. Interestingly, Khan, Kobayashi, Lee & 

Vang (2015) explain that there is a paucity of research that specifies immigration status 

regarding visible minorities, creating difficulties in determining possible causes for health-

related outcomes at the intersections of race and immigration status.  Dunlop, Coyte, McIsaac 

(2000) explain that levels of income can be a factor in the choice to access and therefore utilize 

medical care, and so it has been included as a variable in this study. These researchers found  

those with higher income were more likely to attend health care, especially with a specialist, 

and more likely to do so more than once. However, the literature searched did not uncover 

research citing the interactions between these variables or their connections specifically to 

social support and healthcare utilization, and especially with a focus on immigrants.  

Education and Health 

 

Public health research speaks to the protective relationship of levels of education and 

health, in large part as a portion of the social determinants of health(Hahn & Truman, 2015; 

Prus, 2011, Taylor et al, 2016; Zajacova & Lawrence,2018). Specifically, the higher a persons’ 

education, the higher their health, in general. This is due to a number of reasons. Higher health 

outcomes for higher education levels can be  due to education itself, or due to the connection 

between education and income, which has also been linked to health outcomes in the same 
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direction (Hanh & Truman, 2015). The higher a persons’ education (in general), the higher 

paying their job and therefore the more access to resource, including time and ability to connect 

to healthcare. A higher degree of education can speak to literacy and compliance through a 

greater understanding of medical information and/or risks of non-compliance. Education rarely 

takes place in a silo, and so, along with the actual subject matter, individuals learn how to 

cooperate and interact with others throughout the educational process, making education a 

protective factor in connection to others. Further, those with higher education can connect to 

others, resulting in greater social capital, which is connected to health. This is explained in 

greater detail below. Education is often undertaken before arrival to Canada, making it 

potentially less applicable to life here. In this way, some of the protective factors of education 

may be different for immigrants. There is a gap, however, it exploring the relationship(s) 

between education and healthcare utilization for immigrants. 

Loneliness and Health 

 

In understanding the role of social support, it is important to also understand the potential 

role(s) of loneliness and isolation, potentially present when social support is not. A systematic 

review conducted by Leigh-Hunt et al (2017), found a significant relationship between social 

isolation, loneliness, and mortality, especially from cardiovascular causes. As many 

cardiovascular illnesses can be prevented with detection and care, this speaks to the importance 

of this study in finding pathways to understand immigrant healthcare utilization. Alcaraz et al 

(2019), note that this connection exists across both black and white Americans, though the rates 

of isolation varies per race, with those identifying as Black having higher rates of isolation. In 

short, loneliness can be a risk factor in the maintenance of good health, both due to lack of 

support and to increased stress due to isolation. (Holt-Lundstat, 2017; Lim, Eres, Vasan, 2020; 



 

26 
 

Umberson, Lin &  Cha, 2022) . A large meta-analysis found that the risks of loneliness rivals or 

exceeds risk factors for other major illness known to result in early death (Holt-Lunstad, Smith, 

Baker, Harris & Stephenson, 2015).  

Social Support and Healthcare Choices 

 

When support is present, difficult decisions and actions can become easier. With family 

cohesion, and/or social supports, people may be more able to face difficult news, undergo 

challenging procedures or even explore potentially troubling symptoms (Liu et al, 2019). This 

is true both emotionally and practically, as this support may help with daily activities of living.  

Among social support types, practical support was most related to medical adherence; patients 

with low support were two times less likely to adhere to treatments (Tay et al., 2013). Tay et al 

(2013), also points out the importance of social norms in social support models. In adjusting 

personal choices to social norms, people may have more access to social support; their actions 

win the approval of those around them.  

This is especially complex for immigrants to Canada whose social norms may change 

after migration. However, not all positive health behaviours will conform to social norms. Not 

all social support is positively associated with healthy behaviour, making the link between 

social support and healthcare utilization not necessarily linear.  For example, an individual may 

remain a smoker because his social circle smokes, but a health condition that is not dictated by 

behaviours (socially or literally) may occur regardless of the actions and behaviors of their 

circle. For example, one may become a smoker because of peer pressure, or access to 

cigarettes, and may even have lung cancer from exposure. Of course, other organic illnesses 

(other cancers etc.) will appear regardless of the behaviour of peers, but because of internal 
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factors including genetics etc. While peer, or social circle influence is not a sole factor in 

determining health, it can be a large one. 

The majority of studies reviewed in a large meta-analysis by Tay et al. (2013) focus on 

health behaviour or outcomes rather than utilization of healthcare systems, and note that studies 

define social support in a wide variety of ways, using diverse measurements as well. More 

specifically, there is diversity in whether social support is formal or informal. Informal social 

supports include family and friends, while formal social supports are more likely to be found 

through relationships with professionals and formalized programs and services. Another meta-

analysis focused on eight studies that described the relationship between social support and 

cancer screening. The authors noted the heterogeneity of immigrant groups but did not specify 

the countries of origin of the immigrant women participants in the studies reviewed (Schoueri-

Mychasiw et al., 2013). In this study, social support is only one variable mentioned, along with 

socioeconomic status, access to transportation and resources to pay for healthcare (a United 

States study), and previous contact with a family doctor. 

Both meta-analyses confirm the complexity of the relationship between social support 

and healthcare utilization and highlight the paucity of research available. Neither of the two 

systematic reviews specifically focus solely on social support and healthcare utilization for 

immigrants. Even though one of the two above studies (Schoueri-Mychasiw et al., 2013) 

references immigrants, there is no clear indication of either how long immigrants have resided 

in the United States (in this study), or from where exactly they were born. Lastly, the majority 

of studies in each meta-analysis reviews in the area of this study are over ten years old, creating 

gaps in their relevance today due to changing socio-demographics and societal systems. Rather, 

the lessons gleaned from these studies point to the need for more research in this area by noting 
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social support as a protective factor in healthcare utilization.  This study seeks to fill this social 

support-healthcare knowledge gap among diverse landed immigrants (permanent residents) 

using a large, national survey.  

Sellars, Garza, Fryer, and Thomas (2010) utilized a randomized household survey in the 

Pennsylvania area of the United States to determine the link between social support, healthcare 

utilization, and willingness to participate in research studies. This study does not specifically 

reference immigrants and divides race into binary black/white. It does, however, raise the idea 

of trust and mistrust as a motivator or barrier to healthcare utilization, namely an ability (or 

lack thereof) to trust professionals in positions of power regarding healthcare. This has 

potential relationships to the study of the protective potential of social support and healthcare 

utilization for immigrants because of the communication about professionals between and 

within social groups, which may include factors related to trustworthiness or perceptions 

thereof. Sellars, Garza, Fryer and Thomas (2010) found that a relationship does exist between 

those who use healthcare and those who are willing to participate in research studies, though 

the relationship is mitigated by a variety of variables including demographics, self-rated health, 

and perception of quality of care. This study specifically cites the role of informational support, 

noting that additional support from social networks can increase trust in professionals and in 

the process, something that is essential for research to take place.   

Shelton et al. (2012) reviewed sociocultural variables in breast and cervical cancer 

screening adherence among 1,548 Latina women who participated in an educational program.  

These women come from Mexico, Puerto Rico, Dominican Republic, and other areas od 

Central or South America. This randomized controlled trial uncovered differences across 

countries, primarily based on perceptions the women had about others’ beliefs towards their 
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communities. Of all the places of origin, Mexican women most often cited fears of racism or 

prejudice but also deference to expertise of doctors and nurses. The relevance here is twofold; 

experiences of healthcare utilization and racism or other discriminatory experiences will be 

shared with other members of the community, Further, diversity and heterogeneity exist in 

behaviours, attitudes, and beliefs even within communities with clear similarity, like Latinas. 

Similar to the results found by the systematic reviews above, neither of these studies focus 

specifically on social support and healthcare utilization directly. Rather, it is a variable inside 

of a larger study that includes other demographics of note, like socioeconomic status and 

country of origin. Regardless of whether or not studies overlapped with this thesis directly, the 

relationship(s) between power, racialization, and health are evident.  

Tamers et al. (2011) researched the role of co-worker support on healthcare utilization 

across thirty- three different workplaces in Seattle Washington, United States. There is little 

mention of ethnicity or race (and none of immigration) within this article, though they do note a 

relationship between social support and doctor visits. Tamers et al. (2011) found that higher 

social support related to higher doctor visits, though they posit that this is due to greater 

comfort in taking time from work. This study points to the role of the steps before healthcare 

utilization. Many decisions are made before attending, or even making a healthcare 

appointment. For example, before a person sees a doctor, they need to recognize the need, 

weigh costs and benefit (including work attendance), and then decide (Tamers et al. 2011). 

The low number of results above is not to say that the phenomenon of healthcare and 

immigrants has not been studied. Rather, descriptive studies of immigrant healthcare utilization 

or outcomes were present, many of which have been included above. Similarly, many studies 

were located on the themes of social support in general and social support as it relates to 
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matters other than healthcare utilization, including workplace satisfaction and general life 

satisfaction studies. The studies above were included based on their focus on social support and 

healthcare utilization, ideally by Canadian immigrants, though often by general population and 

into the United States. 

In general, greater social support was equated to greater healthcare utilization, though 

variances in groups point to the need for further study. Further, while healthcare itself may be 

considered a formal support, few studies delineated between formal and informal supports. 

This may be due to a specific research interest or focus, or a clear separation between 

connections made with family and friends and community and outsiders. This is a complicated 

point as, technically, members of a given community may be the very ones administering 

healthcare supports, leading to utilization. Some studies reference a strengthening of social 

support and therefore healthcare utilization after longer residencies in the United States/Canada 

respectively. Stewart et al., (2008) note immigrant ties to home weakening after time spent in 

the destination country of Canada. Acculturation (Berry, 2005) may play a factor here, based 

on whether immigrants choose to integrate or assimilate rather than stay tightly connected to 

home networks.  

The discrepancy between social support pre and post arrival does not mean that social 

support is weakening, but that immigrants may be seeking support outside of their immigrant 

circles the longer they are in Canada, through integration. Lastly, the connections between race 

and/or ethnicity, as well as national origin, may lead to important results. As noted, few of the 

studies above reference immigrant groups. Those that do reference immigration begin with 

specific countries of origin as a research focus. A broadening of this area of research is 

necessary to fully understand the relationship between social support and healthcare utilization 
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for immigrants to Canada. One such way to better understand this research area is to explore 

the relevant theories contained within the literature. Social support can be a factor for a wide 

variety of people in making choices and following through on actions to utilize healthcare. This 

assertion is tested with a central and interactive research question in this study, notably 

exploring the potential protective factor of time in country and healthcare utilization, and the 

interaction of length of time in country and social support regarding healthcare utilization. This 

research study addresses a gap in literature as it specifically focuses on immigrants in Canada, 

and the intersection of two potentially protective factors, rather than either alone. Through a 

large national survey (CCHS), this research makes an important contribution in augmenting 

understanding of healthcare utilization for a large, potentially vulnerable population. Moreover, 

it examines a portion of the immigrant experience that could be quite significant, namely, the 

length of time since arrival in Canada.  

There are theoretical similarities across the literature reviewed above. Namely, there is a 

focus on the roles of perception, and the actions of other community members in making 

choices about healthcare utilization. Social capital theory can be linked to social cognitive 

theory which is most present in understanding the effect of relationships on surrounding people 

regarding decision making and action taking. Many of the studies noted above speak to the 

intersection of interpersonal and societal factors in the role of healthcare utilization, enforcing 

the importance of understanding the surrounding contexts that communities find themselves in. 

Specifically, studies cite inequalities like poverty, racism and other systematic issues which 

relate to the use of healthcare. In general, these studies point to the need for more study to be 

undertaken, especially in Canada. The literature presented above offers suggestive qualitative 

and preliminary quantitative evidence of a potentially protective relationship between social 
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support and healthcare utilization. This may differ across groups of immigrants, for example 

those who have arrived in Canada more recently than their longer in country counterparts. 

Namely, more recent immigrants may be more vulnerable in a number of ways, having shifting 

social support networks after arrival and may benefit most from strong social support once in 

Canada. While social support and length of time since arrival has been studied, with some 

connections to healthcare, none have been found that explore the specific interaction of length 

of time in country and social support relating to healthcare utilization. This study may help to 

fill this gap, especially as it will do so while controlling for other previously established 

predictors, including relevant sociodemographic factors. This research will contribute to this 

need by exploring the potentially protective factors of social support and time in country 

specifically for immigrants to Canada, using a large, national database. The following chapter 

will break down the theoretical construct for this study and expand on the theories contained 

therein. 
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 CHAPTER 3: THEORETICAL FRAMEWORK AND THEORIES 

 

This study of the relationship between social support and immigrant healthcare is 

grounded in the research literature, reviewed above. The theories contained in relevant 

literature which guided the choices of variables to be studied, analyzed and, ultimately, 

reviewed for implications to social work are offered below. In order to approach the data, and  

ensuing results with respect for participants and process of inquiry, a theoretical framework 

guides the approaches not only to variable choices but offers insight into analysis as well. 

Along with a breakdown of this framework, further explanations of the theories involved are 

offered below. 

At the center of this theoretical framework, and the proposed study is the individual 

immigrant. Social capital theory, expanded on below, hinges on the idea that people leverage 

the human resources and capital inherent to those around them to better themselves (Fram, 

2003). The individual choice rests on their level of social support, in this case as indicated by 

scores on the Social Provisions Scale (Cutrona & Russell, 1987). This particular measure of 

social support is used by the Canadian Community Health Study, of which the 2017/18 

database was used for this dissertation. 

Social Capital Theory 

Social capital theory relies on relationships that have been built by the individual with 

family, friends, and/or contacts around them. In general, no two interactions, however, are 

equal. Some interactions have lingering effects, while others may only spring up for a brief 

point in time. The opportunities that interactions present speak to their power to affect change, 

in the form of social capital. Social capital is defined as human networks that benefit from 
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interactions with each other (Cullen & Whiteford, 2001). Further, Putnam (1995) clarifies that 

this type of capital functions based on trust and cooperation, with a goal of mutual support. 

This is an important clarification, both actors can benefit from their relationship. 

Social capital maintains that the social interactions between people do not arise from 

nature, and are human made (Fram, 2003). The space occupied by people and communities is 

made up of interactions between people and groups, through a variety of social constructs 

(Venkatesh, 1997). People navigate through interactions with others based on social ties and 

networks created through relationships (Foley & Edwards, 1999). Principles of economics 

allow for a way to understand social capital. Through interactions (labor), relationships are 

‘paid into’, through which individuals and groups can reap benefits (buying) (Fram, 2003). 

Individual social circumstance, therefore, is built through personal value of effort paid into 

various interactions (Coleman, 1988). More specifically, self-efficacy (or effort), as it relates to 

motivation may be more highly valued in some cultures, rather than others (Schunk & 

DiBenedetto, 2020).  Bourdieu (2011) cites social capital as the reason for unequal access to 

resources between communities due to discrepancies in access to resources and therefore 

access to the people that have these resources. The stronger the tie between actors (i.e., family 

or kin), the tighter the bond, adding to the likelihood of support when needed. This bonding 

reinforces social norms and can encourage reciprocity in support (Cullen & Whiteford, 2001). 

Social circumstance and standing play an important role in every stage of life and functioning. 

Circumstance and standing can vary greatly for immigrants before and after arrival. While this 

is a subject left for another study, the shift in power based on social networks (both gained and 

lost) is of note here. 
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When access to resources, human or material, is available it can greatly benefit those 

associated with others (Ross, 2002). This hinges on the concept that networks of people can 

harbor goodwill and trust towards each other and can and do share information (Adler & 

Kwon, 2002; Inglehart, 1997; Putnam, 2000). Norms and social agreements create the basis of 

the value of individual standing, actions, or decisions (Coleman, 1988; Grooeart, 1997). The 

measurement of social capital can be as simple as the amount of people in a social circle 

communicating and sharing resources and knowledge (Boxman, De Graaf, & Flap, 1991; 

Kitchen, Williams, & Chowhan, 2012). Adler and Kwon (2002) explain that social capital can 

refer to both external (structures of the relationships themselves) and internal (relationship with 

others) factors in communications and lifestyles. Bridging social capital occurs not only within 

a group but across hierarchies of power. Meanwhile ‘bonding’ social capital occurs between 

members at the same power level inside a group (Kawachi, Kim, Coutts, & Subramanian, 

2004; Lin, 2002). 

 Using the imagery of lighting a lamp, differing views exist on whether social capital is 

the wire itself or the electricity which is carried through it (Szreter & Woolcock, 2004). When 

people work together for a common cause, each is actualizing their social capital (Fukiyama, 

1996; Thomas, 1996). Szreter and Woolcock (2004) recognize the importance of healthy 

behavior in maintaining health but add that connecting to others and leveraging systems is 

important in making healthy choices as well. Whitehead and Diderichsen (2001) summarize by 

connecting strong or high social capital to better health outcomes. The greater social capital, 

the greater the likelihood of being healthy, defined in terms of both physical and mental health. 

Lin (2001) summarizes social capital well as an expectation of return when an investment in 

relationships is made. This happens through an exchange of information, to create influence 
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and possibly correlate to a sense of identity, either shared or individual. Communication 

between immigrants and others, both in and out of their communities, can lead to the sharing of 

information and the making of choices, including the choice to utilize health care systems. 

The heterogeneity within and between immigrant groups leads to difficulties in 

generalizing the role of social capital on the lives of immigrants and their communities 

(Kazemipur, 2004). This is true due to the nature of the diversities of cultures of origin as well 

as to the diversity of experiences during the acculturation process, expanded upon below. A 

small network may be tightly knit and have high levels of social support or be too small to offer 

significant aid. A large network may have large amounts of social capital or be alienating and 

hard to navigate. Individual social capital, however, can help individuals feel a sense of 

connection, augmenting capacity for action (Erikkson, 2011; Na & Hample, 2016). 

Relationships of social capital to health care utilization and health-promoting behaviors 

have been explored through the social determinants of health. The principle of social 

determinants of health explains that factors like stress, access to work, safety, social support, 

food, transportation, and other factors can affect health outcomes as much as biology (Dunn & 

Dyck, 2000; Marmot, 2005). Much has been researched and studied on the theory that health is 

determined by more factors than individual genetics, but for the sake of this study, we will 

focus on the role of social support as a determination of health. In a systematic review, 

Eriksson (2020) explains that many studies show a positive relationship between higher levels 

of social capital and health outcomes, though this relationship is not consistent throughout 

every study reviewed. High levels of social support may buffer stress, a factor known to 

contribute to physical health concerns (Ferlander, 2007; Fiorillo & Sabtini, 2011; Muntaner, 

Lynch & Smith, 2000). 
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Further, not all relationships are created equal, and can also cause stress, based on a 

variety of facts the relationship is not guaranteed to be stress-free and/or positive based on 

obligation or other pressures (Ferlander, 2007). The central research question in this study is an 

exploration of protective factors of social support and healthcare utilization for immigrants. 

Social capital, through social support can help connect people to other resources which can 

ameliorate quality of life, like work and educational opportunities, and even healthcare 

utilization. 

Relationship to Immigrants 

 

In harnessing social capital, members of groups must have knowledge and access to 

resources to share, as well as the ability to change their social location within the hierarchy 

(Fram, 2003; Peckham, 2017; Villalonga-Olives, Wind & Kawachi, 2018). The ethnic enclave 

environment that many immigrants move into explains the potential for high bonding social 

capital, but lower bridging capital, outside of their own communities (Lee, 2001; Quadee & 

Kumar, 2006). Hanley et al. (2018) add that social capital can help uplift immigrant families, 

though it may take time to form.  

McMichael and Masterson (2004) explain that immigrants often have weaker social 

capital than those born in Canada. This is due, in part, to the length of time they have been in 

Canada building relationships to each other and therefore social capital. Social capital among 

immigrants tends to be weak as a result of lower diversity in social networks and reduced 

access to those outside of their own group, by comparison to those born in Canada (Kuz, 2004). 

This can act as a disincentive to interact with those born in Canada, as this lack of capital may 

result in immigrants feeling even further behind in life than their Canadian born peers (Stewart 

& Anderson, 2008). Ironically it is the reason that networking with those born in Canada may 
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be especially beneficial. Nonetheless, social capital is an important tool for immigrants who 

may not have access to as many physical resources as those born in Canada. The power of 

connection to others can be just as valuable as a tangible resource (Lamba & Krahn, 2003). 

Nakhaie and Arnold (2010) add that, within the social capital theory, being loved by someone 

else is especially valuable as it confers the best of access to their resources. When those who 

love immigrants are abroad or ‘back home’, the potential to harness local capital is lost. 

Specifically, connections that could be utilized before arrival are no longer relevant, and so 

they are unavailable to be capitalized upon. 

Social connections, or networks, in the form of social capital, are opportunities to share 

information and experiences of life in Canada, including the health care system. Social capital 

is an integral piece in understanding the link between social support and immigrant health care 

access as it allows a glimpse into the type of information immigrants may be getting from their 

peers and social connections. Cultural and other forms of health capital are central to this 

discussion, as the choices and lives of immigrants cannot be disconnected from culture (Holt-

Lunstad, 2018; Shim, 2010). It is important to note, however, that members of groups and the 

groups themselves still need to have the resources with which to connect. Samek et al (2012) 

report that, while community social capital did not relate to physician visits in their study of 

over seven thousand residents in Ontario from the Canadian Community Health Survey 2002 

and OHIP data, sense of belonging did decrease the amount of doctor visits. In general, 

increased social capital has been shown to relate to increased health outcomes (Shiell, Hawe & 

Kavanaugh, 2020; Villalonga-Olives, Wind & Kawachi, 2018). As previously shown through 

literature that greater outcomes equal greater utilization, this study by Shiell et al (2018) , also 

supports the protective nature of social capital on healthcare utilization. 
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The systematic reviews that report this, however, are not consistent in their measurements 

of those outcomes, most notably whether or not attending a regular medical doctor's office, or 

having one relates specifically. Rather, it is possible that the stress buffers that social capital 

offer may connect more directly to increased health outcomes. Social capital alone cannot raise 

health outcomes. Rather, it can only raise awareness and access to resources such as medical 

care. The notion of a “‘system”’ is abstract, and people weave in and out of interactions with 

different systems regularly.  As such, social capital is difficult to place specific boundaries on 

as it relates how specific groups move about the world (Lynch, Muntaner & Smith, 2000; 

Sheill, Hawe & Kvanaugh, 2020). 

While the potential of social support via social capital can be a strong factor in 

community interactions, ending the conversation here would place a total onus on communities 

to heal themselves. Karimi (2020) adds that relying on social capital, and therefore social 

support alone can hamper efforts for meaningful connections due to inequalit ies in social 

capital. One reason for these inequalities in social capital lies in challenges in creating 

connections, perhaps due to racism. If there is a lot of support for some, and not for others, due to 

racism, the support available would not in fact, exist for all. Connections can only exist in so far as 

people need to be willing to make them. Based on perceptions and beliefs about others, these 

connections may come easier for some, but those at the receiving end of stereotypes such as racism may 

find connecting across cultures difficult. Intracultural or racial connections are also helpful, but if one is 

only able to access those who look, sound, believe etc. like them, then their reach may be hampere d. 

Spencer and Grace (2016) explain that membership of a network may be even more 

important than membership in a network. Specifically, if those in your network are connected, 

educated, and comfortable with the healthcare system they will be more likely to encourage 

you to go seek care. This would indicate strong social capital.  
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In this way, disparities of network makeup create disparities in healthcare utilization. 

Therefore, responsibility still rests with larger systems, like the Canadian federal government, 

to ensure that the resources exist in order to be shared with the groups and communities who 

need them.  

Social Cognitive Theory 

In short, social cognitive theory prioritizes the role of others, and is the mechanism by 

which others may be perceived to hold capital by offering connections and advice (Martin et al, 

2014). Specifically, if a contact is present to perform a task perceived as socially supportive, 

then they must think that the individual and their needs are worthy in their minds. The social 

cognition of the individual motivates the contact to care or not care in the process of need 

fulfillment. This worthiness can also be seen as social capital, linking the theories together. It is 

the social capital held by those in positions of support that also relate to the individual's 

impetus to action, in this case, health care utilization. An individual choice to act, in this case, 

to utilize health care, is also affected by feelings of self-efficacy, which can be seen and 

measured by social cognitive theory. In a meta-analysis of studies measuring the relationship 

between self-efficacy and health related changes, Sheeran et al (2016) posit that augmenting a 

sense of self-efficacy can be an effective tool in promoting health behaviours. Simich, Beiser, 

Stewart and Mwakarimba (2005) remind that social support can be one way of doing so, 

lending credence to the study discussed in this thesis. 

 While this dissertation focuses on the protective relationships of individual choices as 

they relate to healthcare utilization, these choices are not made in a vacuum. Rather, they are 

related to the community members surrounding individual actors. These community members 
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may be the very people providing the social support. As such, the two main theories that link 

individuals to their surroundings will be the basis for variable selection and analysis here.  

Social cognitive  theory is centered around the idea that beliefs and their subsequent actions are 

formed based on experiencing others’ reactions to us (Bandura, 2001). This theory is based on 

three main situations; where the individual has direct and personal efficacy, where others act as 

a proxy, and a collective agency when people act as groups (Bandura, 2001). This is directly 

linked to the idea of “‘esteem support”’ in which a mirror of positive image is reflected back to 

an individual from those surrounding him/her (Cobb, 1976). This may be positive, in the case 

of uplifting others, or negative, in the case of racism or other prejudices which may dimmish 

the other person in the beholder’s eyes. Even internalized racism may be a factor here. In 

relation to social support and immigrant health care, social cognitive theory is important 

because it allows for the study of collective agency and the role of group thinking in decision 

making as decisions are made based on reactions and reflections from the surrounding group 

(Bandura, 2001). For social cognitive theory, in the context of personal behaviors, expected 

outcomes may include improved health after the behavioural change or increased ability to 

enjoy life (Bandura, 2004). Bandura (1986) explains that social cognition is relevant to health-

related decision- making through personal, behavioral, and environmental factors. Personal 

factors include self- efficacy as discussed above and self-regulation, described as the attempt to 

hold control over personal factors in order to achieve the desired health outcome (Clark & 

Zimmerman, 2014). Behavioral factors refer to actions and reactions created based on how one 

perceives the actions and reactions of surrounding people (Clark & Zimmerman, 2014). Lastly, 

environmental factors include macro influences such as physical environment and 
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surroundings, including but not limited to social support as explained through the social 

determinant of health theory (Marmot, 2005). 

Relationship to Immigrants 

 

During the process of immigration, much more changes  than geography alone. This 

thesis explores the protective relationship of social support and healthcare utilization for 

immigrants to Canada, with a focus on the length of time in the country. The months and years 

following arrival in Canada can be full of transitions, often termed the acculturation process.  

According to Berry (2006), acculturation is a process of cultural and psychological change that 

results from the continuing contact between people of different cultural backgrounds (p. 27). 

This process can vary in time, and is not linear in nature (Berry, 2005). Rather, based on 

individual and societal factors, can result in different strategies of integration, segregation, 

marginalization, or separation. The differences in these strategies relate to the degree of 

separation between the individual and the broader society.  Each have different effects on social 

support both within cultures, families or systems and in relationship to the larger Canadian 

context. In short, those who engage in marginalization have a negative view of both their own 

culture and the mainstream culture, while those who have a negative view of their own culture 

but a positive one of the mainstream culture may engage in assimilation. Both of these 

approaches could have negative effects on social support as both encourage either isolation, or 

disconnection from familiarity. Segregation and or marginalization can also be connected to 

loneliness, which has been shown to have negative health outcomes (Holt-Lunstat, 2018; Holt- 

Lunstat et al, 2015). Those who feel positive towards their own group but not so towards 

mainstream society may segregate and those who feel positively towards their own cultural 

group and mainstream may integrate (Berry, 2005).  
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Figure 1 Theoretical Framework 

Acculturation Strategies (Berry, 2005) 

Figure 1 Acculturation Strategies (Berry,2005) 

 

 

This figure shows the relationship between integration, assimilation, separation 

and marginalization visually, while placing it in context of the ‘host culture’. The choices made 

by immigrants regarding their acculturation process must be examined while taking the larger 

societal setting in context. For example, separation happens when people are segregated, and 

marginalization can only happen when immigrants are excluded, mirroring the isolative effects 

of both positions. Similarly, when there is full assimilation, the melting pot approach blurs 

differences, while multicultural approaches encourage integration as a strategy. (Berry, 2005). 

Each stage of acculturation can be reflected in social cognitive theory as it based on the 

perceptions of immigrants of their cultures of origin as well as the receiving culture in Canada. 

These two strategies may result in greater social support as they indicate positive feelings 

towards others, both within cultures of origin and mainstream culture. Interestingly, those 

whose actions corelate with integration, have been shown to report less stress than others in 
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different stages. This may relate to better health outcomes, and possibly more social support 

(Berry, 2005). There are some studies that aim to directly connect the acculturation process to 

health outcomes, but there are too many potential confounds or abstract factors to make a direct 

correlation (Fox, Thayer & Wadhwa, 2017; Schumann et al, 2020). 

 The comfort of familiarity of places and people as well as the support they offer also 

changes. “Cultures are diverse and dynamic social systems, not static monoliths. Intracultural 

diversity and intra-individual variation in psychosocial orientations across spheres of 

functioning underscore the multifaceted dynamic nature of cultures” (Bandura, 2002, p.269-

270). This diversity is especially complex as cultural identities shift during and after both 

migration and general life patterns, as explained through the acculturation process.  

As acculturation is a subjective process, it is challenging to definitively connect it to 

utilization in quantitative ways, however knowing that there are connections between 

immigration and healthcare outcomes (therefore utilization), it is logical that this connection 

also exists, even if the results are not neatly quantifiable. Further, Social cognitive theory is 

especially pertinent to understanding the potentially protective relationship between social 

support and health care utilization for immigrants as it seeks to understand the role of a 

collective agency on decision-making. Collective (or group) agency explains that a whole is 

more than the sum of its parts (Bandura, 2001). For immigrants, this includes cumulative life 

experience that makes up a whole person as well as the cumulative whole of the immigrants’ 

social circle or community. The importance of personal versus collective agency varies across 

cultures, and so it is important to review theories that discuss the impact of both, as the social 

cognitive theory does (Bandura, 2001). Bandura (1989) explains that the effects of past 

experience may take time to manifest into a present decision. Immigrants who have been in 
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Canada a long time, therefore, may still be acting upon information learned before arrival, even 

though social structures are different here. Further, actions may be taken based on an 

individuals’ perceived role or status, which is in flux for everyone, but especially for an 

immigrant pre, during, and post-migration. The interactions between people, and the 

perceptions and decisions made because of these interactions form the basis of social cognitive 

theory. Martin et al (2014) explain that change and adaptation are at the core of social cognitive 

behavior. This is especially salient for immigrants to Canada, who may change and adapt 

constantly to life in Canada. Harnessing the results and experiences of having social 

interactions can be a powerful tool in understanding social support itself and its role in health 

care utilization for immigrants to Canada. 

The theories in this study, and the focus of immigrant experiences hinge on perceptions 

from others, positive or negative, which cannot be extricated from the phenomenon of racism. 

Experiences of racism are relevant to each of the theories explained above. Social capital 

theory is related to perceived racism in the way(s) in which group membership allows for 

movement within social hierarchies; racism inhibits this movement. Further, social capital is 

contextual in its manifestations, and therefore may vary significantly based on culture and other 

contexts of lived experience (Karimi, 2020). Social cognitive theory, is also evident in 

experiences of perceived racism as interactions and behaviours are based upon the reactions 

and actions seen by others in reacting to an individual, based on a variety of factors, including 

race. Experiences of racism and discrimination act as reminders of the role(s) of social 

inequality and intersecting systems/levels of society on the interactions of subjects in these 

studies. This may be especially relevant when exploring the behaviour and experiences of those 

born outside of Canada, as many may face racism and discrimination due to memberships in 
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traditionally disadvantaged groups. Similarly, it is important to remember how systems of 

power and inequality can inform how networks are created and what networks people 

(especially the marginalized) may be able to access (Eriksson, 2020). This will be further 

explored in the implications portion of this thesis.  

This study utilized an inductive approach in crafting research questions focused on the 

protective factor of social support and time in country regarding healthcare utilization. These 

theories speak to the power of social networks, through capital, and the power of personal 

perception through social cognition. This points to the importance of social support, and the 

findings of this research study as important tools in social work service provision. 

Social Support 

Simich, Beiser, Stewart, and Mwakarimba (2005) define social support as being central 

to health and wellbeing, especially during periods of life transition (such as immigration). In a 

World Health Organization report, Wilkinson, and Marmot (2003), highlight that strong 

relationships contribute to trust and respect, which in turn protect health through the 

encouragement of healthy choices. Further, they cite research that states that social support 

helps with speedier patient recovery from illness, and therefore health. One large (n = 24,000) 

study from Italy reported a significant relationship between strong levels of social support and 

self- rated health variables (Fiorillo & Sabatini, 2011). Further, social support can be crucial in 

helping with stressors (Thoits,2011; Uchino, 2009), like symptoms that may require health 

care-based interventions. This thesis uses the Canadian Community Health Survey 2017/2018 

to explore the protective relationship of social support to healthcare utilization for immigrants 

in Canada. Therefore, in this study, the Social Provisions Scale (Cutrona & Russel, 1987) is 

used to measure social support.  
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In creating the Social Provisions Scale (Cutrona & Russel, 1987) authors chose Weiss’ 

(1974) understanding of social support, citing that it encompasses other research about social 

support through the understanding of guidance as advice and reliable guidance from those who 

may provide more specific task related support. Weiss acknowledges that there are many 

different ways that people make sense of circles of support, there are “‘reliable associations 

between types of relationships and their provisions” (Weiss, 1974, p 22). In order for people 

not to feel lonely and to feel supported, some measure of each of the six provisions are needed 

at different stages of life (Cutrona & Russel, 1987). Weiss’ provisions of the original social 

support scale are detailed below in the table below. 

Table 2 Original Social Support Scale Subscales 

 Original Social Support Scale Subscales 

Provision of Social 

Support:  

Explanation Examples 

Attachment  

 

Sense of security Close friendship, spouse etc. 

Social Integration Shared emotions and 

concerns, companionship 

Social networks, memberships 

in groups. 

Opportunity for 

Nurturance 

Responsibility for 

someone else 

Parents, grandparents, familial 

care. 

Reassurance of Worth Affirming relationships Colleagues, others who 

recognize skill and competency. 

Sense of Reliable 

Alliance 

‘Unconditional support’ Close kin, lifelong friendships. 

Obtaining of 

Guidance 

Access to people with 

expertise.  

Authority figures, trustworthy 

provider of moral guidance. 

(Weiss, 1974) 
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In general, immigrants can approach health, and healthcare differently than those born in 

Canada based on a wide variety of factors, including but not limited to the perception of 

availability of care, cultural norms around disclosure, and differing definitions of need (and 

when that need requires intervention). Many of these reasons are connected to social cognition, 

and knowing the importance placed on social support, social capital can be a motivating factor 

towards healthcare utilization (Kalich, Heinemann & Ghahari, 2016). 

As discussed above, social support hinges on others’ presence in our lives and their 

availability to be of support. They cannot, however, offer support if they do not think that we are 

‘worthy’ of it. Frick, Irving & Rehm (2012) add an important point here, that the subject must 

have the capacity to create and maintain relevant social connections, which speaks to some level 

of self-esteem and efficacy, even as a sole actor, as explained by social cognitive theory. This is 

presented in visual format in figure 2, below. 

Figure 2 Theoretical Framework 

Theoretical Framework 
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Research Questions and Hypotheses 

 

This thesis is centered around three research questions: primary and secondary research 

questions about main predictive associations, and a third research question about the interaction 

of the two main predictors. Each is presented below with its corresponding hypothesis. 

 

1. Is there a significant association between social support and healthcare utilization 

among immigrants to Canada?  

Hypothesis 1: A protective association will be observed between social support and 

healthcare utilization among Canadian immigrants. Those immigrants with relatively more 

social support will have better utilization of healthcare and fewer unmet healthcare needs than 

will, otherwise similar, immigrants with relatively less social support.  

Note. This and each of the three study hypotheses will be systematically replicated or 

tested across three different outcomes relevant to healthcare utilization: having a regular 

healthcare provider, having a place to go for a minor health problem, and having had an unmet 

healthcare need during the past year. 

 

2. Is there a significant association between the length of time in country and 

healthcare utilization among immigrants to Canada? 

Hypothesis 2: A protective association will be observed between the time since their 

landing in Canada and healthcare utilization among Canadian immigrants. Longer standing 

landed Canadian immigrants will have higher rates of healthcare utilization and fewer unmet 

healthcare needs than will, otherwise similar, immigrants who landed more recently. As noted, 
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this hypothesis will be tested across the three healthcare utilization outcomes of having a 

regular healthcare provider, having a place to go for a minor health problem, and having had an 

unmet healthcare need during the past year. 

 

3. Is there a significant interaction between social support and length of time in 

Canada in predicting healthcare utilization among immigrants to Canada? 

Hypothesis 3: A significant social support by time in country interaction will be observed 

such that the protective associations between social support and healthcare utilization will be 

significantly larger among more recently landed Canadian immigrants than among more 

longstanding immigrants. In other words, such social support protections are hypothesized to 

be greater among members of the more potentially vulnerable population, that is, relative 

newcomers to Canada. Again, this hypothesis will be tested across the three healthcare 

utilization outcomes of having a regular healthcare provider, having a place to go for a minor 

health problem, and having had an unmet healthcare need during the past year. In summary, 

each of the three study hypotheses will be tested across three healthcare utilization outcomes 

resulting in a total of nine hypothesis tests.    
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CHAPTER 4: METHODOLOGY 

CCHS Design and Data Collection [Publicly Accessible Version of the Database] 

This secondary analytic study uses the 2017/2018 panel of the Canadian Community 

Health Survey, a powerful, probability sample-based national survey (CCHS, Statistics Canada, 

2020). This voluntary survey was conducted by telephone or in-person interviews across 

Canada using computer-assisted, stratified probability sampling methods. Sample frames were 

initially based on Statistics Canada’s Labour Force Survey, the Canadian phone directory, and 

health region random dialing frames (Basila, 2016) that were later augmented with random 

household frames. The CCHS was launched in 2000 after extensive consultations with a wide 

variety of community stakeholders including policy and health care professionals, medical 

practitioners, social service providers, and members of the public across Canada (Béland et al, 

2000). Beginning as a biannual survey of approximately 130,000 Canadian residents, the 

survey has been routinely administered annually within and across Canadian health regions to 

approximately 65,000 residents 12 years of age or older since 2007 (Statistics Canada, 2019).  

This study, however, focused on respondents who were 18 years of age or older as the focus 

was on advancing understandings of social support, health care access, and ultimately 

utilization among adults. Immigrants within the age range of 18 to 64 include emergent adults 

but not seniors, and this population has been the focus of much research on Canadian 

immigrants, including numerous national surveys conducted by Statistics Canada (Government 

of Canada, 2015a). The experiences of youths and senior experiences are left for another study.  

The CCHS interview guide routinely includes questions about demographic and socioeconomic 

characteristics of participants and their families, questions about their health-related behaviors 

and statuses as well as questions about their experiences with healthcare (Statistics Canada, 
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2016; 2018). Special panels on select additional topics are periodically implemented within 

smaller, provincial or regional sampling frames.  

Those living on First Nations reserve land, full-time armed forces members, and those 

living in some of Canada’s most remote regions are excluded. Those living in collective 

dwellings like institutions or hospitals are also excluded. This may include youth in care, 

temporary collective living arrangements like correctional institutions, or rehabilitation 

facilities. Further, no unhoused people are included in the Canadian Community Health Survey. 

Still the CCHS represents approximately 98% of the Canadian population over 12 years of age 

(Beland, 2002; Statistics Canada, 2018). Moreover, random samples of household and eligible 

persons within households, stratified by province ensure an overall representative national 

sample (Odesi, 2019). The average time to complete the survey is approximately 50 minutes, 

and its response rate for the 2017/2018 panel was 62.8% (Statistics Canada, 2020). 

Sampling Frame 

Data collection took place from January to December of 2017. Approximately three-

quarters (74.0%) of the interviews were computer assisted telephone interviews, while the 

remainder were computer assisted personal interviews (Guertin et al., 2018; Lang, Orpana, 

Yurkowski, 2019). The survey was delivered in several languages in order to ensure access for 

many who are not comfortable in English or French (Odesi, 2019). This was particularly 

relevant to gaining the participation of members of this study’s population of central interest ; 

that is, CCHS respondents aged 18 to 64 who report being born outside of Canada (Beland, 

2002). Nearly 4,000 such people participated (n = 3,977). Finally, in addition to its restriction 

on age, the sampling frame for this study was further restricted to people who responded to the 

Social Provisions Scale (SPS), the measure associated with this study’s primary hypothesized 
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predictor of social support (Cutrona & Russel, 1987). In 2017, the SPS was included in the 

CCHS’s interview instrument in four provinces: British Columbia, Alberta, Newfoundland and 

Labrador, and Prince Edward Island. Necessarily then, this study’s participants all resided in 

one of these four Canadian provinces. 

Measures 

The survey instrument continues to be updated by the CCHS Steering Committee and 

Advisory Board that include experts from the Ministries of Health, the Canadian Institute for 

Health Information, and Health Canada (Statistics Canada, 2018). This is a first step in 

minimally assuring the face validity of the operational measures included in its survey 

instrument. Descriptions of study variables follow. Key outcomes and predictors are presented 

as well as potentially important covariates. Covariates fall into one of three categories: other 

established predictors of healthcare utilization in Canada or similar high-income countries, 

potential confounds (i.e., other “third” variables that through their significant associations with 

this study’s key predictors and/or outcomes might confound its central analyses), and variables 

indicative of the need for healthcare. Clearly, all such variables ought to be accounted for in 

testing this study’s hypotheses. Selections of key study variables and covariates was also 

determined by their availability in the CCHS database as well as by their demonstrated 

criterion validity.  

Outcome Variables  

 Healthcare utilization was assessed with these three measures: having a regular 

healthcare provider, having a place to go for a minor health problem, and having had an unmet 

healthcare need during the past year. 
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Having a Regular Healthcare Provider  

 

This dichotomous variable asked, “do you have a regular healthcare provider?”. By this, 

we mean one health professional that you regularly see or talk to when you need care or advice 

for your health.’ While such an indicator of potential access does not guarantee utilization, 

acknowledgement of having someone to go to implies an important healthcare connection. This 

measure, or very similar ones, have been used in national Canadian and American surveys for 

more than a generation. Its predictive and construct validities have been clarified through its 

consistently demonstrated associations with a host of demographic, socioeconomic, and health-

related risk and protective factors (Babitsch et al., 2012). 

Having a Place to Go for Minor Health Problem 

 

This dichotomous variable asked, “is there a place that you usually go when you need 

immediate care for a minor health problem?” This question was chosen in order to better 

understand if respondents have a place to go that is (likely) not a hospital emergency 

department, where one is more likely to go for a major health problem. Again, 

acknowledgement of such a usual place to go for a more minor health concern (e.g., a 

neighbourhood walk-in clinic) may best serve as a proxy for healthcare access, and ultimately, 

an indicator of potential utilization. 

Having Had an Unmet Healthcare Need 

 

 This dichotomous variable asked, “during the past 12 months, was there a time when you 

felt that you needed healthcare, other than homecare services, but you did not receive it?” This 

measure more directly addressed the issue of healthcare utilization, or more specifically, the 

lack thereof. Those who replied ‘yes’ to this question at once expressed the need for healthcare 
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while reporting that they were unable to access and therefore use that healthcare. Research 

literature has established the construct validity of these three healthcare-relevant measures with 

many suggestions of their face validity and demonstrations of their criterion validity, both 

concurrent and predictive (Carrillo et al., 2011; Levesque et al., 2013). Preventative healthcare 

(at the level of system/doctor intervention) is not universal across all cultures, rather, for some, 

formal healthcare is only sought after the onset of symptoms, and maybe not even then 

(Newbold, 2005).  

Key Predictors 

Social Support 

 

Social support has been relevantly defined as knowing that one is cared for and has 

access to people who will help in times of stress or need and can even enhance feelings of 

personal accomplishment (Taylor, 2011). This is shown through the Social Provisions Scale 

(Cutrona & Russel, 1987), whose questions ask participants whether there are people to depend 

on, who enjoy social activities, provide emotional security, and offer support. A copy of this 

scale is provided below in table 1. The Social Provisions Scale (SPS), that was made available 

in the 2017/2018 panel of the CCHS seemed a demonstrably reliable and valid measure of 

social support (Cutrona & Russel, 1987). This scale uses the ‘name’ generator approach, asking 

about specific people who support the respondent in various ways. While it does not ask for 

specific names, this approach to asking about social support has been shown to support valid 

responses (Marin, 2004; Moore & Kawachi, 2017). The ten-item scale was developed from an 

original pool of 24 items. The shortened version suggestively measures social support concepts 

with five 2-item subscales: emotional support/attachment, social integration, reassurance of 
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worth, tangible help/reliable alliance, and guidance (Caron, 2013). A large Canadian study (n = 

2,433) found the 10-item scale to be quite internally consistent (Chronbach  = 0.93), 

suggesting its distinct reliability. Furthermore, this version of the SPS scale’s validity has been 

demonstrated through its significant associations with a host of other social support and health 

measures in predictable ways (Orpana et al., 2019). However, alpha scores for the subscales 

ranged from only 0.53 to 0.69, distinctly substandard reliability criteria. Notwithstanding the 

fact that no specific hypotheses had been developed involving its subscale concepts, the 

overall, highly reliable, 10-item scale was used in this study. Finally, a French version of the 

10-iten scale has also been validated and has been translated into a number of other languages 

(Lang et al., 2019; Weiss, 1987). SPS items are displayed in Table 1 as a final demonstration of 

its face validity through naturalistic observation. 

Figure 3 Ten Item Social Provisions Scale (Cutrona & Russel, 1987) 

There are people I can depend on to help me if I really need it. 

There are people who enjoy the same social activities I do. 

I have close relationships that provide me with a sense of emotional security and well-being.  

There is someone I could talk to about important decisions in my life.  

I have relationships where my competence and skill are recognized. 

There is a trustworthy person I could turn to for advice if I were having problems.  

I feel a part of people who share my attitudes and beliefs.  

I feel a strong emotional bond with at least one other person.  

There are people who admire my talents and abilities. 

There are people I can count on in an emergency.  

 

Note. Each item is assessed with a 4-point Likert scale, ranging from strongly disagree to strongly agree.  
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Response choices for each SPS item are: strongly disagree (1), disagree (2), agree (3), 

or strongly agree (4). Therefore, the scale’s theoretical score range is 10 to 40, with a ‘high 

level of social support’ having been assigned to those who score 30 or higher. This 

categorization was based upon previous validating studies (Orpana et al, 2019; Taylor, 2011; 

Yang et al, 2017). As will be seen, the vast majority (88.1%) of this study’s respondents scored 

in this categorical ‘high social support’ range. Therefore, those who did not score that high (10 

to 29) were categorically defined as ‘low’ and set as the baseline for comparisons. In order to 

describe and explain social support variability among this study’s sample of immigrants, in a 

more nuanced way, the category that was initially defined as high (30-40) was more precisely 

categorized as experiencing moderate/medium/mid-levels of social support (30 to 34) or a truly 

high level of social support (35 to 40). 

 

Length of Time in Country  

  

The other main predictor in this study is the length of time in country. The relevant 

CCHS question asks, “in what year did you first become a landed immigrant in Canada?” A 

number of previous studies consistently found that immigrants, predominantly from low to 

middle-income countries to Canada or other high-income countries were more likely to access 

and use a variety of health and other human services the longer they had been in country 

(Degelman & Herman, 2016; Ravichandrian et al., 2022; Saleem et al,, 2019; Setia et al, 2011; 

Siddiqui et al, 2016). This supports the construct validating inclusion of this variable for study 

here. It ought to be noted, though, that this study does not merely propose a systematic 

replication of this variable’s main association with healthcare utilization. Rather, this study 

originally hypothesizes a moderating effect on the social support-healthcare utilization 



 

58 
 

relationship. The public version of the CCHS which this study used due to COVID-19 

pandemic-relevant constraints, only allowed for the following two categorical responses: 

landed less than ten years ago, or ten or more years ago. These then are the two moderating 

strata to be examined in this study. Finally, a landed immigrant is defined as someone who has 

permanent residency status, which can take place sometime after arrival in Canada. Even if 

landed immigrant (permanent resident) status was achieved after arrival, time of emigrating and 

landing are strongly associated with each other; it is not possible to be a landed immigrant 

before arrival, and therefore this variable is still a measure of the length of time in country. This 

study, therefore, labels this variable ‘Length of Time in Country’. 

Covariates 

This study centered on the two main social support predictors and three healthcare 

utilization outcomes described above. However, people are complex beings made up of diverse 

sociodemographic identities. In certain instances, even these sociodemographic differences 

may explain variations in social support and/or healthcare access and ultimately, utilization. 

Such covariates fall into one of three categories: other established predictors of healthcare 

utilization in Canada or similar high-income countries, potential confounds (i.e., other “third” 

variables that through their significant associations with this study’s key predictors and or 

outcomes might confound its central analyses) and variables indicative of the need for 

healthcare. Furthermore, these covariates may fall into one of the following general categories: 

demographic, socioeconomic, and residential characteristics as well as indicators of general 

health status which may serve as proxies for one’s need for healthcare variable. Such relevant 

covariates available in the CCHS are described next. 
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Demographic Variables 

 

Age 

 

Regarding age, the CCHS asks, “what is your date of birth”. This study included people 

between the ages of 18 and 64, including all those who are legally defined as adults, but not yet 

seniors (Statistics Canada, 2017). This definition has also been used in predictable ways by 

other health and healthcare researchers using CCHS data (Hotte, 2018; Laroche, 2000). To 

facilitate meaningful life space comparisons, the age variable was categorized as follows: 18 to 

24, 25 to 44, and 45 to 64 years of age, generally corresponding to young adults, independent 

income-earning adults and middle-aged adults (Arcadia et al., 2011; Kimbro, 2009; Teruya & 

Bazargan-Hejazi, 2013). In general, with increased age comes increased healthcare utilization, 

and age is a central defining factor in many life choices. In this way, age is both a 

sociodemographic factor, and potentially one that could fall into the area of ‘need’ defining 

regarding healthcare utilization.  Another measure of the need for healthcare, general health 

status, is presented in later in the thesis. 

Sex 

 

CCHS’s interview protocol simply dichotomized sex as “female or male?” In certain 

contexts, men have been observed to have higher healthcare utilization rates, but not always 

(Saleem et al., 2019). Umberson, Lin & Cha (2022) found that, while women report feeling 

more isolated, there are greater impacts of this isolation on men and boys.  Like age, sex 

warrants routine accounting in any study of health or healthcare utilization.  
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Race 

 

The CCHS asked about cultural or racial background as follows: “You may belong to one 

or more racial or cultural groups (on a large given list). Are you…?” The publicly accessible 

database, however, simply dichotomized this variable as white or non-white (including 

Indigenous Peoples). While public access to healthcare is a point of great pride for many 

Canadians, certain racial disparities seem to persist despite Canada’s claim to ‘universal access’ 

to medically necessary healthcare (Martin et al, 2018; Siddiqui et al., 2016). Moreover, various 

forms of social support are well-known to vary considerably across diverse racialized and 

cultural groups (Almeida et al., 2011; McCarthy, 2000; Yan & Anucha, 2017). Therefore, like 

age and sex, race ought to be included in any study of health or healthcare in North America. 

Language 

 

The CCHS asks, " what language do you use most often at home” and the publicly 

available database offers responses of English (no French), French (no English), both English 

and French spoken at home, or neither English and French spoken at home. Because the 

majority of healthcare in Canada is provided in one of the two official languages, this study 

dichotomized the language measure as follows: English or French is spoken at home or neither 

English nor French is spoken at home. Not surprisingly, much research has found significant 

associations between language, culture, social support and healthcare access and utilization 

thus, the importance of accounting for language in this study (Ahmed et al, 2016; Deri, 2005; 

Higginbottom & Safipour, 2015, Kalich et al., 2016; Newbold, 2009; Ng et al., 2011; Okrainec, 

Booth, Hollands et al, 2017; Saleem et al., 2019; Statistics Canada, 2001; Wu et al., 2005). 
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Residential Variables  

 

Province of Residence 

 

 As noted previously, the SPS was only included in four provinces in the 2017/2018 panel 

of the CCHS: British Columbia, Alberta, Newfoundland and Labrador, and Prince Edward 

Island (Statistics Canada, 2018). But only 21 people from the maritime provinces of 

Newfoundland and Labrador participated. Therefore, they were combined with the participants 

from Prince Edward Island into a single category for this study’s analyses. The ebb and flow of 

provincial political tides can affect healthcare funding and so its quality and Canadians’ 

satisfaction with the care they receive (Samuelson-Kiraly et al., 2020); therefore, it will be 

accounted for. 

Marital Status 

 

The CCHS asks the question “what is your marital status? Are you single/never married, 

married or common law, divorced, separated, or widowed?” Marital status was recoded as 

follows: married or common law or not as an indicator of having an intimate partner who may 

provide close familial support. Again, research has directly linked such familial partnerships to 

health and healthcare utilization (Hotte, 2018; Robles et al., 2014), but in certain contexts (for 

example, under conditions of marital strain) to health risks and healthcare barriers (Umberson 

et al 2006). Therefore, the potential importance of extending residential definitions beyond 

mere marital or cohabiting statuses to household size as listed below.  In a meta review of 

American based studies of medical compliance, DiMatteo (2004) found that married people 

were more likely to have high levels of medical compliance.  This effect on adherence was also 

found to be higher for those living with other adults (not just a spouse). 
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Household Size 

  

During CCHS interviews, household size is asked about when rostering the household. 

This process includes taking demographic information about each person in the household. The 

variable was distilled into to how many people live with the respondent. This variable may 

augment marital status. Specifically, marital or common law statuses assume support from a 

spouse or partner, but that may not always be the case. Furthermore, being unmarried or 

unpartnered does not necessarily mean living alone. As such, the variable household size was 

added to extend understanding of the effects that others in the home may have. Household size 

categories were recoded as follows: lives alone, with one other person, or with two or more 

other people.  

Socioeconomic Variables 

 

Household Educational Attainment 

 

As there are ties between education and income, the CCHS collected educational data 

during household rostering at the beginning of the survey. The public access database defined 

three categories of educational attainment: having less than a secondary education, completed 

one’s secondary education, or having had any post-secondary education. Education has been 

directly linked to health outcomes and social support worldwide, noting that higher education 

often equates to better health outcomes, and so will be accounted for (Denton et al., 2004; 

Godley &Tang, 2022; Raghupathi & Ragupathi, 2020; Veenstra & Vanzella-Yang, 2021).  
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Annual Household Income   

 

 The relevant CCHS question was “What is the total annual household income from all 

sources?” Then the original five categories were recoded into four in the interest of statistical 

power and practical analysis (e.g., the lowest category now roughly corresponds to Statistics 

Canada’s (2020) low-income criterion for a family of three to four: less than $40,000 annually, 

$40,000 to $59,000, $60,000 to $79,000, or $80,000 or more annually. Very similar to 

education, household income or lacks thereof (e.g., low-income status or living in poverty) 

have been inversely linked to health and social support worldwide as well as to lack of 

healthcare utilization in Canada and around the world (Asada & Kephart, 2007; Bajgain et al., 

2020; Block et al., 2011; Curtis & MacMinn, 2008; Denton et al., 2004; Godley & Tang, 2022; 

Osei & Gorey, 2020; Penning & Zheng, 2016; Raghupathi & Ragupathi, 2020; Veenstra & 

Vanzella-Yang, 2021). Such measures of socioeconomic status are important to be accounted 

for in any study of healthcare in a high-income country like Canada.   

Need Variable 

 

Self-Reported Health Status 

 

 Along with age, self-reported health status was included here to account for the estimated 

need for healthcare. Practically, those who report their health as very good or excellent 

probably have much less need for healthcare than those who report their health as fair or poor. 

The Canadian Community Health Survey’s relevant measure was operationalized with this 

question: “In general, how would you say your health is now?” Again, in the interest of 

statistical power, the original five categorical response options were recoded into four: 
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excellent, very good, good, and fair/poor combined. Less than three percent of this study’s 

participants reported their health status as poor.  

Along with this being a straightforward and generally recognizable question, research has 

shown it to be an increasingly good marker of health and healthcare needs (Fiorillo & Sabitini, 

2011; Ng et al. 2011; Schnittker & Bacak, 2014; Yang & Hwang,2016). Though only a single 

item measure, self-reported or subjective health status has been found to have validity in 

predicting help seeking behaviors, physician visits, and health care utilization (Bowling, 2005; 

Miilunpalo et al., 1997; Shields & Shooshtari, 2001). In addition to its use in Canadian surveys, 

general self-reported health has been used in USA surveys and there, also observed to be 

associated with diverse risks and protections among general and vulnerable populations in 

predictable ways (Gonzales et al., 2017). Its substantially demonstrated construct and 

predictive validities provide assurances that this study’s groups will be of similar health 

statuses and so have similar needs for healthcare when comparing them on healthcare access 

and utilization outcomes. 

Analytic Methods 

Descriptive Statistics and Bivariate Analyses 

 

 Univariate frequency displays were created for all of the study variables to fully describe 

the study sample: key predictors, outcomes, and all covariates. All variables in this study were 

categorical, so the testing of parametric assumptions was unnecessary and so not included 

(means, medians, standard deviations and measures of skewness, kurtosis were not reported). 

Important bivariate analyses were run to describe key study subsamples (e.g., longstanding 

versus more recently arrived/landed immigrants to Canada) and to observe the simple, 
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unadjusted bivariate relationships between all of the possible predictors and each of the three 

healthcare outcome variables before building final multivariable regression models. The 

statistical significance of all bivariate relationships were tested with two-tailed, nonparametric 

Pearson’s chi square () tests, all minimally with an  criterion of 0.05 (p < .05). 

Multivariable Analyses 

 In order to test hypotheses, logistic regression models were run across the three binary 

outcome variables representing healthcare utilization (Caldwell, 2007; Hosmer, et al., 2013; 

Vittinghoff et al., 2012). The steps below outline the process of building regression models that 

were replicated across each of the three healthcare outcomes. 

1. Each predictor (key predictors and all covariates; established predictors, potential 

confounds and/or indictors of healthcare needs) was entered as a lone predictor into a simple 

logistic regression on the binary healthcare outcome. These essentially examine bivariate 

relationships and are displayed in Tables 8 and 9 (models 1 to 12) and in Table 10 (models 1 to 

11). Province was not included in the regressions on unmet healthcare needs (Tables 10 and 11) 

for a lack of statistical power due to the quite small sample of only 96 participants in the 

combined subsample of Prince Edward Island and Newfoundland and Labrador. These models 

examined the unadjusted associations of each predictor with the healthcare outcome.  

2. Then, in each instance of predicting one of the three healthcare utilization outcomes, a 

full multivariable prediction model was run. All of the predictors were entered together into 

each of these as main associations only (no interactions were yet entered) allowing for 

estimation of the independent contribution of each predictor on the healthcare utilization 

outcome of interest. In other words, the effect of each predictor was adjusted for the 

independent contributions of all of the other predictors. 
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3. Finally, full models that included the hypothesized interaction term (social support by 

length of time in country) were then built. Again, these accounted, adjusted or controlled for all 

of the other predictors. Only significant interactions were included in each of the f inal three 

regression models. Any significant interactions were depicted in a separate table (Table 12). 

Logistic regression model outputs produced odds ratios (ORs) and their 95% confidence 

intervals (CI) derived from regression statistics (OR = e and CI = e +/- 1.96(SE)). These estimate 

the practical and statistical significance of predictor-outcome relationships. For example, an 

OR of 3.00 (95% CI 2.80, 3.20) corresponding to the fully adjusted comparison of participants 

aged 45 to 64 with much younger participants, aged 18 to 24 on having a regular healthcare 

provider could be interpreted as follows. The older participants were estimated to be three 

times as likely as otherwise similar younger participants to have a regular healthcare provider, a 

finding of clear practical significance. Additionally, this finding would be deemed statistically 

significant as well, as confidence intervals that do not include the null valve of one  

(i.e., OR = 1.00) are indicative of statistical significance at p < .05. 

Power Analysis 

  

 G*Power software was used to estimate the power of this study’s central analyses (Faul, 

et al., 2007; 2009; 2013). Given the sample of 3,977, 12 predictors in regression models, the 

standard two-tailed α criterion of 0.05 (less than 5% chance of making a type 1 error), and the 

anticipated ability for models to account for 10% of the criterion or outcome variability (i.e., a 

small association [R2 = 0.10; Cohen, 1988]), the post hoc power calculation estimated this 

study’s analytic power to be .85 or 85% (less than 15% chance of making a type 2 error). This 

is above or better than the fairly standard criterion of .80 or 80%. 
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Multicollinearity 

 

 While parametric assumptions are not relevant due to the binary nature of this study’s 

outcome variables and the categorical nature of all of its predictor variables (that is, it is not a 

linear model), multicollinearity was extremely unlikely, but still needed to be ruled out. All of 

the categorical/binary bivariate associations (i.e., all possible predictor-predictor associations) 

were converted to Pearson’s correlation coefficients from their calculated chi square values   

(r = [χ2 / N]½, Cooper, 2017). To be problematic in terms of diagnosing a  problem with 

multicollinearity, correlations would minimally need to have been in the range of .70 to .90 or 

greater. None even approached .50. Finally, all analyses were accomplished with SPSS 

software, version 28 (IBM Corporation, 2020), and the goodness of regression model fits were 

tested with its Hosmer and Lemeshow’s test.  

Missing Data 

 

 There was very little missing data in each of the outcome variables (0.2%). Most of the 

predictors also had little to no missing data (all less than 3.0%). The one exception was the 

computed Social Provisions Scale (SPS) score which had 5.8% missing data. The missing data 

were completely at random for each regression model based upon a null result of Little’s 

missing completely at random (MCAR) 2 tests (Little, 1988). Therefore, missing data was 

deleted listwise in all models reported here. For additional conservative analysis, all models 

were systematically replicated after imputing all missing data (Lall, 2016). The practical and 

statistical significance of the findings did not change substantially. Most of the differences 

between the listwise deletion and imputed models were in the range of hundredths of a decimal 

place. Imputed models are displayed in Appendix A. 
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CHAPTER 5: RESULTS 

Sample Description- Univariate Descriptions  

The central research questions in this thesis focus on the possible protective relationships 

between social support and healthcare utilization among Canadian immigrants, using the CCHS 

2017/2018. It is necessary to understand who these immigrants are, descriptions of each 

variable-including sociodemographics- are offered below. This is a study of a unique group of 

people: Canadian immigrants between the ages of 18 and 64 who responded to specific 

questions within a national survey. This section describes them it sets the limits of this study’s 

generalizability. Demographic characteristics of the 3,977 participants are displayed in Table 3. 

Table 3 Demographic Characteristics of Participants 
 

Demographic Characteristics of Participants (N = 3,977) 

__________________________________________________________ 

 

Variable Categories Sample Size Valid Percent 

_______________________________________________________________ 
Age 

 18 to 24 266 6.7    

 25 to 44 1,856 46.7 

 45 to 64 1,855 46.6 

Sex 

 Men 1,818 45.7   

 Women 2,159 54.3 

Race 

 White 1,212 30.7 

 Non-white 2,739 69.3 

Language spoken at home 

 English or French 2,548 64.3 

 Neither English nor French 1,413 35.7 

______________________________________________ _______________________ 
Note. Race (0.7% missing), language (0.4% missing). 
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This sample of immigrants only included a very small subsample of young adults 

between the ages of 18 and 24 (6.7%), being much more highly represented by older cohorts up 

to the age of 64, with women (54.3%) being slightly better represented than men. 

Unsurprisingly, given that this study’s immigrant participants were all born outside of Canada, 

seven of every ten of them identified as non-white (69.3%) racialized group members. 

Similarly, over a third of the sample reported speaking other than one of the official languages 

at home. This description suggests a certain demographic vulnerability, certainly more so than 

found among the Canadian population as a whole. As for residence, by design the sample was 

restricted to immigrants living in British Columbia, Alberta, Prince Edward Island and 

Newfoundland, as only these provinces were asked the social support related questions relevant 

to this study. Most typically they were married or common law living in households with two 

or more other people (Table 4). 

Table 4 Residential Characteristics of Participants 

 

Residential Characteristics of Participants 

________________________________________________________________ 

Variable Categories Sample Size Valid Percent 

 
Province 

 PEI & NFLD 96 2.4 
 Alberta 1,731 43.5 

 British Columbia 2,150 54.1  
Marital Status 
 Married or common law 2,642 66.6  

 Not married or common law 1,324 33.4 
Household Size 

 Lives with two or more 2,076 52.3 
 Lives with one other 1,085 27.3  
 Lives alone 811 20.4 

_______________________________________________________________ 
Note. PEI, Prince Edward Island; NFLD, Newfoundland and Labrador. Marital status (0.3% missing),  

and household size (0.1% missing). 
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Table 5 Socioeconomic Characteristics of Participants 
 

Socioeconomic Characteristics of Participants 

________________________________________________________________________ 
Variable Categories Sample Size Valid Percent 

_______________________________________________________________________   

Household Educational Attainment 
 Any postsecondary 3,295 85.3  

 High school graduation 441 11.4 
 Less than high school  125 3.2 
Annual Household Income 

     $80,000 or more 2,067 52.1   
     $60,000 to $79,999 539 13.6 

     $40,000 to 59,999 560 14.1 
 Less than $40,000 805 20.3 
________________________________________________________________________ 
Note. Education (2.9% missing), annual household income (0.2% missing). 

 

Table 6 Self Reported Health Status of Participants 
 

 

Self-Reported Health Status of Participants 

_______________________________________________________________________ 
Variable Categories Sample Size Valid Percent 

________________________________________________________________________ 
Self-Reported Health Status 
     Excellent 1,009 25.5 

     Very good 1,415 35.6 
     Good 1,183 29.8 

     Fair or poor 366 9.2 
________________________________________________________________________ 
Note. Self-reported health status (0.1% missing). 

 

The sample, overall, showed high educational achievement, 85% of the participants 

reporting that they had some postsecondary education in their household (Table 5). This seems 

consistent with their incomes, with over half of them reporting annual household incomes of 

$80,000 or more in 2017. However, the lowest income quartile of less than $40,000 per 

household of most typically three or more people was also well represented (20.3%). This may 

point to intergenerational, or otherwise shared housing.The self-reported health status of this 

sample of Canadian immigrants seemed to follow a similar pattern (Table 6). The vast majority 
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of the sample felt that their health was good or better, but a not insignificant minority reported 

their health status to be only fair or poor (9.2%). In aggregate, this study’s sample contains 

socioeconomic and health diversity. The majority of the sample’s description seems consistent 

with relative socioeconomic and physical health, consistent with the healthy immigrant effect 

(Vang et al., 2017), while substantial numbers seem to tell a story of people seeking refuge, 

suffering certain socioeconomic and health vulnerabilities. 

Table 7 Social Support, Length of Time 

 
Social Support, Length of Time  

________________________________________________________________________ 
Variable Categories Sample Size Valid Percent 

_____________________________________________________________________ 

Social Provisions Scale Scores  
     Low (10 to 29) 449 12.0 

     Mid (30 to 34) 1,601 42.8 
     High (35 to 40) 1,695 45.3 
Length of time In Country 

 10 or more years 2,614 65.7   
 Less than 10 years 1,363 34.3 

__________________________________________________________________ 
Note. Social Provisions Scale scores (5.8% missing). 

 

 

As for this study’s key predictor of social support, indexed by scores on the Social 

Provisions Scale (SPS) (Cutrona & Russel, 1987), the above noted pattern seemed to persist 

(Table 7). The majority of the sample had relatively high scores on the SPS. In fact, nine of 

every ten of this study’s participants scored in the range of 30 to 40 (92.1%), a range that had 

previously been discriminately validated as “high” (Orpana et al., 2019). Approximately ten 

percent seemed more potentially vulnerable, scoring relatively “low” on the SPS and so 

probably having a weaker and less instrumentally supportive social support network. Table 7 
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also shows that about two-thirds of this study’s participants landed in Canada approximately a 

decade or more ago, while the other third of them landed more recently.   

 Binary frequency distributions of this study’s three outcomes, which represent healthcare 

utilization are displayed in Table 8.  The three outcome variables representing relative lack of 

healthcare utilization were as follows: did not have a regular healthcare provider (19.1%), did 

not have a place to go for a minor health problem (9.6%), and essentially reporting that one had 

a health problem or healthcare need, but was unable to have that need adequately addressed 

(2.0%). These suggest healthcare access inadequacies and ultimately, barriers to healthcare 

utilization of between two percent and 20% among study participants. That is, one of every five 

to fifty Canadian immigrants may be so affected. They represent large populations of people 

probably presently not adequately served by the Canadian healthcare system.  

Table 8 Healthcare Utilization of Participants 

 
Healthcare Utilization of Participants  

_______________________________________________________________________ 
Variable Categories Sample Size Valid Percent 

________________________________________________________________________ 
Has regular healthcare provider 
 Yes 3,211 80.9 

 No  758 19.1 
Has place to go for minor health problem  

 Yes 3,589 90.4 
 No  379 9.6 
Unmet healthcare need 

 Yes 78 2.0 
 No 3,892 98.0 

___________________________________________________________ 
Note. All outcomes had 0.2% missing. 
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Bivariate Descriptions of Relative Newcomers versus Longer Standing Immigrants 

 

Two of this study’s hypotheses, the main and interaction hypotheses that involve the 

length of time in Canada, are based upon the hypothesis that, in certain ways, those immigrants 

who landed more recently, that is, less than 10 years ago, are a relatively more vulnerable 

group. The challenge of setting up multiple systems at multiple times, adjusting to new systems 

and ways of life, possible language barriers, and larger systemic barriers of racism may all 

contribute to this vulnerability.  

These bivariate descriptive analyses, comparing them with those who landed 10 or more 

years ago, strongly support this. First, the relative newcomers were more likely to be young 

adults, less than 25 years of age (10.7% vs 4.6%). Second, they were less likely to have had 

some postsecondary education (82.9% vs 90.1%) and less likely to have annual household 

incomes of $80,000 or more (47.4% vs 54.5%). Third, the new(er) comers were more likely 

members of a racialized minority group (81.3% vs 63.1%) and to speak a language other than 

English or French at home (46.3% vs 30.2%). But fourth, and interestingly, despite their 

apparent demographic and socioeconomic vulnerability, the healthy immigrant effect still 

seems to be operating here. The newer immigrants were more likely than those who landed 10 

or more years ago to report their health as excellent (32.6% vs 21.6%), and only about half as 

likely to report their health as fair or poor (5.0% vs 11.4%). All of these bivariate comparisons 

met this study’s minimum statistical criterion of significance (p < .05). In fact, they were all 

significant at p < .001. 
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Findings of Multivariable Analyses: Hypothesis Tests 

Predictors of Having a Regular Healthcare Provider 

The results of the three regression-based hypothesis tests on the outcome of having a 

regular healthcare provider are displayed in Table 9. All three were supported. Strong support 

for the first hypothesis of a protective association of social support is observed at the top of the 

table. The unadjusted model 1 suggested such protection. But then, model 13, that was fully 

adjusted for all other of the established predictors and potential confounds observed very strong 

support for this hypothesis. Those immigrants scoring in the mid- and high ranges of the SPS 

were, respectively, estimated to be 44% (OR = 1.44, 95% CI 1.09, 1.91) and 34% (OR = 1.34, 

95% CI 1.01, 1.79) more likely to have a regular healthcare provider than were immigrants 

scoring relatively low on the social provisions scale (Cutrona &Russel, 1987). Please see table 

9 below.

Table 9 Predictors of Having a Regular Healthcare Provider 

 
Predictors of Having a Regular Healthcare Provider: Logistic Regression Models (N = 3,587) 

_______________________________________________________________________ 
 
     Predictors Model 1 to 12 Model 13 Model 14 

 Categories OR 95% CI OR 95% CI OR 95% CI  
________________________________________________________________________ 

 
Social Provisions Scale 

 Low  1.00  1.00    

 Medium 1.31 1.01, 1.70 1.44 1.09, 1.91  
 High 1.15 0.89, 1.34 1.34 1.01, 1.79 

Length of Time In Country 

 10 or more years 1.00  1.00  

 Less than 10 years 0.48 0.41, 0.57  0.60 0.49, 0.73 
Age 

 18 to 24 1.00   1.00  1.00   

 25 to 44 1.70 1.28, 2.23 1.39 0.98, 1.96 1.41 1.00, 1.98

 45 to 64 3.36 2.52, 4.84 2.69 1.83, 3.95 2.83 1.95, 4.12 
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Health Status 

 Excellent 1.00  1.00  1.00   

 Very good 1.26 1.04, 1.53 1.17 0.95, 1.45 1.15 0.93, 1.41

 Good 1.71 1.39, 2.12 1.45 1.14, 1.85 1.44 1.14, 1.82 
 Fair or poor 2.59 1.81, 3.71 2.26 1.49, 3.42 2.12 1.43, 3.13 

Sex 

 Male 1.00  1.00  1.00  

 Female 1.56 1.33, 1.82 1.64 1.38, 1.95 1.68 1.42, 2.00 
 Race 

 White 1.00  1.00  1.00   

 Non-white 0.99 0.84, 1.18 1.05 0.86, 1.30 1.03 0.84, 1.26 
Educational Attainment 

 Any postsecondary 1.00  1.00  1.00  

 High school graduate 1.19 0.92, 1.55 1.30 0.96, 1.74 1.36 1.02, 1.81 

 Less than high school  1.36 0.83, 2.22 1.42 0.79, 2.53 1.23 0.72, 2.10 
Annual Household Income 

 $80,000 or more 1.00  1.00  1.00  

 $60,000 to $79,999 0.74 0.58, 0.94 0.82 0.63, 1.07 0.78 0.60, 1.01 

 $40,000 to $59,999 0.81 0.64, 1.03 0.83 0.64, 1.09 0.82 0.64, 1.07 
 Less than $40,000 0.61 0.50, 0.74 0.65 0.51, 0.83 0.63 0.50, 0.80 
Language Spoken at Home 

 English or French 1.00  1.00  1.00  

 Neither English nor French 1.22  1.03, 1.44  1.32 1.08, 1.61 1.26 1.04, 1.53 

Marital Status 

 Married or common law 1.00  1.00  1.00  

 Not married or common law 0.55 0.47, 0.65 0.76 0.59, 0.98 0.78 0.61, 1.00 
Household Size  

 Lives with two or more  1.00  1.00  1.00 

 Lives with one other 0.80 0.66, 0.96 0.68 0.55, 0.84 0.67 0.54, 0.83

 Lives alone 0.56 0.46, 0.68 0.63 0.48, 0.84 0.58 0.44, 0.77 
Province 

 PEI & NFLD 1.00  1.00  1.00  

 Alberta 3.60 2.35, 5.51 3.21 1.98, 5.21 3.21 1.98, 5.19 
 British Columbia 2.83 1.86, 4.31 2.36 1.46, 3.80 2.42 1.50, 3.88 

 
Social Provisions Scale by Length of Time In Country                                p < .001

   
_______________________________________________________________________________ 
Notes. CI, confidence interval; OR, odds ratio; NFLD. Newfoundland and Labrador; PEI, Prince Edward Island. An 

odds ratio of  is the baseline. Participants with valid data on all variables were included (91.2%). Missing data were 

completely at random: Little’s MCAR 2 (1) = 0.10, p = .75. Model 13: Hosmer and Lemeshow goodness-of-fit test 

2 (8) = 4.41, p = .82 and Negelkerke R2 = 12.2%. Model 14: Hosmer and Lemeshow goodness-of-fit test 2 (8) = 

6.45, p = .55 and Negelkerke R2 = 11.8 
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Strong support for the second hypothesis of a protective association of time since 

in country was observed in both the unadjusted model 2 and fully adjusted model 13. 

Those in country for less than 10 years were, respectively, observed to be more than 50% 

(OR = 0.48, 95% CI 0.41, 0.57) or 40% (OR = 0.60, 95% CI 0.49, 0.73) less likely to 

have a regular healthcare provider than longer standing landed immigrants (permanent 

residents). Both models strongly supported the protective association of time in country 

with having a regular healthcare provider in both practical and statistical senses. That is, 

they both estimated large associations or preventive fractions that were quite precise and 

statistically significant as well, as indicated by their 95% confidence intervals.  

There are a number of interesting augmentative findings in the unadjusted models, 

but especially in the fully adjusted model, number 13. Among this sample of Canadian 

immigrants, the following characteristics all predicted healthcare utilization; that is, 

having a regular healthcare provider, being older, more educated, a woman, married or 

common law, and living in a relatively large household with a substantial aggregate 

income where English is spoken. Also of interest, race was not a significant predictor of 

having a regular healthcare provider among this sample of Canadian immigrants. This 

may be in part due to the high proportion of racialized people in this sample. However, it 

is important to note that the public use file condensed a much larger question about racial 

and ethnic identity down to essentially white yes/no. There is an opportunity to unpack 

this in future studies; first to re ask the question to see if race is still relevant based on 

specific identities and in which direction trends may lie.  
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The significant interaction of social support and length of time in country is depicted in 

Table 10 below. Here, support was observed for the third hypothesis, the interaction hypothesis. 

The social support by length of time in country interaction entered model 14 and was observed to 

be significantly associated with having a regular healthcare provider (p < .001).  While not part 

of the central research questions in this study, some covariates did emerge as having the ability 

to predict healthcare utilization for this sample of immigrants to Canada. These align with 

existing research in the area of public health. 

 As hypothesized, the protective influence of social support was observed to be greater 

among the more vulnerable sample of more recent immigrants (OR = 1.56, 95% CI 1.01, 2.42) 

than among the more longstanding immigrants (OR = 1.36, 95% CI 0.96, 1.92). In fact, among 

those immigrants who landed in Canada 10 or more years ago, the social support-healthcare 

utilization association did not reach this study’s statistical significance criterion as its confidence 

interval included the null value of 1.00. It did, however, approach statistical significance at p < 

.10. What was observed with confidence was a quite strong protective association of social 

support and having a regular health care provider among relative newcomers to Canada. Among 

them, the odds or chances of having such a provider were 56% greater if they had a relatively 

strong social support network than if they did not. 

Table 10 Social Support and Time in Country Interaction: Regular Healthcare Provider 
 

Depiction of the Social Support by Time In Country Interaction on Having a Regular 
Healthcare Provider  
      High Social Support-Regular Healthcare Provider Association  

Time In Country Sample Size Odds Ratio 95% Confidence Interval 
______________________________________________________________________________ 

10 or more years 2,344 1.36 0.96, 1.92 
Less than 10 years 1,243 1.56 1.01, 2.42  
_______________________________________________________________________  
Note. Odds ratios were adjusted for all other predictors.
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Table 11: Predictors of Having a Place to go for a Minor Health Problem Logistic 

Regression Models 

Predictors of Having a Place to go for a Minor Health Problem: Logistic 

Regression Models 

____________________________________________________________ 
 

Predictors Model 1 to 12 Model 13  
Categories OR 95% CI OR 95% CI  

____________________________________________________________________ 
Social Provisions Scale 

 Low  1.00  1.00    

 Medium 1.78 1.30, 2.43 2.01 1.43, 2.83    
 High 1.83 1.34, 2.50 2.13 1.50, 3.03 

Length of Time In Country 

 10 or more years 1.00  1.00  

 Less than 10 years 0.59 0.47, 0.73  0.74 0.57, 0.97 
Age 

 18 to 24 1.00  1.00    

 25 to 44 1.93 1.37, 2.72 1.78 1.14, 2.74    

 45 to 64 3.08 2.16, 4.39 2.95 1.81, 4.81  
Health Status 

 Excellent 1.00  1.00    

 Very good 1.37 1.05, 1.78 1.37 1.03, 1.83    
 Good 1.23 0.94, 1.61 1.20 0.89, 1.64  

 Fair or poor 2.56 1.53, 4.26 2.93 1.62, 5.31  
Sex 

 Male 1.00  1.00   

 Female 1.63 1.32, 2.02 1.68 1.33, 2.13  

Race 

 White 1.00  1.00    

 Non-white 0.92 0.73, 1.16 1.04 0.78, 1.37  
Educational Attainment 

 Any postsecondary 1.00  1.00   

 High school graduate 1.03 0.73, 1.44 1.21 0.83, 1.78  
 Less than high school  0.90 0.50, 1.61 1.36 0.63, 2.93  

Annual Household Income 

 $80,000 or more 1.00  1.00   

 $60,000 to $79,999 0.72 0.53, 0.99 0.74 0.53, 1.05  
 $40,000 to $59,999 1.00 0.71, 1.41 1.07 0.73, 1.57  
 Less than $40,000 0.56 0.43, 0.72 0.64 0.47, 0.87  

Language Spoken at Home 

 English or French 1.00  1.00   

 Neither English nor French 0.97  0.77, 1.21  1.10 0.84, 1.43  
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Marital Status 

 Married or common law 1.00  1.00   

 Not married or common law 0.62 0.50, 0.77 0.88 0.63, 1.23 
Household Size  

 Lives with two or more  1.00  1.00     

 Lives with one other 0.81 0.63, 1.05 0.66 0.50, 0.88  

 Lives alone 0.62 0.48, 0.81 0.69 0.47, 1.01  
Province 

 PEI & NFLD 1.00  1.00   

 Alberta 3.21 1.90, 5.42 3.51 1.98, 6.23  

 British Columbia 2.21 1.33, 3.69 2.10 1.20, 3.65   
____________________________________________________________________ 
Notes. CI, confidence interval; NFLD, Newfoundland and Labrador; OR, odds ratio; PEI, Prince Edward Island.   

An odds ratio of 1.00 is the baseline. Model 13: Hosmer and Lemeshow goodness-of-fit test 2 (8) = 4.38, p = .82  

and Negelkerke R2 = 9.4 

 

Predictors of Having a Place to Go For a Minor Health Problem 

 

The results of the three regression-based hypothesis tests on the outcome of having a place 

to go for a minor health problem are displayed in Table 11. The two main association hypotheses 

were supported, but not the interaction hypothesis. First, quite strong associations were observed 

between social support and having such a place in both the unadjusted and adjusted models 1 and 

13. Whether comparing participants who scored in the mid-range or high on social support to 

those who scored lower, all four of the statistically significant odds ratios cluster around 2.00, 

ranging from 1.78 to 2.13. These allowed for estimation of two-fold greater chances of having a 

place to go for a minor health problem among those with moderately strong to very strong social 

support networks. Second, similarly strong and consistent support was observed for hypothesis 2. 

In this instance, newer comers were estimated to be approximately between 25% (OR = 0.74) and 

40% (OR = 0.59) less likely to have a place to go for a minor health concern than were, otherwise 

similar, immigrants who had landed 10 or more years ago. Third, the social support-healthcare 

access interaction was not significant. Fourth and finally, again, some of the non-hypothesized, but 
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augmentative relationships were interesting. They were essentially identical to those described in 

the previous section, but in this instance marital or common law status and language spoken at 

home were no longer significantly predictive. 

Predictors of Having an Unmet Healthcare Need 

 

The initial results of the three regression-based hypothesis tests on the outcome of having 

an unmet healthcare need are displayed in Table 12. Only the main hypothesis of a social support-

unmet healthcare need association was supported. In this instance, the unadjusted (models 1-11) 

and adjusted (model 12) models reported preventive fractions of between 25% and 50% 

(statistically significant ORs of 0.75 and 0.50), suggesting that strong social support may prevent 

such unmet healthcare needs by between 25 and 50 percent. With a rarer outcome and accounting 

for less variability (i.e., smaller R2), it should be noted that these models had less statistical power. 

As a first step in bolstering power, province was removed from these models.   

As an exploration, simpler, more powerful models were built on the outcome of unmet 

healthcare needs (Table 13). First, it was noted that all of the predictors were insignificant in both 

the unadjusted and adjusted models except social support and health status (Table 12). So, simpler 

models were built retaining only the hypothesized predictors, health status, and language, that 

despite its insignificance seemed of practical importance in understanding such an outcome. Now, 

the length of time in country hypothesis was supported, with newcomers experiencing much 

greater such unmet needs (OR = 1.66 [model 5]). The effect of removing health status was 

explored as it might represent overcontrol in modeling unmet health needs. A significant trend 

support was shown for hypothesis one. The trend support for hypothesis 2, however, was not 

observed.  
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Table 12 Predictors of Having Unmet Needs 
 

Predictors of Having Unmet Healthcare Needs: Logistic Regression Models 

________________________________________________________________________ 
Predictors Model 1 to 11 Model 12 
Categories OR 95% CI OR 95% 

____________________________________________________________________ 
Social Provisions Scale 

 Low  1.00  1.00    

 Medium 0.43 0.23, 0.81 0.65 0.32, 1.32   

 High 0.50 0.27, 0.93 0.75 0.36, 1.53 
Length of Time In Country 

 10 or more years 1.00  1.00  

 Less than 10 years 1.14 0.72, 1.81  1.38 0.80, 2.38 
Age 

 18 to 24 1.00   1.00    

 25 to 44 0.98 0.41, 2.33 0.84 0.30, 2.36   

 45 to 64 0.74 0.30, 1.78 0.45 0.14, 1.40  
Health Status 

 Excellent 1.00  1.00    

 Very good 1.07 0.54, 2.11 1.22 0.60, 2.47   

 Good 1.35 0.69, 2.65 1.38 0.65, 2.92  
 Fair or poor 4.35 2.19, 8.64 5.85 2.64, 13.00  
Sex 

 Male 1.00  1.00   

 Female 0.93 0.59, 1.46 1.16 0.71, 1.90  

Race 

 White 1.00  1.00    

 Non-white 0.98 0.60, 1.59 0.97 0.54, 1.71  
Educational Attainment 

 Any postsecondary 1.00  1.00   

 High school graduate 0.90 0.43, 1.90 0.83 0.37, 1.90  

 Less than high school  0.80 0.19, 3.31 0.46 0.06, 3.43  
Annual Household Income 

 $80,000 or more 1.00  1.00   

 $60,000 to $79,999 0.98 0.49, 1.98 0.88 0.40, 1.95  
 $40,000 to $59,999 1.04 0.53, 2.05 1.02 0.49, 2.13  

 Less than $40,000 1.19 0.68, 2.10 1.12 0.58, 2.19  
Language Spoken at Home 

 English or French 1.00  1.00   

 Neither English nor French 0.62  0.37, 1.03  0.52 0.29, 0.95  
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Marital Status 

 Married or common law 1.00  1.00   

 Not married or common law 1.12 0.70, 1.79 0.97 0.64, 2.01  
Household Size  

 Lives with two or more  1.00  1.00    

     Lives with one other 0.80 0.46, 1.39 0.75 0.40, 1.41        

     Lives alone 1.01 0.57, 1.78 0.94 0.40, 2.17            
_______________________________________________________________________ 
Notes. CI, confidence interval; OR, odds ratio; NFLD. Newfoundland and Labrador; PEI, Prince Edward Island.   

An odds ratio of 1.00 is the baseline. Model 12: Hosmer and Lemeshow goodness-of-fit test 2 (8) = 5.64, p = .69 

and Negelkerke R2 = 6.2%. 

 

 

 

 

Table 13: Predictors of Having Unmet Healthcare Need (significant) 

 

Predictors of Having Unmet Healthcare Need (significant) 

e to go for a Minor Health 

______________________________________________________________________________________ 

Predictors Model 1 to 4                        Model 5               Model 6 

Categories OR 95% CI OR 95%OR 95% CI  

Social Provisions Scale 

 Low  1.00  1.00  1.00  

 Medium 0.43 0.23, 0.81 0.54 0.28, 1.05 0.41 0.22, 0.7 
 High 0.50 0.27, 0.93 0.66 0.34, 1.27 0.46 0.25, 0.84 

Length of Time In Country 

 10 or more years 1.00  1.00  1.00  

 Less than 10 years 1.14 0.72, 1.81  1.66 1.01, 2.72 1.44 0.89, 2.34 
Health Status 

 Excellent 1.00  1.00    

 Very good 1.07 0.54, 2.11 1.10 0.55, 2.19   

 Good 1.35 0.69, 2.65 1.31 0.64, 2.67  
 Fair or poor 4.35 2.19, 8.64 4.20 1.97, 9.00  
Language Spoken at Home 

 English or French 1.00  1.00  1.00  

 Neither English nor French 0.62  0.37, 1.03  0.55 0.32, 0.95 0.56 0.32, 0.96 

________________________________________________________________________ 
Notes. CI, confidence interval; OR, odds ratio; NFLD. Newfoundland and Labrador; PEI, Prince Edward Island. An odds ratio of 

1.00 is the baseline. Model 5: Hosmer and Lemeshow goodness-of-fit test 2 (8) = 5.64, p = .69 and Negelkerke R2 = 6.2%. Model 

6: Hosmer and Lemeshow goodness-of-fit test 2 (6) = 8.10, p = .23 and Negelkerke R2 = 1.9%. 
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CHAPTER 6: DISCUSSION 

 

This study examined  the protective relationship among social support, time in country, 

and healthcare utilization for those born outside of Canada, using the Canadian Community Health 

Survey 2017/2018 annual edition. The chapter includes a review of study rationale, along with a 

discussion of the study’s strengths and limitations. This thesis concludes with implications for 

social work practice, policy, and education based on several significant findings. Findings from 

this study will make important contributions to understanding how to promote healthcare 

utilization for immigrants, through harnessing social support, especially for the most vulnerable 

and newest arrived Canadian residents.  

Throughout Canada, healthcare is becoming increasingly expensive for our publicly 

funded systems (Gruber, 2022; Lane & Vatanparast, 2022). The Canadian population is growing 

and ageing, which places more strain on the system. As such, it is ever more important to explore 

creative and community-based responses to increasing the health of the residents of Canada, 

especially those that can be low- or no- cost. Social support, especially informal social support is 

an important means through which immigrants build networks and capital once they have arrived 

in Canada.  As healthcare costs increase and possible barriers for immigrants to accessing 

healthcare persist, social support is a potential resource that social workers and other service 

providers should be aware of and attempt to capitalize upon.  The connection between healthcare 

utilization and strong health outcomes is an intuitive one that is also explained through 

‘successful’ studies of medical interventions. Martin et al (2018) add that Canada’s publicly 

funded system is a source of immense pride for Canadians. Access to healthcare, and therefore 
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utilization may be easier than in countries with a fee for service, but utilization is far from equal 

across demographics, based on complex personal and societal contexts. In short, strong healthy 

people make up strong healthy communities which, in turn, creates a stronger Canada. 

The Canadian Community Health Survey offers a glimpse into many health-related 

behaviours of Canadian residents. In focusing on social support, through responses to the social 

provisions survey (Cutrona & Russel, 1987), this dissertation focused on residents of British 

Columbia, Alberta, Prince Edward Island, and Newfoundland and Labrador. Social support itself 

has been positively linked to health outcomes (Cobb, 1976; Di Matteo,2004), and so it is logical to 

explore whether or not social support is protective specifically for immigrants as it relates to 

healthcare utilization.  Further, due to the complexities of the acculturation and migration process, 

additional focus was added to the protective relationship of time in country, social support and 

healthcare utilization. As immigration continues to rise around the world including in Canada, a 

focus on this population in particular becomes increasingly important (Aery & Mckenzie, 2019). 

Personal sociodemographic contexts, including age, martial status, education, household size, 

race, language, and income, cannot be disconnected from any decision made, healthcare or 

otherwise, and so have been included in this study as covariates. These central tenets of the social 

determinants of health are not only key to understanding healthcare related behaviours (and 

therefore utilization) and the protective factor of social support but are also central in harnessing 

the power of social work to support better health outcomes for immigrants.  

For those born in Canada, the context in which healthcare is provided and accessed is 

generally clear. This may be less true for those with diverse worldviews and lived experiences.  

Illness, health and its definitions vary by culture, as do individuals willingness to discuss it. 

Mainstream health services must be mindful of this and make changes to their approaches in order 
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to accommodate diversity. This may include simple changes, like reducing medical jargon, but 

also more systemic changes including different approaches to the entire process, from intake to 

discharge (Fang & Katakia 2017). In taking time and effort to gather a more fulsome sense of the 

client or patient, health service providers may glean important information. As noted above, many 

immigrants are under employed, and living in situations that are different than pre arrival, only 

asking basic questions, especially for this vulnerable population, important information will be 

missed.  

Understanding how those born outside Canada may choose (or choose not) to utilize 

healthcare is therefore important to strengthening the entire system. The covariates used in this 

study highlight some of the sociodemographic factors that have interacted with the relationships 

between social support and healthcare utilization. This study has supported the hypothesis focused 

on one main covariate, regarding length of time in country, in which social support has greater 

protective power for those who have arrived more recently than ten years before the study was 

administered. Many of the sociodemographic factors used in this study, including education, age, 

marital status, income, household size and self-rated health and even province can change over 

time, during the settlement or acculturative process.  

By definition, immigrants are a diverse group, not only based on country and culture of 

origin, but in regard to lived experience and social contexts. Often, all service users are lumped 

together when examining utilization of Canadian healthcare based on costs to the system. In an 

effort to narrow this focus, this study offers a novel level of analysis but comparing healthcare 

utilization behaviours of immigrants within groups based on length of time since arrival in 

Canada. Through the incorporation of demographic variables, informed by academic literature, it 

is possible to see a more intersectional view of the protective nature of social support as it relates 
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to healthcare utilization. This insight into healthcare utilization for those not born in Canada, who 

may be some of Canada's most vulnerable residents, can contribute to addressing both barriers in 

and limitations to current service offerings. 

Strengths 

 This study utilized a large, national survey to understand the protective role of social 

support in increasing healthcare utilization for immigrants to Canada, who make up a significant 

portion of all Canadian residents. Specifically, this study has illustrated that there is a protective 

relationship between social support and healthcare utilization, especially for those newer to 

Canada and therefore the most vulnerable. This was largely seen regarding the healthcare 

utilization outcome variable of having a regular healthcare provider, indicating that having a 

strong social support network helps immigrants identify with healthcare support. While the 

literature reviewed discussed shifts in social networks during migration and risks of loneliness, the 

protective factor of social support shows that immigrants do in fact have social supports that they 

access as needed. This is good news.  

 There is an existing research gap exploring the potential of social support for immigrants, 

especially as it relates to healthcare utilization, which is a bedrock of wellbeing. This particular 

study contributes to filling this gap, through quantitative multiprovincial data. The significance in 

the relationship between both social support and time in country for immigrants to Canada shows 

that there is potential for communities to support each other, and to connect with broader supports, 

like healthcare. This is where social capital theory is especially important, as these social networks 

seem to be harnessing resources, like healthcare supports. Further, social cognitive theory, as 

explained above, helps to highlight the process of the perception of the value in a given 
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connection. The value that these connections have equate to social capital for the individual 

immigrant. When linked to each other, these networks are especially powerful.  

 Interestingly, many of the covariates in this study also proved significant, though not the 

main focus of the research questions. This study affirms findings from prior research. The findings 

presented above align with what is usually seen in public health research; higher education and 

higher income is connected to higher healthcare utilization, as is higher age and having others at 

home, whether by marriage or otherwise. This last point speaks to the power of social connection 

especially well. Those who have been in Canada longer appear to have higher healthcare needs, 

which is consistent with the healthy immigrant effect in the literature and shows that even when in 

Canada for over ten years (potentially even the majority of someone’s life), factors that affect 

immigrants, and create vulnerability and risk still exist. This also shows that there is a need to 

continue to create strong social networks, even after many years in country. The years since arrival 

are helpful in the creation of networks, but this study shows that even after a decade, challenges 

persist.  

In general, though immigrants are a vulnerable population, it is interesting to note how 

well educated the sample is, which speaks to potential internal resiliencies that can help build 

social capital. The sample for this study was predominately racialized/non-White (69.3%), which 

is to be expected given the binary nature of this question. The literature on race and healthcare 

utilization argues that those who are not White are less likely to utilize healthcare, yet here, in this 

study, the majority do utilize healthcare, even though they are over two thirds likely to identify as 

non-White. This non-White population, according to literature above, would be likely to report 

unmet healthcare needs, due to barriers such as racism, lack of representation and stigma, 

however, the vast majority of the sample reported no unmet needs, indicating general good health, 
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or that the need has been met.  64.3% spoke an official language at a conversational level, 

meaning that they can communicate with most healthcare professionals in Canada, even though 

the literature cited above notes that language presents a barrier to access regarding healthcare. This 

high percentage of comfort in official language bodes well for the potential to create social 

networks with others outside of communities of origin. While immigrants in general share 

vulnerabilities regarding social determinants of health, those who responded to this survey, also 

show means to access social support, and therefore potentially increase healthcare utilization even 

further. This immigrant sample was well education, able to communicate in official languages 

and, in general, utilizing healthcare based on answers to the three healthcare utilization variables. 

They also, in general, reported high levels of social support. These two points suggest that the 

protective factor at social support could be a large factor at play helping immigrants to connect to 

healthcare and therefore raising utilization levels. It would be interesting for future research to 

explore this dichotomy with other social determinants of health, like employment or housing. 

Namely, is social support a protective factor for immigrants to Canada regarding other markers of 

wellbeing?  

 In noting strong language skills, high educational levels, general good health, and high 

levels of healthcare utilization, it is possible to posit that this sample of immigrants are not in fact 

vulnerable on many levels. Rather, this thesis shows that the protective factor of social support is 

increasing healthcare access at a higher rate for those who arrived sooner, implying that 

vulnerability may be mitigated some by social support. Simply put, immigrants, especially 

new(er) comers, may need to rely on social support more than others in order to have the same 

levels of healthcare utilization and or other social determinants of health than other Canadian 

residents. This study has demonstrated hypothesis support regarding the protective factor of social 
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support for all immigrants, especially though who have less time in the country, regarding 

healthcare utilization; especially in having a regular healthcare provider. These connections 

between length of time in Canada, social support, and healthcare utilization are explored through 

the lens of social work in the implications section of this thesis. 

Limitations 

Large Government Surveys 

 

As with many large quantitative studies, the strength of this study- in allowing for a high 

number of respondents-is also its limitation, as the methodology does not allow for an in-depth 

understanding of individual contextual reasoning for behavior. While quantitative studies are often 

widely publicized and catch the eyes and ears of policy makers, they can only interpret aggregate 

or high-level data (Jerrim, & De Vries,2015). Interpretations are made based on the responses of 

groups, rather than at the individual level. A fuller picture of the complex nature of human 

experience can be garnered through the use of complimentary methodologies, such as smaller, 

more detailed quantitative surveys and qualitative interviews (Foss & Ellefsen, 2002). This survey, 

by definition, is non-longitudinal, and so only represents one point in time. Future research 

opportunities point to studies that compare and contract CCHS versions over time. 

Disclosure in any context can be complicated, even more so to a stranger over the phone. 

While Statistics Canada makes every effort to anonymize public data and make the experience 

accessible (Boswell, 2019; Zajacova, Siddiqi, 2022), respondents may have their own motivations 

for answering questions with varying levels of truth. This is doubly true when asking people born 

abroad (especially) to speak to the government. Participation in the Canadian Community Health 

Survey is voluntary (Belland, 2002), which may lead to overrepresentation of some groups rather 



 

90 
 

than others (Neild & Nordstrom, 2016). Further, the limitations to participants as well as the 

willingness of participants may further limit the scope of this work. This can be mitigated with 

future research that could triangulate data with different methodologies.  

Public Use Database 

  

The main limitation of this study lies in the restrictions of the publicly available, national 

survey database during the COVID-19 pandemic, due to research data center closure. Ethics and 

security clearance had previously been given in order to access restricted data for this study and 

therefore, more detailed analyses using the restricted database will be possible in the future.   

Specifically, the public use database utilized in this study did not offer access to sociodemographic 

variables that would help to illuminate specifics about the identities of respondents to the 

Canadian Community Health Survey. Two points are relevant here. First, the nuances of cultural 

influences may not be clearly stated in quantitative research (Gergen, Gulerce, Lock, Misra, 1996; 

Quantana, Troyano, Taylor, 2001), and even less so when these nuances are condensed into large- 

often dichotomous categories. The public access database indicates whether someone is an 

immigrant, but not from where or through which pathways someone immigrates to Canada. The 

world is made up of thousands of cultures, each with diversities among them. For example, the 

experiences of a White immigrant from Britain with strong English skills may differ markedly 

from a Black immigrant from Somalia, who speaks English as an additional, but not first, or even 

second or third language. This study, however, is an important start to understand the nuances of 

immigration and acculturation. Interestingly, where this study lacks in specificity, in makes up for 

in telling the story that, in general, immigrants’ choices are still similar, regardless of the 

differences noted above.  
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Covariate Limitations 

 

 One of the limitations of this study relates to the framing and interpretation of covariates. 

Regarding length of time in country, the CCHS asked about time since achieving landed 

immigrant (commonly known as permanent resident) status. This unclear wording can lead to 

misunderstandings in survey implementation. First, upon hearing ‘landed’ there is an implication 

that the question refers to arrival when it is actually asking a more specific question. Some 

immigrants may arrive to landed (permanent resident) status, others will arrive on various visas 

and the apply for this status.  However, this implication does not change the results of this study.  

This nuance does not affect the interpretation of the results regarding length of time in Canada, as 

the answer is still stratified by time (10 years or more in Canada, or less than 10 years).  

The definitions of social support through the Social Provisions Scale (Cutrona & Russel, 

1987) may not be inclusive of definitions of social support across cultures. As a construct, social 

support may be culturally defined (Bandura, 2002; Yan & Anucha, 2017). This is both a limitation 

and an opportunity for future research as it presents opportunities to better understand definitions 

of social support. Questions are subjective and imply agreement that a ‘yes’ would be helpful to 

the interviewers. The original, larger Social Provisions Scale (Cutrona & Russel, 1987) has been 

condensed to ten questions, and while these have been statistically validated, there is not further 

evidence to support whether or not the omitted questions may have held more value for different 

communities, roles, cultures etc. For example, Johnson (1987) cites interpretation of parenting as 

different based on vantage point- what a parent may see as supportive and positive, a child may 

see as overbearing. For some, checking on a neighbour is welcomed, for others overbearing and 

intrusive. This varies widely across cultures, and, while the social support scale asks if the 
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respondent has access to a type of person, it does not ask if the person wants or needs that sort of 

person in their life, which may reflect different answers to the question. The questions also vary 

regarding the number of people in question. Some questions ask about having people who can 

support in various ways, and others about whether there is a single trustworthy person. The Social 

Provisions Scale (Cutrona & Russel, 1987) does not allow for nuance; there is no ‘in 

between/unsure/maybe’ etc. answer, rather only a Likert scale of one to four. It is possible that 

respondents offered more information anecdotally here, though this would not be captured in 

quantitative data entry. Here, those who may be connected to doctors, have experience seeing 

doctors, or even being doctors might be influential in determining utilization. When unsure of 

where to go, many revert to people they know, including those in social networks. This is how 

social capital may result in referrals, when unsure otherwise of where or whom to seek healthcare 

from.  

Lastly, the scale does not ask about connection to the person identified. Having someone to 

talk to who is online versus nearby may change the experience significantly (High & 

Buehler,2019), especially in the case of healthcare utilization. Similarly, knowing whether that 

person is a relative, a child, a parent, a friend, or even a professional would add interesting nuance 

to the information given.  The theoretical framework above posits that the capital inside social 

networks contributes to community connection, but if the person offering the support is outside 

the local or informal sphere, they may not hold the correct social or network capital to support 

healthcare utilization at the local level. Again, future research could help triangulate results.  

Language 

The recoded dichotomous language variable asks about whether people speak an official 

language or not, but this may not necessarily be protective or an indication of vulnerability, 

depending on where an individual lives. While federally funded services are legally required to be 



 

93 
 

offered in either official language, in practice this is often not the case. As such, while speaking 

French (for example) would be seen as a source of privilege due to it being an official language, if 

in a region or province without a lot of French healthcare provision, this may act as a barrier rather 

than a support. Further, especially when unwell, the desire to speak one’s native tongue, and to be 

understood clearly is essential. Many may speak the official language, even well, but it may still 

not be the first choice for service. Further, there may be an assumption that speaking an official 

language and immigrant status are mutually exclusive. Many countries around the world speak 

both or either of these languages as a result of globalization and/or colonization. In this way, this 

variable may be less relevant than originally posited. Lastly, in small ethnic enclaves, speaking the 

dominant language may be a strength, even if it is not an official one.    

Healthcare Utilization Variables 

 

The three variables that are used to define healthcare utilization are: do you have a regular 

healthcare provider; do you have a place to go for a minor healthcare concern; and do you have 

unmet healthcare needs? As noted above, these three variables are chosen based on the assumption 

that identification of these situations equals potential utilization. It does not, however, guarantee 

utilization. The first health care utilization question of having a regular healthcare provider may 

not mean doctor, but in the public use access file, this is the most specific question that accesses 

the information required for this study. A regular healthcare provider could indicate a naturopath, 

homeopath, acupuncturist, or any number of allied care professionals, as the answer is self -

reported. Further, the coding of the place to go for care of a minor health problem variable does 

not guarantee correlation for those who answered that they go somewhere other than a doctor’s 

office for medical care.  It is possible that someone has a family doctor who works out of a walk-
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in clinic, community health center, or other location and that is why it is chosen as the answer to 

where to go with a medical need.  

Someone may answer that they do have somewhere to go for a minor need, even if that 

place is the emergency room. This response would imply that they are not utilizing primary 

healthcare as traditionally intended, yet in this study would be included as those who are assumed 

to be utilizing healthcare (other than the hospital). Most did not report an unmet need, and 

therefore this variable presented power issues in analysis. 

Implications  

This section offers broad and specific implications and recommendations regarding the 

findings of this study. More specifically, this study found that social support is an important 

protective factor regarding healthcare utilization for an important, diverse, potentially vulnerable 

population; immigrants to Canada. Implications focus on social work education, policy, and 

research.  

This thesis explored the experiences of nearly 4,000 residents of Canada, between the ages 

of 18 and 64, all of whom were born outside of Canada. They were roughly evenly split by 

reported sex, largely racialized, with over a third not speaking either English or French. The 

majority of the sample came from Alberta and British Columbia (generally wealthier provinces), 

with a minority from the Atlantic Provinces of PEI and NFLD. Over a third of the sample was 

neither married nor common law. This is interesting when noting the majority of their ages (25-

46) and the split of household size, with only 20% living alone. This implies that there are many 

immigrants who are living with people other than their spouses and may suggest intergenerational 

households. As such, when working with one immigrant, information can travel to many more 

people within the household.  
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With regards to educational attainment, the vast majority had at least some post-secondary 

education. This is in line with possible requirements for admission into Canada, with greater 

opportunities given to those with formal education (Government of Canada, 2014;Vineberg 2015). 

It may also suggest educational attainment after arriving in Canada, as the sample was stratified at 

10 years.  

Similarly, household incomes were stratified, with the highest percentage over $80,000. 

However, due to the presence of many larger households, this does not equal ‘wealth’ per se. It 

does, however, indicate that respondents’ incomes were more likely to be under $40,000, or over 

$80,000 than in the middle. Regarding self-reported health, ratings were relatively equal across 

responses, with the exception of ‘fair to poor,’ which was the lowest of response ratings. At least 

90% of the sample reported good or better health status. This is interesting as many did not have a 

healthcare provider or a place to go for even a minor problem, which will be further discussed 

below. Regarding length of time in country, generally speaking, those who arrived sooner (under 

10 years) were younger, less educated, less wealthy, more likely to be racialized and to speak a 

non-official language at home. They also reported higher health outcomes, which may align with 

both their ages and the screening factors before arrival in Canada, as previously discussed.  

In turning to the variables of central interest in this study, the majority of respondents self- 

reported ‘high’ levels of social support, though only 45% achieved the highest score (35-40). In 

order to score 35-40, a responded would have had to answer agree to strongly agree the majority 

of the questions on the social provisions scale (Cutrona & Russel, 1987), and must choose 

strongly agree at least twice. At minimum, in order to score in this bracket, it would not be 

possible to strongly disagree or disagree with more than one two assertions on the scale. This scale 
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asks the participant whether they agree or disagree (or strongly) with statements about having 

people who can offer support.  

Three variables denoted healthcare utilization; having a regular healthcare provider, a 

place to go for a minor problem, and/or an unmet health need. Healthcare utilization, in this thesis, 

was measured with each of these variables independently (rather than compiling them together).  

The majority of the sample did have access to a regular healthcare provider and a place to go for a 

minor healthcare problem. The overwhelming majority reported no unmet healthcare need. It is 

important to note that this does not mean no need existed, but rather that it was not unmet. This 

paints a picture of a population that is generally utilizing healthcare, but due to the large nature of 

this sample, even those smaller representations of not having places to go or a provider have 

implications for social work practice, policy and education.   

When viewing healthcare utilization through the lens of having a regular healthcare 

provider, social support was a protective factor. Specifically, more social support correlated to a 

higher likelihood of having a regular healthcare provider. This was true when tested alone and 

remained true when adding other sociodemographic variables to the model. Regarding the second 

hypothesis exploring a protective factor of more time in the country, the hypothesis was supported 

that less time in the country related to less social support. When adjusting for all other 

sociodemographic variables, this remained true. In exploring the interaction between the two 

variables of social support and length of time in country relative to having a healthcare provider, 

this too was significantly related to healthcare utilization. This means that social support was more 

beneficial regarding raising levels of healthcare utilization for those in Canada for less time. 

Knowing that Canada continues to accept immigrants at rising rates (Government of Canada, 

2023b),  this represents a large number of potential clients that social workers will interact with.  



 

97 
 

When viewing healthcare utilization through the lens of having a place to go for a minor 

problem, those who had more social support were more likely to have a place to go for minor 

problems, and those in country for less time were less likely to have somewhere to go for a minor 

problem. However, the relationship of social support scores across length of time in county was 

not significant. This indicates that it did not matter how long someone is in the country based on 

social support scores and having a place to go for a minor problem. Once citizenship is conferred, 

access to many immigrant focused services is no longer available, and eligibility and access to 

settlement services is only for those with who qualify as refugees, have a visa (work or otherwise) 

or permanent resident status (Government of Canada, 2023c), however this study has shown that 

needs still exist for immigrants even after the citizenship ceremony. Social workers must be 

mindful of not assuming that citizenship equates to full comfort in navigating Canadian systems, 

especially as it relates to healthcare utilization.  

Lastly, when viewing healthcare from the lens of having unmet health needs, 

unsurprisingly, little was found. This may be due in part to the skew of the data in favour of not 

having an unmet health need. Only one finding is of interest here; higher social support was 

related to not having unmet needs. This highlights the protective factor of social support in the 

lives of immigrants. When simplifying this model and removing insignificant variables due to 

power, a relationship was observed in which those who had less time in country (arrived less than 

10 years ago) were more likely to report an unmet healthcare need.  In short, social support has 

been shown to be a protective factor, when taking into account all other sociodemographic 

variables as it relates to healthcare utilization for immigrants. This study had three main research 

questions, of which the null hypothesis has been rejected for each.  The first research question 

explored the protective nature of social support for immigrants to Canada, which was strongest 



 

98 
 

regarding the healthcare utilization variable of having a regular provider. The second research 

question related to the protective relationship of length of time in Canada and healthcare 

utilization and followed the same pattern of having most significant results regarding having a 

regular healthcare provider. Lastly, the interaction question, and subsequent hypothesis was 

supported, that social support is a power powerful predictor (and therefore more protective) for 

those in Canada for less time, regarding healthcare utilization. The healthcare utilization question 

of having a place to go for unmet needs reflected similar patterns and as discussed above most 

immigrants in this study sample did not report unmet needs, reflecting the third healthcare 

utilization variable used.  

Implications for Practice and Policy 

 

 As a profession, social work interacts on macro (community and policy) levels as well as 

micro (interpersonal or direct practice) levels. As immigrants are present throughout both 

contexts, implications for social work practice and policy are interwoven here. Two main 

hypotheses in this study were supported, along with an interactive effect; social support is 

protective in nature regarding healthcare utilization for immigrants to Canada, less time in country 

relates to less healthcare utilization, and social support is protective regarding healthcare 

utilization, especially for those who have arrived in Canada sooner, and this has implications for 

social work practice and policy.  Increasing levels of healthcare utilization can mean an increase in 

healthcare outcomes for individuals, which can in turn create healthier communities. However, 

first there must be an understanding of how immigrants engage with healthcare system. Many 

people do seek out others’ opinions on whether they need healthcare services and/or which 

services to utilize. The opinions sought can often come from within their self-identified circle of 

those who provide social support (family, spouse, friends etc.). A higher indication of social 
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support may mean that those supports do in fact exist, but it may not have a direct effect on 

healthcare utilization in a way that is measurable with large quantitative study. Thirdly, the 

theoretical framework above, along with the academic literature noted, conflicts in its assessment 

of the roles of social support. For some, the relationship between social support and stress 

modifies the need for healthcare. In other studies, researchers identify that social support itself 

may be the healthcare (Uchino, 2009). Most of this sample had reported a high level of social 

support (score 30 or over, Orpana, Lang & Yurkowski, 2019). This may also drive people towards 

medical care, through connections within social networks. Just because many reported high levels 

of social support does not meant that there is still not work to do within social work practice to 

ensure that this remains and/or is augmented further.  

This study is focused on the power of social support as a protective factor, and one that is 

largely positive for those who have it. It is important to note however, that not all immigrants- 

regardless of length of time since arrival- are guaranteed to have social support. The immigration 

and subsequent acculturation process can be complex, and possibly isolating (Yan & Anucha, 

2017). With this in mind, one of the main foci of social support should be to help connect 

immigrants to social support, whether formal or informal. 

Some of the most vulnerable residents in Canada were not born here and so, understanding 

how to decrease vulnerability is essential in creating healthy, vibrant communities. The Public 

Health Agency of Canada supports this through the Healthy Canadian and Communities Fund.  

This fund aims to prevent chronic disease and identifies immigrants as a priority population. This 

is a good start; however, these grants must be more widely advertised, allowing for a more diverse 

applicant pool to be successful in supporting immigrant health. This fund can also be generative 

regarding social support through programming aimed at increasing connections to health-related 
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services. Further, the requirements for these grants can often place smaller, grassroots (and often 

peer spearheaded) initiatives at a disadvantage as they require organizations to supply significant 

materials and resources to even apply. This is especially important as this grant asks for a focus on 

‘new ways to address risk’ through ‘multisectoral engagement’. (Public Health Agency of Canada, 

2023). Similarly, Anucha et al (2006) stressed the importance of wide marketing of settlement 

services, as well as inclusion of immigrant voices at all levels of service programming. This study 

found that organizations can play a central role in helping immigrants connect to networks and 

therefore raise social capital, but that this can only happen with adequate funding. This remains 

true. Organizations, and their programming are typically made up of groups, and allow people to 

connect to others. These connections can augment social support in many ways. 

As Canada continues to welcome immigrants from around the world, increased mindfulness and 

care is needed to inform social work practice. One of the ways to decrease vulnerability is to 

increase health, through the utilization of healthcare. This is at the core of social work practice as 

so many social workers are involved in healthcare systems. Knowing, and prioritizing  this can 

help inform social work practice in relation to intake, and in getting to know clientele. O’Donnell 

et al (2016) add that while healthcare is often patient/client informed (which is a good thing), 

immigrants may not be invited to these consultative conversations. As such, the system may not 

be designed to be as accessible as possible for them. Social workers, who often work as system 

navigators and advocates, can help here. The government of Ontario is working to bridge this gap 

as well. One example in action can be seen in how the provincial government has been working to 

develop health equity frameworks that social work practice, in some ways already works under. In 

it’s initiative to move towards inclusion and anti-racism, the provincial government is working to 

understand how structural and systemic racism exist within healthcare and how policies of 
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inclusion and connection, coupled with opportunities for advocacy and listening to voices of lived 

experienced can strengthen health outcomes. A core focus of this effort is to understand how 

various intersectional points of identity can present within healthcare and how they interact to 

effect health outcomes. This understanding can be sought through the inclusion of stakeholders 

and investments in communities.  These principles, of listening, reflecting and subsequently acting 

are a large part of the social work approach, and so social work has a role to play in helping to 

support initiatives like this one. Principles of equity and inclusion connect to social support as it is 

only when people feel included that social support can be transmitted. With this in mind, social 

support and this framework go hand in hand. The report highlights the roles that a diverse 

healthcare worker force plays in supporting diverse Canadians, adding that attention must be paid 

to positive (inclusive) and negative (racist) experiences in order to best support healthy Ontarians 

(Corpus Sanchez International, 2020). Listening to the voices of those affected, both working in 

and interacting with the healthcare system is not only a form of social support that can flow from 

both system to individual and vise versa, but another central value of social work. 

System navigators and advocates must share their experiences back with the larger medical 

system, rather than seeing the work as direct practice alone. It is not always appropriate to have 

patients at decision making tables for various reasons, but room must be made for those who have 

direct access. Not only do system navigators have direct access to vulnerable patients and clients, 

they also have experience in working with multiple systems and services.  Social work is focused 

on helping people to amplify their voices and their ability to advocate for themselves.  Navigators 

can help bring these voices forward. There is practice wisdom gained during the process of system 

navigation and these workers are uniquely poised to articulate gaps and possible remedies. Along 

with encouraging clients to advocate for their own needs, and advocating on an individual basis, 
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system navigators should be present at decision making tables, committees, and medical boards 

whenever possible.  

Many sections of this chapter discuss the importance of including immigrants at every step 

of programming in order to increase cohesion, buy in and ultimately social support. In increasing 

inclusion from the lens of those providing service, the power of social support can be harnessed 

from those who work within and understand health care services for themselves. However, in both 

settlement and healthcare, immigrants are very much already present. Immigrants account for 

nearly 25% of healthcare sector workers, according to the government of Canada (Government of 

Canada, 2022c). When considering those who are no longer immigrants but now citizens, as this 

study does, this number is actually much higher. With this in mind, the recommendation here is 

not only to continue this inclusion but to ensure that mechanisms for feedback and listening to the 

workforce are present at every level.  

Furthermore, intakes in various agencies should explore not only immigrant status, but 

length of time since immigration. Intake and other foci of social work interventions could explore 

social support networks. Along with connecting people to resources- a skill that is at the core of 

social work- focus must be on connecting people to each other, and to new, different people.  This 

can be incorporated into program planning by ensuring that engagement is as diverse and dynamic 

as possible. As noted above, and discussed based on social capital theory, diversity in social 

connections is key to social mobility (Anucha et al, 2006).  Further, in terms of understanding the 

relationships of various forms of social support in general, the potential exists for program 

development and policy focused around harnessing the power of social support networks to create 

change. This could be done through networking programs that allow immigrants to interact across 

cultural, and socioeconomic lines- not just in search of opportunities, but to connect as humans 
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and people with lives, families, and possible shared interests. Rather than philanthropic, or 

charitable programs alone, i.e. those geared at helping immigrants access opportunities and 

resources, programs and systems should also explore collaborative, creative ways to foster 

relationships that are more balanced in nature. In this way, the creation of policies and practices 

that encourage a fostering of deeper relationships may actually help inform both the need for 

greater social capital and therefore, in turn, connections to more resources and opportunities. 

Regarding the healthcare sector, one example of policy and practice that is showing success 

regarding an interdisciplinary support to healthcare provision (social and medical in model) can be 

seen in community health centers. The model of the Community Health Center shows how the 

power of social support harnessed through the healthcare system shows promise (McMaster 

Health Forum, 2020). The CHC system is designed to literally meet people where they are, and are 

regularly located in neighbourhoods where mainstream healthcare is harder to access, and health 

outcomes may be lower than other places. This contributes to reducing isolation by offering 

accessible supports, and increasing engagement through dynamic and creative programming 

(Collins, Resendes & Dunn, 2014). The community health center model has a track record of 

proven success, measured through patient satisfaction and health outcomes, all while staff report 

generally positive work environments (McMaster Health Forum, 2020). This model is especially 

promising at it exists to both support community development and health outcomes, recognizing 

that they are inextricably linked. This dissertation’s finding that social support can directly 

influence healthcare utilization supports this point, agreeing that CHS programming can be 

especially powerful in increasing health outcomes, especially for those who may be otherwise 

excluded.  (McMaster Health Forum, 2020; Ontario Community Health Centers, 2008). Social 

workers are uniquely poised to support this programming at the intersection of social support and 
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health as the profession lends itself well to interdisciplinary environments (Tadic et al, 2020). 

Increased focus on this model in the classroom and supporting students towards working within 

the CHC framework can effect health outcomes in positive ways. 

 Regarding immigrant specific supports, in preparation to explore this section of the 

dissertation, a scan of international programs for immigrants revealed a wide array of programs 

geared to support refugees, similar to Canada’s government assisted refugee (GAR) program 

explained which offers guided support especially in the first year in Canada. There was much less 

to be found at the public, national level supporting those who migrate through means other than 

refugeehood. This thesis has discussed the importance of social support due to vulnerabilities at 

personal level, and healthcare choices made individually. However, it is important to note that 

harnessing social support for greater healthcare utilization is not just about helping immigrants 

propel forwards from a neutral starting point. Rather, in many places in the world (some would 

argue in Canada as well), anti-immigrant sentiment is alive and well.  In a global context, where 

many immigrants are arriving from a journey of more than one place, and hearing about how their 

home countries have or have not accepted immigration, there can be cognitive dissonance in the 

process of settlement. Along with all of the challenges present during acculturation, immigrants 

are forming their senses of self-based on their perceptions who they are now as an ‘immigrant in 

Canada’. Until arrival, exposure to impressions of immigrants could only have been formed in 

home and transit countries, where views may not be kind. In an increasingly large number of 

countries globally, immigration may be welcomed on paper but not in principle, leading to an even 

wider gap in standards of living in a variety of ways. This became clear after a policy and program 

scan of immigration supports worldwide, the vast majority of supports are heavily weighted 

towards refugee support only.  
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While refugees do have distinctive needs due to the context of refugee hood, this does not 

negate that those who arrive through other pathways of immigration  are also vulnerable. In this 

way, programs that are designed to support refugees could also be widely beneficial for 

immigrants, in this case, permanent residents. Immigrants arrive in Canada with goals, plans and 

expectations, based in part on the experiences of watching and hearing stories from others. This 

internalization of ‘success’ is central to social cognitive theory, an underpinning portion of the 

theoretical framework for this study. Here, social cognitive theory is also relevant to program 

coordination and service provision as programs geared towards increasing social networks and 

social capital can only work if the immigrants themselves see their value. This takes place in the 

modelling, and experiences of those that the immigrants may be connecting to through such 

programs. Discussions of their initiatives, along with two examples from Scandinavia, as well as 

large government and regional initiatives here are presented below.  

In Switzerland, a program called “Active Asylum’ is proving to be successful in building 

bridges through gaming and is interestingly open not only to asylum seekers but those seeking any 

community. Specifically, this program teaches card (and other) games to immigrants so that they 

can later be shared in larger groups. The Swiss approach has been largely led by grassroots 

movements, rather than top down from the government (as seen in Canada), and this has resulted 

in creativity and engagement for all involved as programs can be more nimble in delivery without 

being incumbered by bureaucracy (Swiss Info, 2016). 

In Iceland, programs pairing immigrants with volunteers is proving to be a successful step 

towards integration. While many countries, including Canada offer supports to immigrants upon 

arrival, this program is unique in that it purposely harnesses volunteers, who are likely engaged in 

other pursuits and have full lives, and jobs.  This can increase both the network capital of 
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immigrants, but also introduce the power of volunteering, and the access of immigrants to 

resources that these volunteers have. Further, as staff are volunteers, some of the traditional 

boundaries around client/staff worker may not apply, allowing for closer relationships to be 

formed. Interestingly, this program requires volunteers to have a strong knowledge of English (the 

national language is Icelandic) so as to also help with communication barriers. The ‘Guiding 

Friend’ program offers a similar program through Red Cross (interestingly, an organization often 

focused on healthcare), (AUS, 2023; Raudi Krossinn, 2023). These ‘buddy system’ models could 

be useful within healthcare utilization as a support to navigate the system in general, but especially 

during stressful times. Through engagement with other immigrants, patients can share strategies to 

expand their support system and therefore increase resilience.  This offers an opportunity to 

expand networks and raise social capital. When immigrants are able to interact with others who 

are more familiar with the mainstream system, including how to navigate systems like health care, 

and promote its utilization, social capital is raised (Fang & Katakia, 2017). 

These are two examples of promising practices with specific goals to capitalize on social 

support in order to increase quality of life. Healthcare, of course, also increases quality of life and 

so these are good ways to show how simple it can be to engage and increase social supports. 

While there are likely many other programs in for and non-profits globally, due to the relatively 

small and simple nature of the goals of ones such as these, they are not easy to locate. Ironically, 

this speaks to the need for these programs, as they cannot be utilized, if they cannot be found. Like 

the Public Health Agency of Canada grant, discussed above, publicity is essential with any 

immigrant geared program. Government briefings for the European union also advocate for a need 

for immigrant focused healthcare initiatives.  The European Commission (2020) specifically point 

out the importance of connecting immigrants with host societies, and cross cultural dialogic. In 
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Communication from the Commission to the European Parliament (European Commission, 2020), 

policy makers stress that this cannot be possible without providing opportunities to do so, but that 

both host and immigrant communities can only benefit from this increased collaboration. This 

document however, while robust is abstract in how to enact these goals. This study provides one 

concrete way to enact the goal of healthier communities; through encouraging programming that 

focuses on connections made directly at individual levels. While this recommendation document is 

thorough, there are no concrete benchmarks to evaluate progress. In this way, the European 

Commission (2020) signals an interest in supporting immigrant health but lacks mechanism for 

meaningful evaluation of recommendations made.  

One example locally of a meaningful intervention can be seen in the additions of Ontario 

Health Teams and Local Immigration Partnerships. Local Immigration Partnership (LIP) networks 

are examples of such collaboration. These partnerships exist in local municipalities, funded in part 

by Immigration Citizenship Canada (Pathways to Prosperity, 2023). The LIP focuses on 

opportunities to share learning and programming across platforms with member agencies both in 

and out of the settlement sector. LIP meetings help to connect staff at agencies to each other in 

order to increase collaboration, and in turn social supports for staff and connections between 

agencies serving similar populations. Through highlighting the findings of this study at the LIP 

level, their work can be validated, and member agencies can be encouraged to explore the ways in 

which they are connecting with each other- especially across settlement and healthcare sectors. 

Initiated in 2008, these partnerships exist across the country and have helped to connect both 

agencies to each other and to align these community agencies with government priorities 

regarding settlement (Pero, 2017). Another increasingly common example outside of the 

settlement sector can be seen in the Ontario Health Team (OHT) model, is similar to LIP, but 
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driven from the focus of health care and helping various community resources better connect to 

both staff and resources within the healthcare system. The OHT seeks to tighten connections 

between patients, families and healthcare systems through greater communication across agencies, 

resulting a larger healthcare team that can more seamlessly connect with relevant  stakeholders 

(Ministry of Health and Long term Care, 2022). 

The OHT model can help to increase an immigrant’s social capital as they can now interact 

with a broader spectrum of healthcare providers more seamlessly. Similarly, social support is 

raised across agencies and healthcare providing services through increased collaboration, raising 

professional social capital as well. The importance of inter and cross communication and 

collaboration in order to augment levels of social support is also important at the systems level; 

between settlement agencies themselves, between settlement and mainstream and mainstream 

system. Drolet & Wu (2017) make the good point that many immigrants will move within Canada 

after arrival, which may further exacerbate the settlement process, especially in the formation of 

social networks at the local level. They highlight the importance of social capital in the settlement 

process, adding that is not automatically present but need to be fostered by both formal and 

informal networks over time. As much healthcare requires physical presence, this makes the 

protective factor social support regarding healthcare utilization potentially more precarious.  

Regarding general public programming as a rubric, many regions have public services that 

offer ‘wellness checks’ for new mothers, that may include resources such as baby needs, or 

maternal metal health referrals (Ottawa Public Health, 2023). A similar policy to connect with all 

new arrivals to Canada in order to share resources and offer ‘warm handoff’ to settlement and 

other supports could be really helpful. While many immigrants do access settlement supports, not 

all do and here is not a direct line from arrival to a settlement agency, even though both are 



 

109 
 

coordinated through the Immigration, Refugee, Citizenship Canada ministry. This is where those 

who arrive as Government Assisted Refugees (GAR) and those who arrive through permits or a 

permanent residents differ. The GAR ‘wrap around’ program includes intensive case management , 

referrals and check ins for the first year of life in Canada (Government of Canada. 2022b). Those 

who are not GARs do not receive this level of support. Interaction with the settlement sector is 

semi-mandated in that immigrants must attend programs in order to receive government assistance 

(Government of Canada 2022b), but otherwise, no formal link is established. This would help 

shorten the time immigrants may struggle with accessing services by allowing the settlement 

sector to demystify and clarify processes. It would not help as much however, for those who may 

face the ‘healthy immigrant effect’, who will have health challenges later down the road.  

While ‘an ounce of prevention is a pound of cure’, those who have been in Canada longer 

can and do remain vulnerable. This can be accounted for by policies that include asking how long 

people have been in country, not just citizenship status. It is well known that health cards do not 

track citizenship status, and so this information can get lost. While citizenship is not a requisite for 

healthcare- nor should it be- asking about length of time since arrival at medical appointments is a 

promising practice.  The evidence above supports this as a promising practice as it shows that 

while immigrants may achieve citizenship, even years after this milestone, inequities persist. It is 

imperative that social workers (and others) not lose sight of this vulnerability and offer supports 

based not only on citizenship status but lived experience.  

Lastly, Immigration Refugee, Citizenship Canada sponsors an intricate, coordinated body 

of services known as those in the ‘settlement sector’. These are wonderful places for new arrivals 

to enhance language skills, connect to employment opportunities, and especially meet other 

newcomers (OCASI,2020). All of this is positive; however, it is important to ensure that 
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newcomers reach beyond interacting only with newcomers, who may have no more connection to 

the larger community than the next. Most desirable for immigrants (and refugees) is social support 

that functions as a “springboard,” not just a “safety net” (Simich, Beiser, Stewart & Mwarakimba, 

2005; p.259).  

Encountering diversity is needed as soon as possible upon arrival and, while the settlement 

sector provides this in terms of countries and cultures of origin, nearly all are clients who have 

generally recently arrived to Canada. Rather than ‘outsourcing’ services for newcomers to this 

sector specifically, greater focus must be placed on the shared responsibility of all service 

providers to connect with immigrants at each stage of integration (or acculturation). This 

responsibility therefore is shared by social workers both within and outside of the settlement 

sector. As discussed below in social work education, the first step in ensuring this responsibility is 

met is in tightening relationships that social workers have to each other, even when they are still in 

school. A great example of this is the ‘Canada Connection’ program through Immigration, 

Refugee Citizenship Canada, that encourages settlement agencies to link clients to citizens and 

larger community programming, and similar to international programming, has a volunteer 

component (Government of Canada, 2023d) However, this funding stream is not available to all 

and is only a small portion of total programming. It allows clients in the settlement sector to 

interact with those outside of it, but there is little encouraging interaction in the opposite direction- 

programs that encourage mainstream organizations to increase diversity through immigrant 

engagement. Incentive for other non-profits could be built into funding to encourage partnership 

specifically with the settlement sector. Partnership building is often a key requirement in funding 

agreements, this would take it one step further. Clients of settlement agencies have diverse needs 
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and interests that could be best met outside the sector. This could help tighten those connections, 

and therefore social networks, raising capital for all involved. 

Social networks are also important for social workers, in education as well as practice. 

While, as a profession, there is an important role for social work in interdisciplinary environments, 

it is also crucial that social workers can interact with each other, across agencies in order to share 

evidence-based practices and focus on the anti-oppressive practice lens that is central to social 

work itself (Yan & Anucha, 2017). One example of social workers connecting across agencies can 

be seen in SWAG- Social Workers in Ageing Gerontology (OASW, 2009), where social workers 

who interact with seniors in a variety of settings can connect to network and discuss promising 

practices. Similar to senior services, which could be provided in an array of locations (home, 

community, institution etc.), immigrant services are also offered in diverse locations, though from 

a specific social work lens. As such, while the models of LIP and OHT are helpful across 

disciplines and services, a SWIS (Social Workers in Settlement) program could allow social 

workers to meet to explore the interactions between social work service provision, advocacy and 

immigrant/settlement services.  

Lastly, in order for programs to succeed, clients must engage with them, representation is 

an important part of engagement. Specifically, when people see others who look like them, sound 

like them, or otherwise share similarities, they are more likely to engage. The more diversity is 

encouraged and supported in positions of service provision, healthcare or otherwise, the more 

representation immigrants will find within those services. For example, the Canadian Medical 

Association, recently highlighted one Black doctor, Joseph Conde, working in rural Quebec who 

shares the importance of such representation (Canadian Medical Association, 2023). 
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Implications for Social Work Education 

 

Implications for social work education abound in this study of the protective relationship 

of social support and healthcare utilization for immigrants. Even before the exploration of how to 

convey the results of this work to students in order to support clients, it is important to explore the 

implications of these findings for students themselves. This dissertation has explained the central 

role of social support in many aspects of life, and education should be no different. Similar to 

settling into a new country with new norms and expectations, students settle into a new level and 

field of study with social work. In this way, social support is also a central part of students’ 

potential success. While the questions may vary and those on social provisions scale not be a 

perfect fit for this analogy, the power of community still applies. Educators can work to ensure 

that students see each other as sources of support, along with the more formal supports available. 

As referenced above, systems need to work together; both in and out of the settlement sector in 

order to harness the power of social capital and social support. Similarly, students need to connect 

to each other as colleagues even within their studies to begin these relationships. This is how 

students can build their own social/professional capital, to be used throughout their careers as they 

end up in diverse fields. The only thing that truly unites immigrants is their diversity, and as such, 

for those who work with immigrants, especially newcomers, having connections across the 

lifespan may be invaluable. Education can be isolating due to competing pressures. Therefore, 

helping students to increase their networks and future supports is not only helpful based on the 

topics in this thesis, but useful as a general life skill.  

 

 



 

113 
 

Social work is at the heart of community resource navigation, and, at its core, the 

 profession of social work rests on the ability to provide support. As such, social workers know 

best the invaluable nature of support- personal and professional. Further, healthcare is at the center 

of strong, vibrant communities, something social work strives to support. In these ways, 

understanding social support and healthcare utilization are a main focus of social work values and 

therefore must be a key component of education. As globalization speeds up, and with it 

immigration, understanding how these intersections affect those who come from away is even 

more important.  

     Social workers are increasingly challenged to do more with less, so understanding how to 

harness existing (i.e., free) resources like social support will be crucial.  Social work can often be 

taught from a variety of models, including medical and/or philanthropic. Each of these places 

expertise in the hands of the professional or the ‘giver’, rather than a social, collaborative model in 

which power is shared. The sharing of power, through resources and networks is central to this 

dissertation. This thesis has shown that it is connections across and within communities that will 

increase rates of healthcare utilization. Social work education should remain focused on infusing 

the importance of communities to each other in lesson planning, i.e. client to client, rather than the 

current heavy focus on professional to client. One way that social work education could help 

foster this deep understanding of the role of social support could be through group work 

assignments. Specifically, with a shared goal, students are forced to come together across 

sometimes significant differing personal contexts. This experience in collaboration towards a 

project encourages students to practice connecting with others that would otherwise not have a 

chance to interact with. This literally brings social networking into the classrooms. Students will 

interact with each other and meet the goal of the assignment through a division of labour based on 
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skills and resources. This is not entirely unlike what would happen in a larger social network 

across communities outside of the classroom.  

 In many settings, social work is part of interdisciplinary health teams, and part of 

healthcare. Any additional knowledge surrounding the use of healthcare systems, especially for 

some of Canada’s most vulnerable residents is helpful. Simply put, more information about clients 

and their choices is always a good thing, especially when it come directly from them. The process 

of social work education is largely based on understanding the sociopolitical contexts in which 

people life in order to help them thrive. In order to truly view these results through an 

intersectional lens, future research, and social work practice will need to include the countries of 

origin of immigrants, not only to understand factors like race and language but also their history in 

Canada. In this way, findings about the protective power of social support can be explored through 

both historical and modern contexts of power and privilege. (Yan & Anucha,2017). 

Implications for Future Social Work Research 

Many opportunities exist for future research in the area(s) of social support and healthcare 

utilization for immigrants. The first place to look for these opportunities is in the limitations 

section. These results contained here could be enriched by more specific variable responses, 

especially around ethnicity and country of origin and other demographic factors that could 

influence the level of activity or engagement with a local community and/or the healthcare. 

Through using less restricted data (rather than public), future research could flush out not only 

nuances between specific cultures, but also languages spoken, and even possibly systems of social 

capital.  
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 Further, the previous discussions on the limitations of quantitative research underscores 

the potential to expand and/or triangulate the findings of this work with a qualitative exploration 

along similar themes. Qualitative research and other triangulation could offer a chance to explore 

definitions of social support to a greater degree, including the location(s) of support. There are 

several pathways to expansion for this research, most basically, by allowing space for interviewers 

to capture supporting commentary during the administration of this otherwise quantitative survey 

instrument. Further, this exploration could allow for probing questions to the variables above 

including an opportunity to explore the ways in which health and social support are defined 

differently across groups. Another possibility for qualitative study lies in seeking to understand 

how/if utilization patterns shift intergenerationally after arrival. The location of support may be of 

particular interest when discussing healthcare utilization in the local geographic context.  

As previously stated through the theoretical framework of this study, the power of social 

networks can influence behavior, even more so for those who are forming them as new(er) arrivals 

to Canada. The location of this support could mean that they do hold geographically relevant 

connections, or not, based on where they are located. Especially in light of the proliferation of 

online communication post pandemic, proximity to supports may be differently relevant than they 

once were.  Further, potential exists for a comparison of the results stated above with those born in 

Canada, to better understand the effects of coming from abroad across a lifetime, rather than just 

before or after ten years of arrival. Each of various stages of analysis above showed a number of 

statistically significant relationships between various sociodemographic variables and healthcare 

utilization when measured as having a healthcare provider, a place to go for minor concern, or an 

unmet healthcare need. These relationships were not explored in full depth, as they were not part 

of the central research question in this study, but each may tell an interesting story of the 
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protective nature of sociodemographic variables relating to healthcare utilization for immigrants to 

Canada.  

The literature cited in this study has highlighted the many central ways that social support 

can affect health outcomes. In this way, opportunities for future research exist in the 

relationships(s) between social support and other health related behaviours asked about in the 

Canadian Community Health Study. These could include revealing connections between levels of 

social support and specific diagnosis, or even behavioural choices. 

Lastly, future research includes actions based on the implications of this study for social 

work practice, policy, and education. Social work is a profession based on relationships with 

others and to ourselves, which is also at the heart of social support. Social work is also a discipline 

dedicated to health, and healthy outcomes. The first step towards these healthy outcomes lies in 

recognizing what already is, in order to build on what is next to come. 

Conclusion 

This study used a theoretical framework based on the relationships of social capital, and 

social cognitive theory to explore the protective connections between healthcare utilization and 

social support for immigrants to Canada with a focus on length of time in Canada. In order to best 

understand this connection, variables including sex, province of residence, income, self-rated 

health, length of time in Canada, race, marital status, and scores on the Social Provisions Scale 

(Cutrona &Russell,1987), were considered. In short, this study sought to understand what power 

social support may have in predicting healthcare utilization for those not born in Canada. Findings 

showed that, for the most part, social support, as measured by scores on the social provisions scale 

(Cutrona & Russel, 1987) is often significant in determining healthcare utilization. While there are 

limitations to this study including those noted above, opportunities exist in social work education, 
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research, and practice to better explore these intersections in order to increase healthcare 

utilization, and ultimately community health. Good questions, like the ones asked above, generate 

additional questions and in this case, opportunities for future research. 

Findings of this study have implications for social work practice, policy, education and 

research in a number of ways, and are especially powerful when connected to the theoretical 

framework of this study. The CCHS by nature as a large, national survey is self-report, and so, 

relies on perceptions of access and utilization of responses. Social cognitive theory is used in this 

study to highlight this point. This dissertation explores the perceptions of newcomers about 

whether or not they feel they have access to, and therefore used healthcare services. Future 

research points to an opportunity to triangulate this data with other sources of health information 

(clinic and hospital records for example), this single database focused study instead relies on 

perceived available of social supports and healthcare professionals. The power of this perception 

is harnessed through social capital, in the networks that newcomers see themselves a part of, either 

idealistically or in reality. Through the protective nature of social support, this social capital can 

be grown through networks created by policies, programs, education and research. This study was 

propelled by the fact that the majority of Canada’s population is made up of immigrants and or 

their descendants. This means that on some level, most if not all programming is designed by, 

with or for immigrants, even if they have arrived some time ago. The challenge, however, is in 

harnessing this historical memory so that even those programs designed by large governmental 

systems and those who have been in Canada for generations, have that core experience in mind. 

As people continue to land in Canada, in increasing numbers, an understanding of the 

vulnerabilities shift over time in country during those first years is especially crucial in securing 

the health and wellbeing of all Canadians. 
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  It is impossible to center interventions within social work and not discuss social support. 

Social work, as a profession, is founded on the power of people’s connections to each other to 

create change. Communities, and community interventions make up a significant portion of the 

role of social work in broader society, regardless of the sector. These interventions, therefore, 

must harness social support, both formal and informal in order to create community change. This 

is something that social workers have always known intuitively, and this study proves the 

protective nature of social support, especially for a large, diverse, vulnerable, and important group 

such as immigrants to Canada. This point is proven through the perceptions of immigrants 

themselves, through a large, national study, showing that immigrants know what is needed, and it 

is the responsibility of those of us already here, to listen.  
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APPENDICES  

Appendix A: Regressions with Imputed Missing Data 

Table 9I Predictors of Having a Regular Health Care Provider: Logistic Regression Models 

(N = 3,977) 

______________________________________________________________________________

_________ 
 

Predictors Model 1 to 12 Model 13 Model 14 
 Categories OR 95% CI OR 95% CI OR 95% CI  
______________________________________________________________________________

_________ 
 

Social Provisions Scale 

 Low  1.00  1.00    

 Medium 1.29 1.00, 1.67 1.42 1.08, 1.86    
 High 1.13 0.87, 1.46 1.32 1.00, 1.76 
Length of Time Since Immigration 

 10 or more years 1.00  1.00  

 Less than 10 years 0.48 0.41, 0.57  0.57 0.47, 0.69   

Age 

 18 to 24 1.00   1.00  1.00   

 25 to 44 1.68 1.27, 2.22 1.36 0.98, 1.90 1.42 1.02, 1.99
 45 to 64 3.33 2.50, 4.85 2.53 1.75, 3.64 2.89 2.00, 4.16 

Health Status 

 Excellent 1.00  1.00  1.00   

 Very good 1.26 1.04, 1.53 1.17 0.95, 1.43 1.16 0.94, 1.42
 Good 1.72 1.39, 2.12 1.49 1.18, 1.86 1.45 1.15, 1.82 
 Fair or poor 2.57 1.80, 3.69 2.31 1.57, 3.41 2.13 1.45, 3.13 

Sex 

 Male 1.00  1.00  1.00  

 Female 1.56 1.33, 1.83 1.65 1.39, 1.95 1.70 1.44, 2.01 
Race 

 White 1.00  1.00  1.00   

 Non-white 0.99 0.83, 1.18 1.07 0.87, 1.30 1.02 0.84, 1.25 

Educational Attainment 

 Any postsecondary 1.00  1.00  1.00  

 High school graduate 1.21 0.93, 1.57 1.31 0.99, 1.75 1.39 1.04, 1.85 
 Less than high school  1.39 0.85, 2.28 1.39 0.82, 2.37 1.28 0.75, 2.17 
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Annual Household Income 

 $80,000 or more 1.00  1.00  1.00  

 $60,000 to $79,999 0.74 0.58, 0.94 0.80 0.63, 1.03 0.80 0.62, 1.03 
 $40,000 to $59,999 0.80 0.63, 1.02 0.84 0.65, 1.08 0.82 0.64, 1.06 

 Less than $40,000 0.61 0.50, 0.74 0.68 0.54, 0.85 0.64 0.51, 0.81 
Language Spoken at Home 

 English or French 1.00  1.00  1.00 

 Neither English or French 1.21  1.02, 1.44  1.29 1.06, 1.56 1.26 1.04, 1.52 

Marital Status 

 Married or common law 1.00  1.00  1.00  

 Not married or common law 0.55 0.47, 0.65 0.74 0.58, 0.93 0.77 0.61, 0.98 
Household Size  

 Lives with two or more  1.00  1.00  1.00   

 Lives with one other 0.80 0.66, 0.96 0.66 0.54, 0.81 0.66 0.54, 0.82
 Lives alone 0.55 0.46, 0.67 0.61 0.46, 0.80 0.57 0.44, 0.75 

        Province 

 PEI & NFLD 1.00  1.00  1.00  

 Alberta 3.61 2.36, 5.52 3.28 2.08, 5.18 3.16 1.96, 5.10 
 British Columbia 2.83 1.86, 4.30 2.40 1.53, 3.76 2.36 1.47, 3.78 

Social Provisions Scale by Length of Time Since Immigration                              p < .001  

______________________________________________________________________________ 

Notes. CI, confidence interval; OR, odds ratio; NFLD. Newfoundland and Labrador; PEI , Prince Edward Island. An 

odds ratio of 1.0 is the baseline. Model 13: Hosmer and Lemeshow goodness-of-fit test 5th iteration) 2 (8) = 2.34, p 

= .97. Model 14: Hosmer and Lemeshow goodness-of-fit test 2 (8) = 9.57, p = .30. 

 

Table 10I Depiction of the Social Support by Time In Country Interaction on Having a 

Regular Health Care Provider 

______________________________________________________________________________ 

 
     High Social Support-Regular Health Care Provider Association  

Time Since Immigration Sample Size Odds Ratio 95% Confidence Interval 
______________________________________________________________________________ 
 

10 or more years 2,614 1.36 0.96, 1.92 
 

Less than 10 years 1,363 1.56 1.02, 2.39  
_______________________________________________________________________  
Note. Odds ratios were adjusted for all other predictors. 
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Table 11I Predictors of Having a Place to go for a Minor Health Problem:  

Logistic Regression Models 

____________________________________________________________________ 

 

Predictors Model 1 to 12 Model 13  

 Categories OR 95% CI OR 95% CI  

____________________________________________________________________ 

 

Social Provisions Scale 

 Low  1.00  1.00    

 Medium 1.74 1.28, 2.37 1.86 1.34, 2.59    
 High 1.79 1.31, 2.44 2.01 1.43, 2.83 
Length of Time Since Immigration 

 10 or more years 1.00  1.00  

 Less than 10 years 0.59 0.47, 0.73  0.70 0.55, 0.90 

Age 

 18 to 24 1.00  1.00    

 25 to 44 1.93 1.37, 2.71 1.76 1.17, 2.65    
 45 to 64 3.08 2.16, 4.40 2.83 1.79, 4.48 

Health Status 

 Excellent 1.00  1.00    

 Very good 1.37 1.05, 1.80 1.35 1.03, 1.78    
 Good 1.23 0.94, 1.62 1.20 0.89, 1.60  
 Fair or poor 2.57 1.54, 4.29 2.81 1.63, 4.85  

Sex 

 Male 1.00  1.00   

 Female 1.63 1.32, 2.02 1.65 1.32, 2.06  
Race 

 White 1.00  1.00    

 Non-white 0.92 0.73, 1.16 1.06 0.81, 1.38  

Educational Attainment 

 Any postsecondary 1.00  1.00   

 High school graduate 1.09 0.74, 1.46 1.18 0.82, 1.69  
 Less than high school  0.91 0.51, 1.63 1.02 0.55, 1.90  
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Annual Household Income 

 $80,000 or more 1.00  1.00   

 $60,000 to $79,999 0.72 0.53, 1.00 0.78 0.56, 1.08  
 $40,000 to $59,999 0.99 0.70, 1.40 1.06 0.74, 1.52  

     Less than $40,000 0.55 0.43, 0.72 0.67 0.50, 0.90  
Language Spoken at Home 

 English or French 1.00  1.00   

 Neither English or French 0.95  0.76, 1.19  1.04 0.81, 1.34  

Marital Status 

 Married or common law 1.00  1.00   

 Not married or common law 0.61 0.50, 0.76 0.89 0.65, 1.21 
 Household Size  

 Lives with two or more  1.00  1.00     

 Lives with one other 0.81 0.63, 1.05 0.68 0.52, 0.90  
 Lives alone 0.62 0.48, 0.80 0.68 0.48, 0.97   

Province 

 PEI & NFLD 1.00  1.00   

 Alberta 3.21 1.90, 5.42 2.83 1.63, 4.91  
 British Columbia 2.12 1.33, 3.69 1.88 1.09, 3.22   

____________________________________________________________________ 

Notes. CI, confidence interval; NFLD, Newfoundland and Labrador; OR, odds ratio; PEI, Prince Edward Island. 

An odds ratio of 1.00 is the baseline. Model 13: Hosmer and Lemeshow goodness-of-fit test 2 (8) = 15.35, p = .053.
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Table 12I Predictors of Having Unmet Health Care Needs: Logistic Regression Models 

________________________________________________________________________ 

 
Predictors Model 1 to 11 Model 12 

 Categories OR 95% CI OR 95% 
________________________________________________________________________ 
Social Provisions Scale 

 Low  1.00  1.00    

 Medium 0.41 0.22, 0.74 0.52 0.27, 0.98    

 High 0.45 0.25, 0.81 0.59 0.31, 1.13 
Length of Time Since Immigration 

 10 or more years 1.00  1.00  

 Less than 10 years 1.15 0.72, 1.83  1.24 0.73, 2.09 

Age 

 18 to 24 1.00   1.00    

 25 to 44 0.99 0.42, 2.36 0.86 0.32, 2.35    
 45 to 64 0.75 0.31, 1.80 0.55 0.18, 1.63  
Health Status 

 Excellent 1.00  1.00    

 Very good 1.07 0.54, 2.11 1.10 0.55, 2.18    

 Good 1.38 0.70, 2.71 1.53 0.77, 3.07  
 Fair or poor 4.41 2.22, 8.76 4.98 2.35, 10.56  

Sex 

 Male 1.00  1.00   

 Female 0.95 0.61, 1.50 0.94 0.60, 1.48  
Race 

 White 1.00  1.00    

 Non-white 0.96 0.59, 1.55 0.89 0.52, 1.52  
Educational Attainment 

 Any postsecondary 1.00  1.00   

 High school graduate 0.91 0.43, 1.96 0.84 0.38, 1.86  

 Less than high school  0.76 0.18, 3.16 0.61 0.14, 2.63  
Annual Household Income 

 $80,000 or more 1.00  1.00   

 $60,000 to $79,999 0.98 0.49, 1.99 0.97 0.47, 2.00  

 $40,000 to $59,999 1.04 0.53, 2.05 1.00 0.49, 2.00  
 Less than $40,000 1.25 0.71, 2.20 1.10 0.58, 2.05  
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Language Spoken at Home 

 English or French 1.00  1.00   

 Neither English or French 0.62  0.37, 1.03  0.56 0.32, 0.97  
Marital Status 

 Married or common law 1.00  1.00   

 Not married or common law 1.11 0.69, 1.77 0.94 0.47, 1.86  

Household Size  

 Lives with two or more  1.00  1.00   

 Lives with one other 0.78 0.45, 1.36 0.77 0.43, 1.38  
 Lives alone 1.00 0.56, 1.74 0.90 0.41, 1.97             

________________________________________________________________________ 
Notes. CI, confidence interval; OR, odds ratio; NFLD. Newfoundland and Labrador; PEI, Prince Edward Island.  

An odds ratio of 1.00 is the baseline. Model 12: Hosmer and Lemeshow goodness-of-fit test 2 (8) = 8.47, p = .39.  
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Table 13I Predictors of Having Unmet Health Care Needs: Logistic Regression Models 

______________________________________________________________________________

_________ 
 

Predictors Model 1 to 4 Model 5 Model 6 
 Categories OR 95% CI OR 95% OR 95% CI  
______________________________________________________________________________

_________ 
 

Social Provisions Scale 

 Low  1.00  1.00  1.00  

 Medium 0.41 0.22, 0.74 0.52 0.28, 0.98 0.39 0.21, 0.7 
 High 0.45 0.25, 0.81 0.61 0.32, 1.14 0.41 0.23, 0.74 
Length of Time Since Immigration 

 10 or more years 1.00  1.00  1.00  

 Less than 10 years 1.15 0.72, 1.83  1.52 0.94, 2.46 1.30 0.81, 2.07 

Health Status 

 Excellent 1.00  1.00    

 Very good 1.07 0.54, 2.11 1.10 0.55, 2.17    
 Good 1.38 0.70, 2.71 1.46 0.73, 2.92  

 Fair or poor 4.41 2.22, 8.76 4.36 2.09, 9.10  
Language Spoken at Home 

 English or French 1.00  1.00  1.00  

 Neither English or French 0.62  0.37, 1.03  0.55 0.32, 0.93 0.56 0.33, 0.95 
______________________________________________________________________________

________ 
Notes. CI, confidence interval; OR, odds ratio; NFLD. Newfoundland and Labrador; PEI, Prince Edward Island. An 

odds ratio of 1.00 

is the baseline. Model 5: Hosmer and Lemeshow goodness-of-fit test 2 (8) = 6.73, p = .57.  

Model 6: Hosmer and Lemeshow goodness-of-fit test 2 (6) = 8.54, p = .20 
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