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Welfare State and Health Disparity Among Immigrants and Native-born in the US and Canada

Abstract
The welfare state regime is often generalized across labor market and healthcare
policy areas in the study of welfare states and health. This study separates labor
market and healthcare welfare state benefits to better understand the effect of
healthcare welfare on self-perceived health. Also, immigrant health has been a
blindspot for the study of the effect of the welfare state on health, especially in the
cross-national context. This study uses Canadian Community Health Survey and
National Health Interview Survey to study the overarching question: whether
social determinants of health outlined by the fundamental cause of disease theory,
education, employment status, and household income are associated with
perceived health in the same way for Canadians (liberal labor market welfare with
universal healthcare) and Americans (liberal labor market welfare and healthcare).
Then, the study looks at whether the association between social determinants of
health affects native-born and immigrants in the same way or differently and how
Canadian immigrants stack up against American immigrants. The study shows
that the theory of the fundamental cause of disease holds even in Canada, where
universal healthcare exists. However, the income health gradient is not as steep
for Canadian immigrants than for US immigrants, suggesting that income matters
less for the health of Canadians than Americans. Immigrant groups of both
countries see smaller income-related health inequalities than their native-born

population.



Introduction

The study of social determinants of health has gained considerable traction in recent
years. Among them, the theory of the fundamental cause of diseases proliferated. The
fundamental cause of disease states that studying the ever-changing risk factors in the search for
an answer to health differentials is unproductive because of their dynamic natures. Link and
Phelan (1995) claim that instead of looking at risk factors, socioeconomic status (SES) and social
support are the fundamental causes of diseases because they allow access to flexible resources
that enable people to avoid diseases or bad outcomes. In fact, our increasing ability to manage
disease and control death couples with existing socioeconomic inequality enabled those with
resources, power, prestige, and social connections to access the best care and treatment (Phelan
and Link 2005). However, the theory’s assumption is largely based on the US context. Less is
known about whether the fundamental cause of diseases and health disparities exists in a country
with universal healthcare. In addition, while a positive association between SES and health is
well established in many countries, multiple studies claim that the relationship between SES and
health is more mixed for immigrants and racial minorities (Sanchez-Vaznaugh et al. 2009,
Kimbo et al. 2008, Leu et al. 2008). Thus, the study askes, how do the effects of fundamental
causes look for the native-born population and immigrants in countries with or without universal
healthcare? In order to explore these questions, this study compares the US and Canada.

Past studies on immigrant health has focused on countries that receive a large number of
immigrants (e.g., Australia, Canada, and the US) with a specific emphasis on individual or
cultural behaviors like smoking, drinking, diet and quantifiable acculturation measures like
immigrant generation, language fluency, the number of years since immigration, etc

(Viruell-Fuentes et al. 2012). However, Viruell-Fuentes et al. (2012) and many other scholars



contend that the focus on culture can mask the effect of structure on immigrant health, including
socioeconomic status, systemic racism, and immigration/health policy. In fact, in studies of
non-immigrants, research on the causes of health disparity often focuses on structural
explanations deemed as social determinants of health, for example, income, education, housing,
work environment, etc. (Dahlgren and Whitehead 1991). There seems to be a disconnect between
the study of health for native-born (or overall population) and the immigrant population, where
scholars resort to different sets of explanations when in reality, the factors that shape native
people’s health can affect immigrants, if not affect immigrants differently. This study bridges the
gap between the study of social determinants of health and immigrant health by focusing on
educational attainment, employment status, household income, and their relationship with
immigrant health. In addition, this study engages with the fundamental cause theory and the
welfare state to understand how SES gradient of health in Canada, a country with universal
healthcare, compares to the US, which lacks such a policy, and whether the theory of
fundamental cause holds in Canada.
Background

Policies of different kinds, such as immigration policy, labor market, and health policies,
can affect health disparities (House et al. 2008). Prior studies on immigrant health comparing
Canada and the US demonstrate that immigration policy has a considerable role in immigrant
health at the time of landing and can have implications for the long term (Antecol et al. 2003, Lu
etal. 2017).
Immigrant Policies’ Association with Immigrant Health

Lu et al. (2017) explain that there is a fundamental difference in health screening

processes for immigrants in Canada and the US. While Canada screens for chronic health



conditions that can incur excessive demands and costs in the healthcare system, the US health
screening focuses more on public health risks, mental health, and substance abuse problems and
places much less, if any, emphasis on chronic health conditions. Lu et al. (2017) found that
Canada has healthier immigrants than the US at the time of landing.

In the long term, the health of immigrants can be associated with the type of immigration
program the immigrant goes through. In a study comparing the skill levels of immigrants,
Antecol et al. (2003) find that the Canadian points system for immigration tends to attract more
skilled immigrants than the US family reunification-driven immigration policy. The Canadian
points system evaluates immigrants based on their education, language fluency, investment
prospect after landing, etc., while the US immigration policy evaluates immigrants based on the
closeness to the sponsoring American citizen or permanent resident. This results in Canada
having immigrants who are more fluent in native languages (French or English in Canada) than
in the US (English in the US). Antecol et al. (2003) found that even though the gap for language
fluency reduces after 15-20 years, Canada is still more advantageous in the long term. In
addition, American immigrants also show a more significant deficit to US native population in
both education and income compared to Canadian immigrants. Given the understanding that
social determinants of health like income and education can affect one’s health outcomes, 1
suspect that these immigrant characteristics resulting from the immigrant policy can have a
long-term effect on immigrant health.

Labor Market and Healthcare Welfare State s Association with Health

Despite immigration policy’s direct effect on immigrant selectivity and immigrant health

for the landed immigrants, this study is mainly interested in the labor market and healthcare

policy contexts’ effect on immigrant health. The story of immigrants’ health does not pause at



the time of landing. In fact, they constantly interact with the labor market and the healthcare
system. Therefore, this study acknowledges that access to healthcare and labor market benefits
can affect immigrant health, just like how they influence native-born’s health.

Welfare state policy can affect people’s health and health disparities in numerous ways.
When discussing the welfare state, one often refers to one of the most cited “The Three Worlds
of Welfare State Capitalism” by Esping-Anderson (1990). Esping-Anderson (1990)
conceptualizes the welfare state as its ability to decommodify in a capitalist society, meaning the
degree of dissociation between income and living standards. Decommodification can occur in
various areas in life. For example, unemployment benefits can act as a safety net during a market
downturn. Easy access to safe water, housing, and nutritious food may affect people’s health in
the long term. Access to free education may allow people the opportunities on the job market to
earn a living or help people understand and avoid risky behaviors. Easy access to affordable
healthcare is crucial for addressing unmet health needs (Bambra and Beckfield 2012). While all
of these welfare areas affect people’s health in numerous ways, by no means can they be
assumed to be consistently generous or not generous across the board.

While Esping-Anderson (1990) focuses on labor market welfare decommodification,
Bambra (2007) focuses on the healthcare welfare decommodification. In the case of Bambra
(2007), the welfare state is evaluated based on three measures: the percentage of private health
spending in the overall GDP, the percentage of private hospital beds in the overall bedstock, and
the percentage of people that fall under the healthcare system. Liberal means a more privatized
healthcare system, while social democratic means a more state intervention-driven healthcare

system'. Comparing the Esping-Anderson (1990) and the Bambra’s (2007) welfare state

' Liberal, conservative, and social democratic welfare states stand for different meanings to the US
political parties. Liberal means less generous welfare. Social democratic stands for more generous
welfare.



typology, a stark difference appears between Canada and the US. While the US and Canada were
both categorized as liberal welfare state regimes in the Esping-Anderson model, Canada was
categorized as a social democratic state in the Bambra (2007) model, which stands on the polar
opposite of the US.

Canada and the US are running on two different healthcare systems. The Canadian
healthcare system is operated on a publicly funded system, which eliminates the cost of care
except for dental care and prescription drugs (Zuberi 2006 cited by Lu et al. 2017). A study by
Ross et al. (2000 cited by Lu et al. 2017) has shown that the system reduces barriers to access to
care and returns in fewer health disparities. On the other hand, the US only employs
public-funded health insurance for the elderly, poor, military personnel, veterans, etc. (Lu et al.
2017). Even with the implementation of the Patient Protection and Affordable Care Act
(PPACA), which is also known as Obamacare, health insurance is still purchased through private
insurance, though with tax credit compensation for those eligible and better coverage by
enrolling people with preexisting conditions (Lu et al. 2017, Silver 2013). Despite the effort,
about 20% of immigrants were still uninsured by 2017, compared to 7% of the native population
(Esterline and Batalova 2022).

This Study’s Contribution to the Understanding of Welfare State and Health

The studies that include the welfare state in the conversation tend to fall short in several
ways. Olafsdottir’s (2007) study uses the welfare state in the economic sense, positing that
economic policies shape capitalism’s stratification process, affecting people’s vulnerability in a
market downturn or less ideal life events. Therefore, Olafsdottir engages with Esping-Anderson’s
“three worlds” of welfare capitalism, comparing the US, on the liberal end of the welfare state,

and Iceland, on the social democratic end of the welfare state regime regarding economic



policies. However, Iceland also has universal healthcare, which confounds the relationship
between the economic welfare state and health outcomes. Though I think there is a lot to take
away from the study, it was not clear whether it was the economic or the healthcare welfare state
that is shaping Icelander’s health differently from Americans.

Departing from many previous studies that have a homogeneous view of the welfare
state, this study separates the labor market welfare state and healthcare welfare state (Bambra
2005, Kasza 2002). Olafsdottir and Beckfield (2011) show that while Scandinavian countries
exhibit homogeneity in their welfare state approach in most areas, countries like the UK
demonstrate heterogeneity in their approach to labor market policies (less generous) and
healthcare (more generous). In fact, they argue that few studies have made an effort to
incorporate healthcare into the welfare state consideration. Canada and the US make a great
comparison because Canada is heterogeneous in its welfare state approach. Like the US, Canada
is categorized as the least generous in labor market policy by Esping-Anderson (1990). Where
they differ is that Canada has universal healthcare and is categorized as the most generous
healthcare welfare state by Bambra (2005, 2006, 2007) using the same decommodification
methods as Esping-Anderson. A comparison between Canada and the US allows us to control the
labor market welfare state to better understand the effect of the healthcare welfare state.

I add to Olafsdottir’s study by employing Bambra’s (2005, 2006, 2007)
healthcare-focused welfare state category, mirroring the decommodification model of
Esping-Anderson. I opt to compare Canada and the US because Canada exists in the liberal
economic welfare state regime in the Esping-Anderson’s model but the social-democratic
healthcare welfare state regime in Bambra’s model. Suppose we see a notable difference between

Canada and the US in social determinants of health’s effect on health outcomes and disparities.



In that case, it indicates that universal healthcare, indeed, improves health outcomes. On the
other hand, if no observable difference is seen in SES’s relationship with health between the two
countries, it is likely that universal healthcare does not affect the SES health gradient. The
interest of this study lies in comparing two countries with similar economic welfare states but
drastically different healthcare welfare states to see if notable differences between the two
countries exist and whether universal healthcare improves nations’ health and reduces
inequalities.

How does Socioeconomic Status (SES) Fit in the Discussion of Health?

The SES variables in this study developed from the theory of the fundamental cause of
disease. Phelan and Link have been engaging with the fundamental cause of health disparities
(Link and Phelan 1995, Phelan and Link 2005) and, more recently, studying whether racism is
the fundamental cause of health disparity in the US context (Phelan and Link 2015). They
contend that if X is the fundamental cause of Y, Y will persist even if the causal mechanisms
between X and Y are addressed because the root cause of X is not adequately dealt with. In the
context of SES and health disparity, racism would be the fundamental cause of health disparity if
addressing the risk factors for diseases does not eliminate health disparity.

Phelan and Link (2005) contend that educational attainment, employment status, and
income are the fundamental cause of diseases. They argue that during the rise in medical
technology and death control, certain people are able to use power, prestige, money, and social
connections to gain health advantage. The differentiators that create health inequalities are
education, employment status, and income (Phelan and Link 2005). Higher educational
attainment allows one to be better at navigating the social system, including the healthcare

system, and more avenues of information access (Deaton 2002, Mirowsky and Ross 2015).



Employment not just predicts the income stream but also the psychological effect because
unemployment can have stigmas attached to it (Bambra and Beckfield 2012). Income allows one
to afford health insurance and pay for medical bills (Lasser et al. 2006).

To better reflect and understand the potential research findings in the research outcomes,
I argue that fundamental cause theory should not be understood in binary: whether one variable
is or is not the fundamental cause nor be determined by whether the undesirable outcome is
completely eliminated (e.g., eliminate health disparities by income, eliminate health disparities
by race). In the research agenda that Bambra and Backfield (2012) introduced, they cited Bambra
and Eikeno’s (2008) study on the relationship between unemployment and health to stress the
importance of observing the magnitude of the relationship between unemployment and health in
different welfare states. This study emphasizes examining the magnitude of the relationship and
how the magnitude shifts in different welfare states. I contend that this is a more productive way
to approach a question regarding fundamental causes.
Conceptualizing Immigrant Health

While some studies try to break down the population into subpopulation groups like
insured and uninsured groups, white versus non-white Americans (e.g. Olafsdottir 2007, Lasser
et al. 2006), there seems to be a lack of studies examining the welfare state’s impact on
population subgroups such as immigrant and gender as part of the main analytical agenda. This
study incorporates immigrant groups to understand how social determinants of health shape
health outcomes in Canada and the United States.

Despite the aforementioned immigrant policies, immigration programs, labor market, and

healthcare policies’ effect on immigrant health at the time of landing, and in the long term, there
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may be other factors that are not accounted for that might also have an impact on immigrant
health and SES health gradient.

Firstly, social connections among immigrants can be different from those of the
native-born population. Hagan’s (1998) study on immigrant social networks reveals that
immigrants, especially new immigrants, tend to rely on “strong ties” like family, kin-based, and
coethnic group connections (Granovetter 1973). Though these connections can alleviate
immigrants’ stress in the initial settlement, they can impede the making of connections with
people outside of their family and coethnic group, also known as “weak ties” (Granovetter 1973).
According to Hagan’s (1998) finding, the weak ties that are formed at work and other social
settings for some immigrants can have positive impacts, such as helping undocumented
immigrants legalize their status. Weak ties were also found to be important in upward mobility,
health, and job access (Granovetter 1973, Berkman and Breslow 1983, Wilson 1987). The
presumed fewer weak ties among immigrants regardless of income, education, and employment
status can disadvantage even the relatively high SES immigrants.

Secondly, when moving from another country, immigrants have to re-establish
themselves socially and financially despite bringing some of their previous wealth with them in
the process. Sheth et al. (1999) show that Canadian immigrants can take around ten years to
establish themselves financially. This finding suggests that SES measures of new immigrants can
have different implications than the native-born population because new immigrants’ full SES
potential may not have been achieved. Conversely, because it takes time for immigrants to
establish themselves financially, immigrants can be burdened with the cost of care if the cost is

high. Studies on immigrant healthcare access in the US show less healthcare use among
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documented and undocumented Mexican immigrants (Ortega et al 2007, Bustamante et al.
2010). This can further indebt immigrants in the process of transition.

Lastly, health risk behaviors among immigrants and the SES risk behavior gradient can
also have implications for immigrant SES health gradient. A previous study by Petrovic et al.
(2018) found that risk behaviors in North America and Scandinavian countries contribute more
to the steeper SES health gradient than in many central and Southern European countries. This
means that as socioeconomic status increases, we also see a gradual decline in engagement with
health risk behaviors. Though the association between risk behaviors and SES is unclear among
immigrants, Blue and Fenelon (2011) found that smoking explains a large part of immigrants'
health advantage over the native-born US population. Kuerban (2016) also notes that Asian
immigrants smoke less than their native-born counterparts. These findings suggest that if
immigrants largely engage in fewer risk behaviors regardless of SES, the SES health gradient can
be smaller among immigrant groups than the native-born group.

Past Studies of Welfare State and Health

The welfare state and health studies focused on either aggregate health measures or
individual characteristics. For studies on aggregate measures, Coburn (2004) found that countries
affiliated with liberal welfare states tend to have more poverty, income inequality, and health
inequality. On the other hand, countries with social democratic welfare state regimes tend to have
better health (in terms of high life expectancy, low infant mortality rate, potential years of life
lost, and lower-income health gradient) than countries with liberal welfare state regimes.
Another study by Ross et al. (2000) comparing the relationship between income inequality and
mortality in the US and Canada found that while the US shows a significant linear relationship

between income inequality and mortality, this relationship is not significant for Canada. They
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suggest that the relationship between income inequality and mortality could be non-linear in
Canada, or there could be policy in Canada that can counter income health gradients.

Other studies on the welfare state and health that focus more on individual-level
measures, specifically social determinants of health, show mixed findings. Namely, Bambra
(2011) calls the mixed finding Scandinavian welfare puzzle where Scandinavian countries would
exhibit more SES health gradients than other European countries with less generous welfare
states. A study by Eikemo et al. (2008) examined the relationship between inequality in
education and health disparity in 23 European countries. In general, their finding suggests that
countries with lower average education have higher rates of ill-health. However, their findings
are more mixed when they include the welfare state into the picture. Although they found a
pattern that education inequality does vary across welfare state regimes systematically, people
within the Scandinavian welfare state experience more educational health disparity than less
generous Anglo-Saxons welfare states. They attribute this finding to the recent influx of
immigrants who can be marginalized from the welfare benefits. They also suggest that they are
among the least educated people in those countries. Another study by Eikemo et al. (2008) finds
a similar puzzling pattern in the income health gradient between the Scandinavian welfare state.
Another study by Mackenbach et al. (2008) on inequality in socioeconomic status and health in
22 countries in Europe also reflects the Scandinavian paradox. Though they did not examine the
welfare state regime as the study’s main agenda, they discovered that in Italy and Spain, where
the welfare state is less generous, there is also less inequality in mortality than in the northern
European countries where the welfare state is more generous. They also did not find evidence of

less inequality in health in the northern European countries where the welfare state had been
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more generous. They attributed those counterintuitive findings to cultural factors such as diet and
lifestyle risks like smoking and drinking.

Olafsdottir (2007) compared Iceland and the United States, representing social
democratic and liberal welfare state regimes, in Esping Anderson's model. The study shows that
relative poverty, employment, and education have comparable effects on health in both countries.
However, relative affluence was found to be not as strongly associated with health in Iceland as
in the United States, suggesting that a more generous welfare state regime might reduce health
disparities by curtailing advantages up top instead of improving the health of those at the bottom.
She also found that being a parent is more strongly associated with better health in Iceland than
in the United States, further showing the labor benefit’s redistributive nature of Iceland's more
generous welfare state.

Studies on the Health of Overall and Immigrant Population in Canada and the US

Studies comparing the US and Canada observe differences in health status according to
income gradient, race, and immigration status (Lasser et al. 2006, Humphries and van Doorslaer
2000). While Lasser et al. (2006) found that health disparities are larger in the US than in
Canada, Humphries and van Doorslaer (2000) found that the income gradient of health in
Canada is comparable to that of in the UK and the US. Lasser and colleagues (2006) contend that
people in the US are less likely to have a doctor, more likely to have unmet health needs, and
more likely to give up needed medicines for various reasons compared to their Canadian
counterparts. Also, people in the US and Canada forgo care for different reasons: people in the
US have turned away from care because of cost, while Canadians are turned away by the long

wait time (Lasser et al. 2006).
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Canadian research on immigrants follows the healthy and sick immigrant paradigms. For
the most part, researchers tend to support the latter. Researchers find robust evidence for healthy
immigrant effects. More specifically, immigrants are less likely to have chronic conditions and
have better mental health than native-born Canadians (McDonald and Kennedy 2004, Lou and
Beaujot 2005). Some have reported mixed results for self-rated health. McDonald and Kennedy
(2004) find little advantage for immigrants compared to the native-born population regarding
self-perceived health. Lu and Ng (2019) only observe a healthy immigrant effect on
self-perceived health for certain groups after adjustment for socioeconomic status and other
health factors. Newbold and Danforth (2003) find contradictory results that immigrants are more
likely than native-born Canadians to report poor health. In fact, they used subjective and
objective measures to show that immigrants tend to have lower health standards regarding
self-perceived health. McDonald and Kennedy (2004) examined the origin of immigration. They
found that immigrants from English-speaking countries and places that have a similar culture to
Canada (e.g., New Zealand, Australia, US) tend to have worse health than immigrants from
Europe and Asia at the time of landing. Lu and Ng (2019) took a closer look at immigration
class, concluding that immigrants in the economic class, especially the principal applicant, show
the largest advantage in healthy immigrant effect while refugees are only advantages in less
severe chronic diseases. It’s crucial to point out that the healthy immigrant effect exists even
after adjustment for SES and health factors.

However, most, if not all, studies can agree that immigrant self-perceived health, chronic
health, and mental health tend to converge with the native-born population as more time is spent
inside Canada. More specifically, McDonald and Kennedy (2004) find that it takes about 20 to

25 years for immigrant health to converge with native-born Canadians, and the rate of decline is
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larger for immigrants from non-English speaking countries like European and Asian immigrants
than immigrants from English speaking countries since non-English speaking country
immigrants showed more health advantages at the time of landing. Newbold and Danforth
(2003), despite having a contradictory finding in self-perceived health where immigrants do
worse than native-borns, they found that immigrants report less chronic illness, but that
advantage erodes over time. Beiser (2003), in a literature review article, finds that for certain
conditions, immigrant health not only converges to native-born Canadians, but they can
overshoot and do worse than native-born Canadians. For example, they cited Sheth and
colleagues (1999) saying that South Asians are five times more likely to have type 2 diabetes
than native-born Canadians in the long term.

In general, researchers are split on the reason for this immigrant health convergence
effect. Newbold and Danforth (2003), similar to this study, turn to various measures of social
determinants of health, stating that immigrants with lower education and lower-income report
lower health status than native-born counterparts who also have lower education and income.
They also found that immigrants in the high-income category also fare slightly worse than the
native-born population. Therefore, income gradients of health exist in the immigrant group. In
addition, they found that immigrants who engage in work do better than those who are not
working. Beiser (2003) seems to agree that poverty and unemployment are two factors that are
universal to health disadvantages and states that immigrants are more likely to find themselves in
that position due to resettlement and integration. They cited Sheth and colleagues (1999),
contending that it takes about ten years for immigrants to establish the financial aspect of their

lives. During that time, additional stress can contribute to the deterioration of health.
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The study of immigrant health in the US tends to focus on acculturation and, more
recently, structural frameworks such as access to healthcare, especially for the undocumented
immigrants (Castatieda et al., 2015). Like immigrants in Canada, the healthy immigrant effect is
observed in the US, also known as the “immigrant health paradox.” The immigrant health
paradox exists in two ways in the US. Firstly, immigrants have better health than their
native-born counterparts. Singh and Siahpush (2002) found that Black, Hispanic, Asian, and
Pacific Islander immigrants with similar socioeconomic status and demographic backgrounds
have better health than native-born white Americans. Another study by Singh and Miller (2004)
later found that only foreign-born black immigrants experience better life expectancy than
native-born blacks. Chinese, Japanese, and Filipino immigrants have lower life expectancy than
their native-born counterparts. Other studies use the immigrant health paradox to express the lack
of an SES health gradient among immigrants, as seen in Gavin and colleagues’ (2010) study on
depressive disorder and deCastro and colleagues’ (2010) study on Asian immigrants. In looking
for explanations for the lack of SES health gradient among immigrants, John and colleagues
(2012) contend that the health paradox could be due to the context of immigration where higher
socioeconomic immigrants may find it more difficult than lower socioeconomic immigrants to
adjust to the destination society. As we have seen earlier from Newbold and Danforth (2003),
immigrants have lower self-perceived health standards, which can lead to an over-optimistic
estimation of immigrant health when using subjective measures.

Studies looked for explanations in risk factors turned to the smoking rate. Blue and
Fenelon (2011) and Kuerban (2016) found evidence that smoking explains a great deal of the
health differentials between immigrants and native-born. Blue and Fenelon (2011) contend that

smoking explains more than 50% of men’s and more than 70% of women’s health differences
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between immigrants and native-born. Kuerban (2016) found that the smoking rate is much lower
among Asian immigrants than among native-born Asians, indicating that smoking can explain
some health differences between immigrants and native-born. Other studies, however, are not
content with the healthy immigrant effect, most likely because the immigrant health diminishing
effect is strong the longer one lives in the US (Blue and Fenelon 2011, Singh and Siahpush 2002,
Singh and Miller 2004, Kuerban 2016, Kandula et al. 2004). Therefore, many turned to the study
of healthcare access and policy framework.

It is well documented that Mexican immigrants use healthcare less than their native-born
counterparts, regardless of legal status. In addition, studies also show that undocumented
Mexican and Latino immigrants visit doctors less compared to US-born counterparts (Ortega et
al. 2007), while others document that undocumented Mexican immigrants have less access to
doctor visits and care even when compared to their documented counterparts (Bustamante et al.
2010). Undocumented immigrants are also less likely to report the lack of access to healthcare
due to their lack of legal status (Ortega et al. 2007). In a recent study, Dondero and Altman
(2020) found that states with restrictive immigrant health policies and even non-health-related
immigrant policies see less healthcare use among immigrants. Siddiqi and colleagues (2009)
stress the importance of health insurance for healthcare access and health outcomes. They found
that insurance access explains a large portion of the unmet health needs between immigrants and

native-born in the US, as well as the difference between immigrants in the US and Canada.

Research Questions
This study marks an effort in exploring three sets of comparisons. Firstly, the study

compares the US and Canada's overall populations on how SES shapes people's health outcomes.
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Since the two countries have similar labor welfare state policies but drastically different
healthcare welfare state policies, the study looks to answer the questions:

Q1: In what ways do the effects of social determinants of health converge or differ for the

health of Canadians and Americans?

Q2: To what degree does the theory of the fundamental cause of disease hold in both

contexts, and to what degrees does it hold?

In addition, a comparison is made between SES's association with perceived health between
immigrants versus non-immigrants within Canada and the US to answer the question:

Q3: How does SES shape immigrant and native-born population's health within Canada

and the US?

Then, I compare the association between SES and perceived health within the immigrant group
and non-immigrant group separately between Canada and the US to answer the question:

Q4: How does the association between SES and health compare for immigrants and

native-born populations in Canada and the US.

The Q3 comparison should elicit how social determinants of health associate with immigrants
and non-immigrants differently in a single society, while the Q4 comparison should show us how
immigrants and non-immigrants in Canada compare to their counterparts in the US regarding the
effect of social determinants of health.

The immigrant and non-immigrant groups will be compared, and therefore, immigrant
status is used as an interaction term on all other independent variables within the model instead
of being treated as an independent variable like most studies mentioned earlier do. Therefore, the
question is no longer about how immigrant status is associated with self-perceived health, but

how the association between socioeconomic status and self-perceived health manifests
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differently for the immigrant and non-immigrant groups. The latter will allow me to explore
whether the fundamental cause of health disparities exists among immigrant and native-born
groups. If the relationship still exists, how does that relationship look for the immigrants versus
non-immigrants? Then, a comparison is made between Canada and the US regarding the
relationship between socioeconomic status and health outcomes and how they are similar or

different for immigrant and non-immigrant groups.

Research Strategy

This study uses the Canadian Community Health Survey (CCHS) 2017/2018
cross-sectional dataset for the Canadian samples and the National Health Interview Survey
(NHIS) 2018 cross-sectional dataset for the United States samples. The study uses these two
datasets for a couple of reasons. Firstly, the two surveys are designed for research on health,
which provides comparable health measures. Secondly, the two datasets offer information on
immigrants and the native-born population, which is one of the main research agendas in this
study.

CCHS samples noninstitutionalized populations in all provinces besides people living on
Indian Reserves and Crown Lands. The exclusion of the institutionalized population includes
those in health institutions, prisons, and full-time military personnel. Similarly, NHIS also
samples noninstitutionalized people living in 50 states and the District of Columbia. For NHIS,
students living in the dormitory are included in the household they live in permanently. CCHS
conducted 75% of the 2018 interviews in-person and 25% by phone, while NHIS conducted
face-to-face interviews only. CCHS targets the population aged 12 and over, while NHIS does

not have a specified target age. NHIS interviews sample adults (18 and over) themselves unless
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they cannot do so due to mental and physical disability. Sample youth's (17 or below)
information is collected from parents or an adult responsible for the health of the sampled youth.
Measures

Dependent variable: Perceived health. The dependent variable is perceived health. In the
CCHS, perceived health was coded from poor (coded 0) to excellent (coded 4). In dichotomizing
the variable for logistic regression, poor and fair are categorized into poor (coded 0), and good,
very good, and excellent are categorized as good (coded 1). NHIS has the same categories as
CCHS, albeit Excellent was originally coded 1 and poor was coded 5. Recoding of the NHIS was
carried out, so that poor is coded 0, and good is coded 1 for consistency. Perceived health was
previously used by Olafsdottir (2007) to study the welfare state and health. The World Health
Organization also recognized it as suitable for comparative research (de Bruin, Picavet, and
Nossikov 1996 cited by Olafsdottir 2007).

Independent variables: Education. Education is measured somewhat differently in the two
surveys. In CCHS, education is categorized into three categories: less than secondary school
graduation, secondary school graduation but no post-secondary education, post-secondary
certificate or university degree. Due to the generic categories in CCHS, NHIS was recoded to
match the three categories in the Canadian survey for consistency. The final categories for both
datasets are: less than high school graduation (coded 1), high school graduation (coded 2), and
college education or associate degree (coded 3).

Employment in the past 12 months: Employment status is a dummy variable that
measures whether the person worked (coded 2) in the past 12 months or past year or not (coded
1). The questions are worded slightly differently in the two surveys. In CCHS, the question asks

the respondent whether they worked at a job or a business anytime in the past 12 months
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regardless of pay, while in NHIS, the question asked about working for pay in the past year. It is
possible that someone worked without pay and is unable to reflect their work through the
variable chosen in the NHIS dataset.

Household income: Household income in both CCHS and NHIS both came in five
categories. Even though they do not line up exactly, they allow meaningful comparisons between
the two countries especially when comparing the poorest to the richest category. It's important to
note that the Canadian categories are, in general, 10 to 20 thousand dollars less than the US
categories. This could result in more people clustered in the top income categories for Canada. In
addition, two limitations are introduced with this variable. Firstly, the household income cannot
be adjusted for consumer buying power due to the categorical nature. Also, the number of
household members is accounted for separately as a control variable. Secondly, the US
household income is recorded in the family data file, which means the number of missing data is
exaggerated once household incomes are joined and assigned to individuals (11.8% missing for
households 12.6% missing for individuals). However, out of all the missing household income,
about 81% of the missing data comes from the native-born population. Given that the
native-born population represents about 85% of the sample, the missing data should not
disproportionately affect immigrants and non-immigrants.

Control variables: Control variables that are included in all of the models presented
include age, sex, race, and family size. Age appears as categories in CCHS and is treated as a
factor, while age 1s a continuous variable in NHIS. Therefore, age in NHIS is recoded to reflect
the categories in CCHS. Race variable for the CCHS is suboptimal because they only included

three categories in the data file (white, non-white, aboriginal), despite the survey questionnaire

2 Immigrant status is defined as someone who is not born in the US or Canada. It is irrespective of
citizenship status.
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having many racial and ethnical categories. Thus, NHIS was recoded to match the CCHS
category. Eventually, race is dichonomized into white and non-white. Lastly, family size is
controlled by both countries. The US data was recoded to match the Canadian dataset with one to
four categories reflecting the exact number of people in the household and the fifth category

representing family size of five and over.

Results

Table 1 is the Descriptive statistics for the variables used in this study. Two things are
worth noting. Firstly, Canadian immigrants show a clear advantage in education compared to the
native-born population and marginally better health than the native-born population, which
reflects the points system for Canadian immigration working in selecting immigrants who are
better educated, and the stringent immigrant health screening, screening for immigrants with
conditions that may create a huge burden on the healthcare system (Lu et al. 2017, Antecol et al.
2003). Also, while Canadian immigrants’ income distribution is similar to that of the native-born
population, the US immigrants show a significant income deficit compared to their native-born
counterparts. In fact, the US exhibits a more polarized income distribution, with the lowest and
highest income category possessing the highest share of people. This bimodal distribution on the
lowest and highest end also exists in the immigrant group. For the immigrant group, almost
one-third of the people fall into the lowest income bracket.

Table 2 reports income’s association with self-perceived health for overall population,
immigrants, and native-born population for both Canada and the US. The dependent variable for
all models is self-perceived health, which is dichotomized into poor (0) and good (1). As we can

see from table 2, the average probability of having good health increases as income increases in
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both countries compared to the reference group, which is the lowest income group in both
countries across all three models. Across all three models for the overall population, Canada and
the US shows similar marginal effects for the highest income group, and therefore, similar
probability of having good health. Another interpretation is that Canada and the US have similar
health disparities across income groups, also known as income health gradient. This directly tests
the overarching research question, showing strong evidence that income affects the Canadian and
American overall population in similar ways.

However, when we transition our attention to the immigrant and native-born population,
we see an interesting pattern (highlighted in gray). In model 1, the top income group for the
Canadian immigrant shows a slightly less increase in the probability of having good health over
the lowest income group than the increase experienced by the highest income group in the US
immigrant despite the native population in both countries showing similar probability for good
health. This pattern persists through the three models. It’s also important to note that immigrants
in both countries show smaller income health gradients than their native born counterparts. This
finding suggests two things. Firstly, we observe smaller income health gradients in Canadian
immigrants than the US immigrants. Secondly, immigrants in both countries experience smaller
income health gradients than their native-born counterparts. This suggests that immigrants not
only experience income health gradient differently from their native-born counterparts, but also

experience income health gradient differently in the two countries.
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Table 1. Descriptive Statistics (%table)

Canada US
Canadian  Canadian UsS
Total Imm Native-born Total USImm Native-born
(N=91,541) (N=15,187) (N=76,354) (N=48,372) (N=8,479) (N=39,893)
Health
Good 87.3 89.4 86.9 87.2 86.9 87.2
Sex
Female 53.2 53.2 53.2 52.1 53.3 51.9
Race
Non-white 19.1 59.5 11.0 19.7 39.3 15.5
Age
Younger than 18 43 2.6 4.7 1.6 0.6 1.8
18-39 31.2 343 30.6 35.1 35.7 35.0
40-69 55.8 53.4 56.2 50.2 53.8 49.7
Older than 70 8.7 9.6 8.5 12.9 9.9 13.5
Family Size
1 26.7 22.8 27.5 17.7 12.4 18.8
2 36.3 31.6 37.2 34.7 26.2 36.5
3 14.5 16.5 14.1 18.0 18.7 17.8
4 14.3 17.1 13.8 15.8 20.2 14.8
5 and more 8.1 12.0 7.4 13.9 22.5 12.1
Immigration Status
Native-born 83.4 82.5
Household Income
No income or less No income or less
than $20,000 8.6 9.6 8.4 than $34,999 25.0 30.3 23.9
$20,000 to $39,999 14.5 15.6 14.3 $35,000 to $49,999 10.8 12.2 10.6
$40,000 to $59,999 15.3 15.8 15.2 $50,000 to $74,999 16.8 16.5 16.9
$60,000 to $79,999 13.6 13.7 13.6 $75,000 to $99,999 14.0 11.4 14.6
$80,000 or more 48.0 45.4 48.5 $100,000 or more 33.2 29.5 34.0
Education
Less than high
school graduation 15.6 9.9 16.7 11.3 23.6 8.7
High school
graduation 23.8 19.7 24.6 25.1 21.3 26.0
College education 60.7 70.4 58.7 63.5 55.2 65.3

Employment in the
Past 12 months

Yes 69.9 69.8 70.0 67.2 67.6 67.1
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Table 3 reports education’s association with self-perceived health for overall population
and immigrants for both countries. The only notable finding is that immigrants in both countries
experience less education health gradients than their native-born counterparts and Canadian
immigrants experience less income health gradients than American immigrants. These
differences, both within countries and between countries, are eliminated after controlling for
household income (model 2), household income and employment status (model 3).

Table 4 reports employment status’ association with self-perceived health for overall
population and immigrants for both countries. The result shows less employment status health
gradient in Canada for both immigrants and native-borns. Overall, immigrants in both countries

experience less employment status health gradient than their native-born counterparts.
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Table 2. Logistic Regression of Self-Perceived Health on Household Income for Overall Canadians, Overall Americans, and Immigrants
and Native-born for Both Countries Controlling for Race, Gender, Age, and Household Size (Reported numbers are Marginal Effect).

Canada US
Difference Difference
Total Immigrant Native-Born (Immigrant - Native Total Immigrant Native-Born (Immigrant -
(N=91,541) (N=15,187) (N=76,354) Born) (N=48,372) (N=8,479) (N=39,893) Native Born)
Model 1.
Household Income Household Income
No income or less No income or less than
than $20,000 Reference Reference  Reference $34,999 Reference Reference  Reference
$20,000 to $39,999 0.108 0.039 0.125 -0.086*** $35,000 to $49,999 0.100 0.097 0.102 -0.005
$40,000 to $59,999 0.162 0.075 0.184 -0.109%*** $50,000 to $74,999 0.148 0.102 0.161 -0.059%***
$60,000 to $79,999 0.193 0.093 0.219 -0.126%** $75,000 to $99,999 0.186 0.144 0.200 -0.056%*
$80,000 or more 0.222 0.111 0.251 -0.140%** $100,000 or more 0.220 0.178 0.236 -0.058%**

Model 2. Controlling for Employment Status

No income or less No income or less than
than $20,000 Reference Reference  Reference $34,999 Reference Reference  Reference
$20,000 to $39,999 0.063 0.014 0.076 -0.062%*** $35,000 to $49,999 0.065 0.070 0.063 0.007
$40,000 to $59,999 0.103 0.040 0.119 -0.079%*%** $50,000 to $74,999 0.103 0.071 0.111 -0.040*
$60,000 to $79,999 0.128 0.054 0.147 -0.093%** $75,000 to $99,999 0.133 0.111 0.14 -0.029
$80,000 or more 0.150 0.068 0.172 -0.104%** $100,000 or more 0.166 0.141 0.174 -0.033.

Model 3. Controlling for Education and Employment Status

No income or less No income or less than

than $20,000 Reference Reference  Reference $34,999 Reference Reference  Reference
$20,000 to $39,999  0.055 0.014 0.066 -0.052%** $35,000 to $49,999 0.049 0.054 0.048 0.006
$40,000 to $59,999  0.087 0.036 0.101 -0.065%** $50,000 to $74,999 0.081 0.045 0.091 -0.046*
$60,000 to $79,999  0.108 0.049 0.125 -0.076%** $75,000 to $99,999 0.109 0.082 0.118 -0.036

$80,000 or more 0.127 0.060 0.146 -0.086%** $100,000 or more 0.140 0.105 0.152 -0.047*
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Table 3. Logistic Regression of Self-Perceived Health on Education for Overall Canadians, Overall Americans, and Immigrants and
Native-born for Both Countries Controlling for Race, Gender, Age, and Household Size (Reported numbers are Marginal Effect).

Canada US
Difference Difference
Total Immigrant Native-Born (Immigrant - Total Immigrant Native-Born  (Immigrant -
(N=91,541) (N=15,187) (N=76,354) Native Born) (N=48,372) (N=8,479) (N=39,893)  Native Born)
Model 1
Education
Less than high
school graduation =~ Reference Reference Reference Reference Reference Reference Reference Reference
High school
graduation 0.088 0.073 0.088 -0.015 0.109 0.089 0.122 -0.033
College education
0.133 0.105 0.135 -0.030 0.177 0.151 0.191 -0.040
Model 2 Controlling for household income
Education
Less than high
school graduation ~ Reference Reference Reference Reference Reference Reference Reference
High school
graduation 0.054 0.059 0.049 0.010 0.532 0.053 0.065 -0.012
College education
0.087 0.083 0.082 0.001 0.083 0.080 0.094 -0.014
Model 3 Controlling for household income and employment status
Education
Less than high
school graduation =~ Reference Reference Reference Reference Reference Reference Reference Reference
High school
graduation 0.043 0.048 0.039 0.009 0.045 0.048 0.052 -0.004
College education
0.071 0.065 0.066 -0.001 0.070 0.073 0.076 -0.003
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Table 4. Logistic Regression of Self-Perceived Health on Employment in the Past 12 Months for Overall Canadians, Overall Americans,
and Immigrants and Native-born for Both Countries Controlling for Race, Gender, Age, and Household Size (Reported numbers are

Marginal Effect).
Canada US
Difference Difference
Total Immigrant Native-Born (Immigrant - Total Immigrant Native-Born  (Immigrant -
(N=91,541) (N=15,187) (N=76,354) Native Born) (N=48,372) (N=8,479) (N=39,893) Native Born)
Model 1
Employment in the
Past 12 months
No Reference Reference Reference Reference Reference Reference Reference Reference
Yes 0.146 0.102 0.159 -0.057*** 0.186 0.165 0.194 -0.029**
Model 2 Controlling for household income
Employment in the
Past 12 months
No Reference Reference Reference Reference Reference Reference Reference Reference
Yes 0.109 0.087 0.116 -0.029 0.134 0.114 0.141 -0.027.
Model 3 Controlling for household income and education
Employment in the
Past 12 months
No Reference Reference Reference Reference Reference Reference Reference Reference
Yes 0.101 0.082 0.108 -0.026 0.131 0.106 0.137 -0.031.
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Discussion

This study uses nationally representative data from the US and Canada to examine the
relationship between social determinants of health and self-perceived health in two different
welfare states. The study compares social determinants of health’s association with
self-perceived health between the two countries given a similar liberal labor market welfare state
but different healthcare welfare state approaches. The answer to this question is twofold. Firstly,
social determinants of health are strongly associated with perceived health in both countries. One
may suspect that a country with universal healthcare should have a minimum association
between education, employment status, and health because the system is equalizing in nature,
and healthcare is free for everyone. In Canada, healthcare is also not attached to one’s
employment compensation, as is often the case in the US (Case and Deaton 2020), making one
suspect that employment status is less important to health in Canada. However, studies have
shown that the relationship between education, employment status, and health is more than just
allowing access to healthcare when health problems arise; they often relate to preventive
measures. Mirowsky and Ross (2015) state that education entails reading, writing, and critical
thinking that can never be taken away, which subsequently affects one’s approach to the choice
of lifestyle. Additionally, they contend that education arms people with perseverance when
facing difficulties and grants people a heightened sense of personal control. In the context of
universal healthcare, Deaton (2002) argues that people with higher education can better utilize
the system, making a seemingly equal system unequal in its outcomes. When it comes to
employment (or unemployment), the health deficit can come directly from the income loss,
health insurance in the context of the US, but also indirectly from the psychological effects like

the stigma associated with idleness, reduced social interactions, and the loss in the sense of



30

self-worth (Bambra and Beckfield 2012). In addition, Lasser and colleagues (2006) and
Sanmartin and colleagues (2006) show that barriers to care are different in the US than in
Canada. While cost is the barrier to entry to the US healthcare system, the long wait time is the
barrier for Canadians. This can potentially reduce health advantages in the higher household
income group in Canada because money may not be able to buy better healthcare or cut the line
in a country with universal healthcare (Olafsdottir 2007).

Secondly, suppose we switch our attention away from statistical significance to focus on
the marginal effect and the magnitude of the differences between groups. We observe that
Canada has smaller education and employment health gradients in Tables 3 and 4. Though the
difference is minuscule, it is worth attention for future research to understand the difference in
the meaning of being employed and being highly educated in the two societies. By examining the
magnitude of the difference in inequality, Bambra and Eikemo’s (2009) study on the association
between unemployment and health in different welfare states found that people living in
countries with more generous welfare states experience less employment health gradient than
people living in less generous welfare states. Interestingly, their study used a welfare state
typology that largely reflects labor market decommodification. This study sees differences in
employment health gradients even in countries with similar labor market welfare states but
different healthcare welfare states. This indicates that despite scholars arguing that universal
healthcare does not alleviate health inequalities if one lives in financially strained situations
(Olafsdottir 2007 cited Davey Smith and colleagues 1990, Townsend and colleagues 1990),
universal healthcare in Canada seems to make a difference, though small difference, to reduce
unemployment health gradient. Additionally, Bambra and Beckfield (2012) cited Diderichsen

(2002), stating that the use of welfare in less generous welfare states can be associated with more
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stigma than welfare entitled countries. In the case of Canada, the use of welfare may be
associated with less stigma, which alleviates the psychological stress related to welfare usage.
Future studies can pursue this path as the study of values is out of the purview of this study.

This study contrasts Olafsdottir’s (2007) study, of which she concludes that relative
affluence is significantly associated with self-assessed health for Americans but not for
Icelanders. However, it is important to remember that Iceland is categorized as a
social-democratic welfare state regime for both labor market and healthcare policy areas. Given
that Canada is liberal (less generous) in labor market policies but social-democratic (generous) in
healthcare policies, this comparison suggests that the universal healthcare system may not be as
effective in reducing health inequalities related to income as generous labor market welfare
regimes. This goes back to our discussion earlier that one’s health outcomes are not simply
related to access to care but often related to preventative measures. Those with more income
might gain access to better living environments, cleaner food and water, and work environments
(Bambra and Beckfield 2012).

This result has implications for the theory of the fundamental cause of disease. The
statistical significance and the marginal effect support the theory of the fundamental cause of
disease for both the US and Canada. This finding suggests that universal healthcare may not be
as equalizing as expected. However, even though this result is unexpected, it is not necessarily
unique. Eikemo et al. (2008) study on income health inequalities finds that the Scandinavian
welfare regime with both a social-democratic (more generous) labor market and healthcare
policies shows larger income health inequalities than the Bismarckian welfare state regime (less
generous). In fact, the unexpected finding of the Scandinavian welfare state regime spans

multiple areas, including education-related health inequality (Eikemo et al. 2008). Bambra
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(2011) famously calls these findings the Scandinavian welfare puzzle. She attributes the puzzle’s
existence to culture and behavior, materialist, psychosocial, and life course explanations. For
example, socioeconomic inequality in smoking is higher in multiple Scandinavian welfare
countries (Mackenbach et al. 2008, Cavelaars et al. 2000). In the North American context,
studies by Dinca-Panaitescu and colleagues (2011, 2012) show that the relationship between low
income and Type II diabetes in Canada is significant even after controlling for age, sex, and
health behaviors. In a literature review, Petrovic and colleagues (2018) found that health
behaviors tend to contribute more to socioeconomic health differences in North America and
Northern Europe (aligns with the Scandinavian puzzle) than in Central/Southern Europe. They
also suggest that the change in health behaviors that used to damage higher SES people’s health,
like smoking and high energy diets, now affect low SES groups. Miech’s (2008) study on
cocaine use in the 80s and 90s in the US also suggests the remnant effect where the high SES
tend to opt out of unhealthy behaviors, leaving the low SES people to continue the risk
behaviors. Therefore, I suggest future research on the welfare state and health should account for
socioeconomic inequality in health behaviors. In general, more studies should be done on
socioeconomic inequality in health behaviors in Canada because it may contribute tremendously
to the understanding of health inequalities/disparities.

On the immigrant population front, results show notably smaller income health gradients
for Canadian immigrants than US immigrants and smaller income health gradients than their
native-born counterparts. In fact, US immigrants also experience smaller income health gradients
than the native-born population. It’s important to reiterate the difference in dollar amount in the
income categories and currency difference between the two countries. A measure of income

adjusted to buying power may be a better indicator, though not possible for this study due to
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incomes being categories. However, we can still learn something from the marginal effect for the
top income group compared to the lowest income group. The takeaway is that immigrants’ health
is less sensitive to change in income than native-borns, and Canadian immigrants’ health is not
as sensitive to the change in income as the US immigrants.

There are multiple ways we can unpack these findings. Firstly, our sample reflects the
large population pattern that Canadian immigrants have slightly better health, much more
household income, and much higher educational attainment than the US immigrants (Antecol et
al. 2003, Lu et al. 2017). This is most likely due to the Canadian points system as well as the
more stringent health screening that works in harmony, selecting educated and healthy
immigrants (Antecol et al. 2003, Lu et al. 2017). Therefore, we cannot rule out the possibility
that Canadian immigrants are already better established financially and educationally in their
sending country before immigrating to Canada, which could be associated with relatively good
health at the time of immigration (Healthy immigrant effect). As we know from Sheth and
colleagues (1999) that it can take up to ten years for immigrants to establish themselves in
Canada, which elicits the possibility that lower income immigrants in Canada are enjoying their
health advantage established before immigration. As we know, most studies on immigrant health
in Canada observe the deterioration of immigrant health advantages and the eventual
convergence with native-born people’s health (McDonald and Kennedy 2004, Newbold and
Danforth 2003, Beiser 2003). This suggests that the healthy immigrant effect in conjunction with
the universal healthcare system in Canada might be one of the reasons why immigrant household
income is not as strongly associated with immigrant health compared to the US counterparts in
this study, given that the universal healthcare can be significant at alleviating the cost burden for

new immigrants. Due to the coarse nature of the Canadian data, the study is unable to include
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years since immigration as a control or variable of interest in a meaningful fashion, despite the
fact that it may affect the outcome of the association between household income and health. An
interesting future study would be income’s association with health across the number of years
since immigration. I suspect we might see an increasing association between income and health
as more years are spent in Canada.

Secondly, from the US perspective, even though the healthy immigrant effect is also
observed, albeit it also diminishes with time (Singh and Siahpush 2002, Blue and Fenelon 2011
Singh and Miller 2004, Kuerban 2016, Kandula et al. 2004), people are burdened with the high
cost of healthcare soon after immigration. In addition, studies show that the largest immigrant
group to the US, Mexican immigrants, use less healthcare than native-born counterparts,
regardless of legal status, while the undocumented Mexican and Latino immigrants use
healthcare even less than their legal counterparts due to fear of deportation (Ortega et al. 2007,
Bustamante et al. 2010). The US-specific immigrant demographic profile and the larger number
of undocumented immigrants may have something to do with income’s association with health,
especially given that undocumented immigrants are often marginalized in the US society in every
single way, from getting a job to access to care (van Doorn and Vijay 2021). Future studies can
test this hypothesis by comparing the health convergence effect among immigrants between
Canada and US to see if the immigrant health advantage in the US diminishes quicker due to the
healthcare cost burden and the fact that US immigrants are possibly less established than the
Canadian immigrants financially and educationally.

Lastly, immigrants experience a smaller income health gradient across two countries than
their native-born counterparts. In this case, I emphasize the importance of socioeconomic

inequality in risk behaviors like smoking, which can also increase the association between
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income and health of the native-born population. In fact, Blue and Fenelon (2011) show that
smoking explains about 50% of men’s and 70% of women’s health differences between
immigrants and native-born, with immigrants being the advantageous group. Even when race and
ethnicity are controlled, Kuerban (2016) found evidence that native-born Asians tend to smoke
more than Asian immigrants. These studies point to a trend that future research should expand
the study on risk behaviors to multiple different ones and observe how they differ between

immigrants and native-born.

Conclusion

The study uses nationally representative data from Canada and the US to answer the
overarching question: does the theory of the fundamental cause of disease hold in Canada, a
country with a similar liberal labor market welfare state to the US but universal healthcare. The
answer to this question is that the fundamental cause of disease does hold in Canada. When
looking at the overall population, Canada, just like the US, shows statistically significant
relationships between education, employment status, household income, and self-perceived
health. After computing for average marginal effect, Canada and the US show a comparable
health income gradient. However, when examining the immigrant population, the health income
gradient is not as dramatic in Canada as it is in the US, suggesting immigrant health in Canada is
less sensitive to income. Both Canada’s and the US immigrants’ health are less sensitive to
income than the native-born population, suggesting that immigrants in both countries experience
income health inequality differently than their respective native-born populations. The study
suggests that the comparison between the US and Canada can benefit from studies of

socioeconomic inequality in risk behaviors like smoking and many other risk behaviors. Studies
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in the future can also compare the health convergence effect between Canada and the US to
understand both the role universal healthcare in Canada might have played in this effect, but also

the association between income and health over time.
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