
 1Salami B, et al. BMJ Global Health 2022;7:e008189. doi:10.1136/bmjgh-2021-008189

Immigrant child health in Canada: a 
scoping review

Bukola Salami, Mary Olukotun    , Muneerah Vastani, Oluwakemi Amodu    , 
Brittany Tetreault, Pamela Ofoedu Obegu, Jennifer Plaquin, Omolara Sanni

Original research

To cite: Salami B, Olukotun M, 
Vastani M, et al. Immigrant child 
health in Canada: a scoping 
review. BMJ Global Health 
2022;7:e008189. doi:10.1136/
bmjgh-2021-008189

Handling editor Seema Biswas

 ► Additional supplemental 
material is published online only. 
To view, please visit the journal 
online (http:// dx. doi. org/ 10. 
1136/ bmjgh- 2021- 008189).

Received 3 December 2021
Accepted 5 April 2022

Faculty of Nursing, University 
of Alberta, Edmonton, Alberta, 
Canada

Correspondence to
Dr Bukola Salami;  
 bukola. salami@ ualberta. ca

© Author(s) (or their 
employer(s)) 2022. Re- use 
permitted under CC BY- NC. No 
commercial re- use. See rights 
and permissions. Published by 
BMJ.

ABSTRACT
Introduction Understanding the health of immigrant 
children from birth to 18 years of age is important 
given the significance of the early childhood years and 
complexity of factors that may influence the health status 
of immigrant populations. Thus, the purpose of this review 
was to understand the extent and nature of the literature 
on the health of immigrant children in Canada.
Methods We conducted a scoping review of the literature. 
The review was focused on studies of first- generation and 
second- generation immigrant children aged 0–18 years. 
We completed standardised data extraction of immigration 
status, immigration route, age of children, data source, 
health or clinical focus, country of origin and major 
findings.
Results In total, 250 published papers representing data 
from 237 studies met the inclusion criteria for this study. 
A total of 178 articles used quantitative methodologies 
(mostly survey and cross- sectional study designs), 54 
used qualitative methodologies and 18 used mixed 
methodologies. The articles considered in this review 
included 147 (59%) focusing on physical health, 76 (30%) 
focusing on mental health and 37 (15%) focusing on the 
social aspects of health for refugee and first- generation 
and second- generation immigrant children across the 
provinces and territories of Canada.
Conclusions Several literature gaps exist with respect to 
child immigrant health in Canada. For instance, there are 
no exclusive studies on immigrant boys and limited studies 
on children of international students.

INTRODUCTION
Globally, trends in migration are increasing 
due to factors such as conflict, persecution, 
poor living environments and lack of personal 
safety.1 As of 2016, approximately 7 540 830 
foreign- born individuals lived in Canada, 
representing 21.9% of the population.2 The 
size of Canada’s foreign- born population 
is also reflected in the proportion of immi-
grant children. Children under the age of 
15 years with an immigrant background 
(ie, first- generation and second- generation 
immigrants) number nearly 2.2 million in 
Canada and could represent up to 49% of 
the total population of children by the year 
2036.3 Considering the growing population 

of immigrant children in Canada, the signif-
icance of the early childhood years, and 
increasing evidence that immigration status 
profoundly influences well- being, an under-
standing of immigrant children’s outcomes 
from birth to 18 years of age is invaluable 
towards ensuring their long- term health and 
well- being.4

Evidence suggests immigrants arrive 
in Canada with better health than their 
Canadian- born counterparts, however, ineq-
uitable access to societal resources negatively 
influences the wholesome health they experi-
ence on arrival, a phenomenon referred to as 
the ‘healthy immigrant effect’.4 5 Social deter-
minants of health such as housing, education, 
employment, food security, access to health-
care services and other social supports are 

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ According to a phenomenon known as the healthy 
immigrant effect, immigrants to Canada arrive in 
better health than their Canadian- born counterparts, 
but many experience a decline in their health status 
with time in Canada.

 ⇒ Immigrant children in Europe and North America are 
at increased risk for communicable diseases, chron-
ic illness, mental health disorders and poor social 
well- being.

WHAT THIS STUDY ADDS
 ⇒ Our review identified that experiences of discrim-
ination and a lack of cultural competence within 
healthcare systems represent barriers to immigrant 
families using or seeking services for their children.

 ⇒ While immigrant children in Canada experience in-
equitable access to resources, their unique migra-
tion experiences differentially impact their physical 
health, mental health and social well- being.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

 ⇒ Findings from this review support the development 
of collaborative and multisectoral networks that en-
act cultural safety for immigrant families, particularly 
newcomer immigrants and refugees, towards facil-
itating access to the Canadian healthcare system.
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foundational to well- being, and notably, these are also 
areas within which many immigrants face difficulties.6 7 
Despite this generalisation, individuals from immigrant 
backgrounds are diverse and have unique intersecting 
factors that predispose them to increased vulnerabili-
ties compared with their native counterparts. Various 
combinations of premigration and postmigration expe-
riences also contribute to the health issues experienced 
by immigrants.5

Canadian primary care providers have identified 
several high priority issues among immigrant and 
refugee populations new to the country, such as certain 
infectious diseases, mental health conditions, iron defi-
ciency anaemia, diabetes, dental caries and other key 
maternal and child health conditions.8 Children and 
infants of immigrant/refugee women may have poor 
nutritional status due to interruption of feeding, poor 
breastfeeding practices and lack of healthy food access.1 
Additionally, many immigrants and refugees come 
from areas with increased incidences of communicable 
diseases which increase their risk of infection. However, 
non- communicable diseases leading to chronic illnesses 
are increasingly recognised as shaping the health status 
of immigrants and refugees.1

A systematic study in Europe demonstrated that immi-
grant children may be increasingly at risk of mental 
health disorders and medical conditions such as tubercu-
losis and dental caries9; in North America, Asian children 
have a higher risk of developing mental health issues 
due to ‘high acculturation stress, low English language 
competence, language brokering and discrepancies in 
children’s and parent’s cultural orientation (the non- 
Western cultural orientation, eg, collectivistic, accep-
tance feelings of parents or harsh parenting)’.10 By and 
large, immigrant children face compounded challenges 
during adolescence, as Pottie et al11 stressed, noting that 
first- generation immigrants are more likely to experience 
bullying, violence and suicidal behaviours compared 
with native- born or later- generation immigrants. Further-
more, exposure to adverse living conditions and unmet 
social determinants of health as children can have nega-
tive outcomes that lead to cycles of adversity and influ-
ence health across the lifespan and across generations.12 
Therefore, the nested environment of immigrant chil-
dren also has implication for future generations and 
requires increased attention.

This paper reports on a scoping review of evidence on 
immigrant child health in Canada. To our knowledge, 
this is the first comprehensive synthesis of the litera-
ture on the health of immigrant children in Canada. 
This review aimed to determine the extent, range 
and scope of the literature related to immigrant child 
health in Canada. Our approach allows for reflection on 
how future research, policy and practice can improve 
the health of Canadian children with an immigrant 
background.

METHODS
We used a scoping review methodology to collate studies 
focusing on immigrant child health in Canada. Scoping 
reviews are appropriate for broad topics with diverse 
study designs.13 Arksey and O’Malley13 indicated five 
stages in conducting a scoping review. The first and 
second stages are identification of research questions 
and relevant studies through literature searches. The 
third stage includes study selection, and stages 4 and 5 
comprise data extraction and collation.

Identification of research questions and relevant studies
We identified broad research questions as guided by 
Arksey and O’Malley13: (1) What is the extent and nature 
of the literature on the health of immigrant children 
in Canada? and (2) What are the gaps in evidence on 
the health of immigrant children in Canada? A health 
science librarian assisted in refining our search strategy 
and in searching the following databases: PUBMED, 
CINAHL, Scopus, SocIndex and Sociological Abstract. 
We combined three sets of keywords. The first set were 
those that represented immigrant populations, such as 
immigrant*, migrant*, immigration*, migration* and 
transients. The second set were those related to child, 
such as child*, adolescent*, infant, toddler and preschool. 
The third set were those that represented health, such 
as health*, wellness, wellbeing, illness*, disease* and 
morbidit*. We conceptualised immigrants inclusively, to 
describe ‘a person who moves into a country other than 
that of his or her nationality or usual residence, so that 
the country of destination effectively becomes his or her 
new country of usual residence’, whether short- term or 
long- term, corresponding to a stay between 3 and 12 
months or >12 months, respectively.14We conceptualised 
health broadly, in line with WHO’s15 definition of health 
as ‘a state of complete physical, mental and social well- 
being and not merely the absence of disease or infirmity’. 
Our three keyword sets were also combined with the 
word Canada and the names of each Canadian province/
territory (online supplemental file 1).

Our initial search was completed in 2017 to focus on 
articles from the previous 20 years; our updated database 
search was completed in May 2021. Journal articles were 
also identified through a review of the reference lists of 
articles meeting our inclusion criteria. We subsequently 
completed a grey literature search in February 2022 with 
revision of our initial submission to the journal. Grey liter-
ature were identified through targeted Google searches 
using the keywords applied in our database search. Our 
grey literature search also included the university grey 
literature collection; a search in ProQuest Dissertations 
and Theses and searches of the websites of government 
agencies, research institutes and organisations that focus 
on immigrant child health, child health or population 
health. We reviewed the first 100 results when searches 
yielded more than 10 pages. Our grey literature search is 
outlined in online supplemental file 2.
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Study selection
Due to the vast literature retrieved, we limited our analysis 
to articles published in the past 20 years at the time of the 
initial search in 2017, then updated our results to include 
articles published up to May 2021 when the last search was 
completed, then added the publications identified from 
our grey literature search. Two members of the research 
team read the titles and abstracts, then full text of relevant 
articles to identify those that met the inclusion criteria. 
Disagreements were resolved by a third member of the 
research team. Articles were included that: (1) focused on 
first- generation or second- generation immigrant children 
age 0–18 years; (2) contained primary data or secondary 
analysis and (3) reported on studies completed in Canada. 
In our screening, we conceptualised first- generation and 
second- generation immigrant children as children born 
outside of Canada or children with at least one parent 
born outside of Canada, respectively; this was inclusive of 
children of international students and transient foreign 
workers. We excluded reviews and articles focused on the 
education system without information on health. Grey 
literature were also reviewed using these criteria. Figure 1 
details each stage of the selection process.

Data extraction and collation
We extracted the following information: author name(s), 
year of study, purpose, methodology, data collection 

method, sampling, sample size, gender of participants, 
immigration status, immigration route, age of child, data 
source (parent, child, health professional, etc), health 
or clinical focus, country of origin, province/territory of 
participants and major findings. Based on the approach 
by Arksey and O’Malley,13 we did not complete a quality 
appraisal of included studies as the main objective was to 
map out the extent of the literature. The team read the 
results and identified preliminary categories. These were 
then expanded and eventually collapsed into three major 
categories.

RESULTS
In total, 250 published papers representing data from 
237 studies met our inclusion criteria and are summa-
rised in online supplemental file 3. A total of 178 arti-
cles used quantitative methodologies (mostly survey and 
cross- sectional study designs), 54 used qualitative meth-
odologies (mostly explorative) and 18 used mixed meth-
odologies. Most of the research studies were conducted 
in non- clinical settings. The type and size of the selected 
sample varied according to the study design. In quan-
titative studies, both probability and non- probability 
types of sampling were used. The most common was 
convenience sampling based on predetermined inclu-
sion and exclusion criteria. Other common types were 

Figure 1 Preferred Reporting Items for Systematic Reviews and Meta- Analyses flow diagram of selected studies. Adapted 
from Page et al.100 For more information, visit: http://www.prisma-statement.org/.
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cluster or snowball sampling and secondary data analysis. 
Many studies used a combination of sampling strategies. 
Ninety- eight articles did not clearly describe the sampling 
strategy employed.

The sample size for quantitative studies ranged from 
36 to 3 370 641 participants. Among qualitative studies, 
mostly purposive sampling was adopted, and the sample 
sizes ranged from 1 to 94. In mixed- method studies, 
various types of sampling techniques were used, and 
sample sizes ranged from 12 to 1225 participants. The 
main data sources were children and adolescents 
(n=119) followed by parents and caregivers (n=80). 
Large Canadian national datasets, various surveys and 
registries (n=66) as well as document, chart and record 
reviews (n=31) were also used as major sources of data. 
In a few studies, data were also collected from teachers 
(n=5), adults (n=7), families (n=6), healthcare profes-
sionals and service providers (n=15) and stakeholders 
and leaders (n=6).

Most studies included both male and female chil-
dren (83%); however, a few studies focused primarily 
on adolescent girls. The most common age group was 
13–18 years (27%) followed by 0–5 years (17%) and 
6–12 years (10%). Immigrants listed regions of Asia, 
Africa, America, Europe, the Caribbean, the Middle East 
and Oceania as their countries of origin. Most studies 
broadly identified immigrants (56%) as the target popu-
lation. The second- largest group identified was second- 
generation immigrants born in Canada (41%) followed 
by refugees (35%). Very few studies focused on chil-
dren of international students or undocumented/failed 
claimant children. While the majority of studies specified 
the generation of the immigrant child as either first or 
second, approximately 23% of the studies did not provide 
this information. The majority of the selected studies in 
this scoping review were conducted in Ontario (45%), 
Québec (29%), British Columbia (16%) and Alberta 
(14%).

The 250 publications considered in this review 
included 147 (59%) focusing on physical health, 76 (30 
%) focusing on mental health and 37 (15%) focusing 
on the social aspects of health. Due to poor delineation 
between first- generation and second- generation immi-
grant children in reports of findings, the synthesis of 
results focuses on studies addressing the health of refugee 
children, first- generation immigrant children and studies 
where the differences in the outcomes of first- generation 
and second- generation immigrant children are specified.

Physical health
Our review revealed a myriad of investigations into the 
causes, relationships, experiences and prevalence of 
physical illness among immigrant children. The most 
frequent topic was the identification and screening of 
tuberculosis in children and adolescents, with findings 
generally reporting poor outcomes. Immigrant children 
were at higher risk of testing positive for tuberculosis 
owing to low vaccination rates and high incidence rates 

in the countries from which they migrated.16–20 Dhawan 
et al21 identified that younger children, aged 4 years 
and below, had the highest prevalence of tuberculosis 
in an Albertan sample. Vitamin D deficiency followed 
as the second most studied physical health topic. This 
was highlighted as an under- recognised public health 
problem, with reports indicating immigrant children 
had lower- than- desirable vitamin D levels compared with 
the Canadian- born population and would benefit from 
dietary supplementation.22–25 Additionally, refugee chil-
dren tended to have more significant levels of vitamin 
D deficiency compared with newcomer immigrant chil-
dren.26 HIV and malaria were also of concern in immi-
grant child populations due to high incidence in coun-
tries of origin.27 28

Dental and oral health outcomes were less favourable 
for immigrant and refugee children due to poor oral 
hygiene, unawareness of publicly funded facilities and 
lack of dental health insurance, which jointly contrib-
uted to increased risk and prevalence of early childhood 
caries.29–33 Utilisation of dental services and adherence 
to preventative dental routines were facilitated by access 
to high- quality services, friendly and knowledgeable staff 
and providers, referrals or reminders and community- 
based dental programmes.34 A high prevalence of asthma 
among immigrant children postmigration to Canada was 
attributed to environmental factors, especially in relation 
to duration of residence.35 36 However, the overall inci-
dence of asthma was lower in immigrants compared with 
long- term Canadian residents and the incidence in first- 
generation immigrant children was slightly lower than 
in second- generation immigrant children.37 Bin Yameen 
et al38 found refugee children had a higher prevalence 
of disparate visual acuity and unmet eye care needs 
compared with the general Canadian paediatric popula-
tion. Several other health conditions were also identified 
in the literature. For example, refugee children younger 
than 5 years had a higher prevalence of anaemia than 
refugee children <15 years overall,39 and high rates of 
past or current infectious disease has been documented 
among immigrant and refugee children in Canada.40

Health behaviours and metrics that contributed to phys-
ical health were also investigated. Maticka- Tyndale et al41 
found the median age of first intercourse for immigrant 
adolescent girls was comparable to their non- immigrant 
counterparts, but higher for adolescent immigrant boys. 
While newcomer youth who are sexually active are gener-
ally more likely to have accessed sexual health services, 
Salehi42 also found no association between gender and 
likelihood of accessing sexual health services. In compar-
ison to their Canadian- born counterparts, immigrant 
youth had a lower incidence of tobacco use or smoking in 
general and first- generation immigrant adolescents were 
less likely to use cannabis.43–45

Studies on body mass index (BMI) and body fat showed 
an interesting mix of higher and lower BMI in immigrant 
child populations.46–49 BMI was lower among immigrant 
youth than their non- immigrant counterparts but subject 
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to increases over time.50 Factors such as an abundance 
of fast food in Canada, the high cost of healthy foods, 
food insecurity and a change in diet from their home 
countries contributed to an upward trend in BMI and 
poor nutritional status in immigrant children; however, 
findings across studies showed BMI also differed with 
ethnicity.51 52 There was a lower prevalence of physical 
injury among immigrant children, but they also tended 
to have more severe injuries or were more likely to report 
multiple injuries compared with Canadian- born chil-
dren.53 Refugee children typically benefitted from federal 
health programmes to bridge their access to primary and 
emergency care.54

Mental health
This review looked closely at the mental health of immi-
grant children in relation to acculturation, adaptation 
and discrimination. Some studies reported the mental 
health outcomes of immigrant adolescents as poor, as 
they displayed more emotional and behavioural prob-
lems in comparison to counterparts back in their home 
country.55 56 Other studies reported immigrant children 
generally had better mental health status than non- 
immigrant children, with an indication that second- 
generation immigrant children had poorer mental 
health status than first- generation immigrant chil-
dren.57–59 Younger age at migration was associated with a 
greater risk of mood disorders and substance abuse.60–62 
Notably, immigrant and refugee adolescents tended to 
have higher levels of resilience than non- migrants despite 
having experienced more trauma.63

Rousseau et al64 reported that while parents assessed 
their children’s mental health as generally good despite 
the stresses of resettlement, teenagers’ self- reports 
showed they internalised emotional problems to a great 
extent with this declining over adolescence. In a more 
recent study examining mothers’ perspectives, mothers 
reported concerns with poor mental in their children 
related to issues of discrimination, resettlement chal-
lenges, access and stigma.65 66 Results also described how 
immigrant children perceived themselves in light of their 
ethnic, linguistic and cultural similarities to peers, which 
influenced their sense of belonging, overall life satis-
faction and was sometimes detrimental to their mental 
health.57 67–69

Postmigration perceptions of discrimination predicted 
both emotional problems and aggressive behaviour, 
especially among adolescent immigrants.70 This gener-
ally improved with family support and longer stays in the 
resettlement country.71 Refugee children with greater 
engagement with their family routines had better anger 
regulation, and postmigratory daily hassles were posi-
tively associated with increased sadness regulation in 
children with lower levels of premigratory life stressors.72 
For some immigrant children, a weaker relationship with 
their parents was identified as a significant predictor of 
behavioural problems such as physical aggression, indi-
rect aggression and property offences.73

The promotion of multiculturalism in Canada greatly 
enhanced adaptation, yet immigrant adolescents still 
felt discriminated against for their skin colour, espe-
cially within the first year of arrival in Canada.74 The 
sensitive subject of understanding immigrant children’s 
diagnoses through a collaborative lens by health service 
providers75—which should involve liaising with social 
agencies, schools, immigration or housing—was stressed. 
A multimodal approach was found to ease the integra-
tion of refugee children who fled to Canada to escape war 
and terrorism in their home countries.76 A good under-
standing of immigrant and refugee child mental health 
was emphasised to include appreciation of cultural differ-
ences, fostering emotional safety, inclusion of family 
and community in interventions, collaborative decision- 
making pathways and consideration of migration- specific 
variables.77–82

Social health
Coping strategies are required to adjust to a new society, 
and family support was shown in the findings of this 
study to be an integral strategy of resettlement and social 
adjustment.83 Immigrant adolescents navigated loss 
of family, friends and cultural familiarity due to migra-
tion, resulting in feelings of disconnection and a lack 
of belonging.78 84 Adjustment was often also critically 
affected by the low income levels of working immigrant 
families, which negatively impacted their children’s well- 
being.85 Low social support and sustained poverty were 
more common among minority migrants with young 
children. This social determinant of health weaved into 
greater deprivation indexes that accounted for disparities 
in help- seeking behaviours. These children presented 
more frequently to Canadian paediatric emergency 
departments and faced long wait times when seeking 
care.86–88 Other social barriers to access in Canada were 
language, especially for immigrants who were not native 
English or French speakers, and cultural differences, 
which fostered mistrust of institutional systems and 
doubts about provider compassion and competence.

DISCUSSION
As the population of immigrants in Canada increased 
over the past several decades, the body of literature on 
their health outcomes grew accordingly. In recent years, 
a number of reviews have been undertaken which synthe-
sise the outcomes and experiences of various immigrant 
populations in Canada, with a small proportion focusing 
on immigrant children. Our review thus fills a gap in 
knowledge by providing a comprehensive synthesis of 
the extant literature and outlining key findings about 
the physical health, mental health and social well- being 
of immigrant children in Canada. Our findings are 
consistent with recent reviews which emphasise inter-
acting microfactors, mesofactors and macrofactors that 
impact the health of immigrant children in Canada.89–92 
The interplay of diverse factors that improve, support 
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or worsen the health of immigrant children stress the 
importance of attending to this population with multi-
component approaches that acknowledge their needs, 
strengths and unique experiences.

Of particular interest in the literature on immigrant 
health are the manifestations of the healthy immigrant 
effect within various immigrant populations and its effects 
on their short- term and long- term health outcomes. 
While this phenomenon is often broadly applied to all 
immigrant groups, recent systematic reviews highlight 
that the degree to which it occurs depends heavily on 
migration route, life- stage at the time of migration and 
the measures assessed.93 Economic- class immigrants tend 
to have a prominent health advantage on migration to 
Canada, while the research on refugee populations has 
been inconclusive.94 Additionally, adults aged 20–65 
years are more likely to experience a decline in their 
health postmigration, but this varies across metrics such 
as level of overweight and prevalence of chronic condi-
tions; furthermore, there is variability in the prevalence 
of healthy immigrant effect between male and female 
immigrants.94 Overall, patterns of health congruent 
with the healthy immigrant effect are more prominent 
in recent immigrants, immigrants from poorer coun-
tries and immigrants from culturally dissimilar countries 
compared with Canada, implicating broader structural 
factors which contribute to the health status of adult and 
child immigrant populations.93 95

For immigrant children, efforts to understand their 
postmigration health outcomes have yielded mixed 
results, as corroborated by our findings and other similar 
reviews.93 95 While previous findings on the well- being 
of immigrant youth demonstrate that they fare well in 
terms of health, social integration and school achieve-
ment despite bullying and other negative interactions 
with peers, our review reports varied outcomes.96 For 
example, our findings on the physical health revealed 
that immigrant children had worse outcomes in some 
areas (eg, tuberculosis, vitamin D deficiency, oral health, 
degree of injury), but better outcomes in others (eg, 
asthma, BMI, incidence of injury).16–26 29–37 Ethnicity 
and gender also influenced the variability of outcomes. 
Ethnic minority children had higher levels of vitamin 
D deficiency, with the highest seen in immigrant girls.51 
Additionally, immigrant girls were more likely to be over-
weight, while immigrant boys had a higher prevalence 
of decayed, missing or filled teeth.26 31 Moreover, differ-
ences in physical health outcomes such as higher rates 
of asthma in second- generation immigrant children and 
increased prevalence of anaemia and unmet visual needs 
in refugee children further reflect the diversity in their 
health needs.29–33 38 39 This combination of findings also 
exposes the differential impacts of migration context and 
social determinants of health on the outcomes of immi-
grant children.95

Findings on the mental health and social well- being 
of immigrant children have historically been incon-
sistent as well. In several of the studies included in our 

review, immigrant children were reported to have better 
outcomes,57–59 63 82 with the reverse documented in other 
studies.55 56 On one occasion, parents’ reports of positive 
mental health in their children contradicted children’s 
self- reports which actually revealed high incidences of 
poor mental health64; furthermore, another group of 
parents reported concern about poor mental health in 
their children.65 Nevertheless, it should be acknowledged 
that parental reports of mental health are shaped by their 
cultural conceptualisations of mental health which may 
not correspond with Western conceptualisations, thus 
influencing how and what they communicate about their 
children’s mental health.82 Parents also reported socio-
economic status as a barrier to mental health service 
access,65 82 and it has been documented that socio-
economic status contributes to immigrant children’s 
self- perceived mental health and their shared sense of 
well- being within the family.66 84 96 Yet, despite the higher 
prevalence of poverty in immigrant households, immi-
grant children generally experience better mental and 
social well- being than their Canadian counterparts, in 
part, due to protective factors such as social networks 
and bonds with others of similar cultural and ethnic 
backgrounds which foster a sense of belonging.95 Social 
support is crucial to the well- being of children and youth, 
and especially important during periods of adjustment. 
In many immigrant families, strong transnational ties 
ameliorate the emotional, social, cultural and economic 
stresses associated with resettlement.97 However, discor-
dance between cultural values in their home country and 
their host country can contribute to tension and pose 
greater challenges with identity and acculturation as 
immigrant children reconstruct their sense of self.82

Despite the mixed evidence on mental health and 
social well- being, consistent across studies were reports 
of discrimination which contributed to the develop-
ment of emotional problems and aggressive behaviours. 
Children’s experiences with racism and discrimination 
deteriorated their self- esteem, leading to feelings of 
social isolation, and subsequently discouraged them 
from seeking professional assistance for physical or 
mental health concerns.41 65 Discrimination experienced 
by parents impacted immigrant children through the 
restrictions of opportunities available to their parents 
who balanced multiple low- wage jobs to meet material 
needs, leaving less time to nurture the development 
of social and emotional well- being in their children.65 
Additionally, mental health in immigrant youth was also 
impacted by parental experiences with resettlement, 
parental mental health and parenting approach.65 81 The 
literature thus demonstrates that immigrant children’s 
experiences are not entirely independent from their 
parents’, nor are they isolated from the broader contexts 
of their migration. Factors which affect the health of 
immigrant parents are also implicated in their chil-
dren’s health outcomes, most notably, in terms of health 
access and informed decision- making. This underscores 
the importance of a global perspective that accounts 
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for children’s needs as separate, yet nested within their 
parents’ circumstances.65 83

Our findings highlight a number of systemic barriers 
that impact healthcare access for immigrant children and 
are echoed in a recent qualitative study on healthcare 
access for immigrant children in Canada.90 Social determi-
nants of health such as education, employment, income, 
housing and food security, gender, social security and 
belonging have a pronounced influence on the health of 
immigrant populations.95 In addition to encounters with 
discrimination, immigrant populations in Canada expe-
rience access barriers related to culture, socioeconomic 
status, communication, knowledge and the structure of 
the healthcare system.98 Furthermore, language barriers, 
cultural discordance and challenges with acquiring infor-
mation serve as deterrents to accessing many institutional 
systems such as primary care, mental health services or 
specialised care services for children with disabilities, 
asthma or cancer.65 90 99

The studies analysed in our review primarily focused 
on those aged 13–18 years, highlighting a significant 
lack of research on preteens and preschool- aged chil-
dren despite how vital these years are to long- term health 
and well- being.4 Research on this population should 
focus on strategies to improve the health of refugee chil-
dren, especially in terms of nutritional deficiencies, oral 
health and eye health due to their disparate outcomes 
in these areas.22–24 26 29–33 38 39 54 The extent of health 
coverage for refugee and undocumented migrant chil-
dren is unknown, and little to no research has been done 
on the children of international students and transient 
foreign workers. It is also concerning that little research 
focuses on the health of immigrant boys; furthermore, 
none of the articles identified in our review addressed 
the health of immigrant children identifying as lesbian, 
gay, bisexual, transgender or queer. This is a missed 
opportunity to understand associations of gender and 
health, especially since gender has been identified as an 
important demographic factor in the health outcomes of 
immigrant children.70 83 For greater inclusivity and thor-
ough consideration of intersectionality in research on 
immigrant child health, diverse gender categories need 
to be considered in future inquiries.

Additionally, notable differences exist across studies 
with respect to the definition of first- generation versus 
second- generation immigrants and in some studies, this 
was not delineated for the population of interest. The 
lack of disaggregated data across generations of immi-
grant children poses potential challenges in assessing 
for differences in their health outcomes. Standardised 
conceptualisations in data collection will facilitate a 
shared understanding of how various social determi-
nants of health influence immigrant children’s health 
outcomes. Our review also reveals an apparent gap in 
research by presenting evidence that, despite findings 
by Rousseau et al,86 indicating undocumented immigrant 
children face an especially great risk of health inequities 
and disparities due to their precarious legal status, very 

few studies have focused on this vulnerable group. Longi-
tudinal studies also need greater focus on unaccompa-
nied minors and children of undocumented migrants to 
understand the health effects of migration status, unem-
ployment and poverty.

Given the diverse backgrounds and experiences 
of immigrant populations, it is necessary to provide 
a full range of services, including culturally sensitive 
community- based treatment services and trauma- focused 
care.79 80 Further research on belief- related barriers 
among parents is needed to inform changes to existing 
services and programmes for newcomer families. Impor-
tantly, research should extend towards understanding 
the role of family, peer and educational systems in devel-
oping effective mental health programmes for immi-
grant children to build on the protective role of social 
support.62 67 68 81 83 95 Finally, there is a significant need 
for multidisciplinary research to explore broader familial 
and institutional factors constituting barriers to health-
care access for immigrant children.

CONCLUSION
Although this review was limited by the lack of clarity 
between first- generation and second- generation 
outcomes in some studies, it remains the first compre-
hensive document of its kind and provides a thorough 
overview of the literature for any healthcare professional 
wishing to engage in research involving immigrant child 
health in Canada. Our review revealed that there are 
still gaps in our knowledge of the health of immigrant 
children in Canada and this population still experiences 
challenges with healthcare access and disparate health 
outcomes across various measures. Collaborative multi-
sectoral partnerships across health and social services 
may improve immigrant’s experiences with navigating 
services which are fundamental to their health and well- 
being.
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