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Since the passage of the Immigration and Nationality Act
of 1965, significant growth of the foreign-born popula-
tion has reshaped the ethnic and racial landscape of the
United States (Hamilton, 2019; Portes & Rumbaut, 2014).
As of 2018, the 44.8 million immigrants residing in the
United States represented ~13.7% of the total population
(Krogstad & Gonzalez-Barrera, 2018). As immigrants age,
they will account for a greater share of the country’s popu-
lation in midlife and older ages (Treas & Batalova, 2009).
Therefore, understanding the health trajectories of immi-
grants provides valuable insights into the future health of
the entire U.S. population (Treas & Batalova, 2009).

This article examines how aging in the U.S. context dif-
ferentially impacts the health of U.S. immigrants. We first
describe nativity and racial disparities in three chronic
conditions—hypertension, diabetes, and obesity—that are
life-threatening and prevalent among marginalized U.S.-
born populations. We then highlight how immigrants’
health outcomes change as they age in the U.S. context and
discuss possible mechanisms for the documented changes
in immigrants’ health, including immigration policies that
increase the degree of hostility faced by immigrant commu-
nities, and restrict access to social services.

Initial Health of Immigrants

Upon arrival in the United States, new immigrants tend to
have better health profiles than their native-born counter-
parts (Antecol & Bedard, 2006). Using data from the 2000—
2018 National Health Interview Survey (NHIS) (Blewett et
al., 2019), Table 1 documents health disparities between

recent immigrants and their native-born same-race/ethni-
city counterparts ages 35-435 years, the age range in which
most immigrants arrive in the United States. The data show
that, regardless of race, new immigrants tend to have more
favorable health outcomes than their native-born counter-
parts. Across all three health outcomes (i.e., hypertension,
diabetes, and obesity), the nativity gap is larger among
blacks, driven by the uniquely poor health outcomes of
black Americans. While Asian immigrants have significantly
lower obesity rates than white, black, and Hispanic immi-
grants, the prevalences of hypertension and diabetes are
similar among all new immigrants ages 35-435 years.

Selective migration is primarily responsible for im-
migrants’ initial health advantage (Hamilton, 2015).
International immigration is not a random process. People
with better health are more likely to emigrate, producing
an initial health advantage among immigrants relative to
both the native-born population and compatriots in im-
migrants’ birth places (Akresh & Frank, 2008; Feliciano,
2020). Although not the primary cause of the documented
health advantage of immigrants (Hummer et al., 2007), se-
lective return migration—in which sicker immigrants are
more likely to return to their home countries—may also
artificially improve the mean health profiles of immigrants
(Palloni & Arias, 2004).

Health of Immigrants with Greater Tenure of
U.S. Residence

Immigrants’ initial health advantage narrows or disap-
pears entirely as immigrants age and spend more time in the
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United States (Antecol & Bedard, 2006). To illustrate this
point, using data from the 2000-2018 waves of the NHIS,
Table 2 shows health disparities between immigrants who
have been in the United States >15 years and natives, both
ages 50-60 years. Compared to the estimates in Table 1,
those in Table 2 show that the change in the probability of
reporting hypertension, diabetes, and obesity is greater for
immigrants than natives. For example, U.S.-born blacks in
the 50-60 age group are 1.97 times more likely to report
hypertension than U.S.-born blacks in the 35-45 age group.
By comparison, black immigrants in the 50-60 age group
who have been in the United States for at least 15 years are
4.30 times more likely to report hypertension than black
immigrants in the 35-45 age group who have been in the
United States for five years or less. Similar changes occur
for white, Hispanic, and Asian individuals, highlighting the
unique effect of aging in the United States for immigrants.

Prior studies highlight the role of structural factors, such
as migration stress and poor working conditions (Finch
et al., 2001; Gee et al., 2009), in producing the health de-
clines of immigrants, but the dominant explanation for this
temporal decline is changes in cultural practices, or accul-
turation, whereby immigrants adopt the dietary patterns
and negative health behaviors (e.g., smoking and alcohol
consumption) of the native population as they gain more
U.S. experience (Abraido-Lanza et al., 2005; Scribner &
Dwyer, 1989).

Few empirical studies, however, have examined whether
acculturation is the primary or most important factor for
immigrants’ declining health as they age and spend more
time in the United States (Gee et al., 2009; Riosmena et al.,
2014; Viruell-Fuentes, 2007). This gap in the literature
results from the tendency of researchers to document na-
tivity disparities in health among individuals of the same

Table 1. Descriptive Statistics for U.S.-Born and Foreign-Born Adults with 0-4Years of U.S. Residence, Ages 35-45

All Origin White Black Hispanic Asian
(1) (2) (3) (4) (%) (6) (7) (8) 9) (10)
Native Immigrant Native Immigrant Native Immigrant Native Immigrant Native  Immigrant
Mean Mean Mean Mean Mean Mean Mean Mean Mean Mean
Health outcomes
Hypertension 0.19 0.10 0.17 0.11 0.29 0.10 0.19 0.10 0.17 0.08
Diabetes 0.04 0.02 0.04 0.02 0.07 0.03 0.06 0.02 0.04 0.03
Obese (BMI 30+) 0.30 0.12 0.27 0.12 0.43 0.15 0.41 0.16 0.19 0.03
Demographic characteristics
Age 40.07 39.10 40.14 39.24 39.93 38.70 39.65 39.11 39.55 39.14
Female 0.53 0.47 0.52 0.49 0.59 0.42 0.54 0.45 0.50 0.52
Observations 84,634 2328 61,951 359 14,034 244 7742 1126 907 599

Note. BMI = body mass index; NHIS = National Health Interview Survey. Source: 2000-2018 NHIS. All statistics use NHIS annual weights. Sample sizes are based

on hypertension reports because, hypertension has the highest reporting rate.

Table 2. Descriptive Statistics for U.S.-Born and Foreign-Born Adults with 15 or More Years of U.S. Residence, Ages 50-60

All Origin White Black Hispanic Asian
(1) (2) (3) (4) (5) (6) (7) (8) 9) (10)
Native Immigrant Native Immigrant Native Immigrant Native  Immigrant Native Immigrant
Mean Mean Mean Mean Mean Mean Mean Mean Mean  Mean
Health outcomes
Hypertension 0.39 0.34 0.36 0.31 0.57 0.43 0.40 0.35 0.39 0.32
Diabetes 0.11 0.13 0.10 0.07 0.18 0.14 0.20 0.17 0.10 0.13
Obese (BMI 30+) 0.33 0.24 0.31 0.23 0.44 0.30 0.40 0.32 0.21 0.08
Demographic characteristics
Age 54.92 54.74 54.96 54.99 54.80 54.52 54.61 54.66 54.80 54.66
Female 0.54 0.52 0.53 0.52 0.58 0.52 0.55 0.52 0.49 0.53
Observations 86,413 12,062 67,118 2529 13,817 1076 4701 5984 777 2473

Note. BMI = body mass index; NHIS = National Health Interview Survey. Source: 2000-2018 NHIS. All statistics use NHIS annual weights. Sample sizes are based

on hypertension reports because, hypertension has the highest reporting rate.
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race, often ignoring the extent of racial disparities in initial
health and health trajectories among immigrants. Because
U.S. immigrants integrate into the same society, the dom-
inant culture should exert a similar effect on all immi-
grants. Consequently, the relative tempo of health decline
among immigrants provides insights into the role of struc-
tural factors in shaping the health trajectories of different
immigrant populations.

Tables 1 and 2 also show the disparate association be-
tween U.S. tenure and aging among immigrants. Racial
disparities in health are greater among immigrants who
have been in the United States for 215 years than among
new immigrants ages 35-45 years. For example, among
new immigrants, the percentage of individuals reporting
hypertension varies by 1 percentage point between white
and black immigrants. In contrast, among older immi-
grants who have been in the United States for 215 years,
the percentage of individuals reporting hypertension is 12
percentage points higher among blacks than among whites.

To provide a more refined picture of the disparate impact
of U.S. tenure on the health of different immigrant popu-
lations, Figure 1 shows predicted probabilities from probit
regression models of hypertension, diabetes, and obesity,
adjusting for racial differences in demographic, social, and
economic factors that are highly correlated with health,
including age, sex, marital status, region of current resi-
dence, education, employment status, and poverty status.

New immigrants, exhibit modest race-based variation
in the predicted probabilities of reporting hypertension and
diabetes, however, significant disparities emerge among im-
migrants as their tenure of U.S. residence increases. For
diabetes, after residing in the United States for 215 years, a
significant gap emerges, separating black and Hispanic im-
migrants (who have similar probabilities of diabetes) from

white and Asian immigrants. Similarly, among immigrants
who have been in the United States for >15 years, the pre-
dicted probability of hypertension is significantly greater
for blacks than for whites, Asians, and Hispanics, despite
the groups having similar predicted probabilities of hyper-
tension upon arrival in the United States.

In contrast to the results for diabetes and hyperten-
sion, Figure 1 shows more variation in the likelihood of
being obese among immigrants. Asian immigrants arrive in
the United States with the lowest predicted probability of
obesity and show modest changes in likelihood over time.
Regardless of time spent in the United States, Hispanic
and black immigrants have the highest predicted prob-
ability of obesity. Moreover, black immigrants experience
the largest increase in the predicted probability of obesity
as their tenure of U.S. residence increases from 0-4 years
to 215 years.

Explanations for Inmigrants’ Health Decline

The relative tempo of health decline among immigrants pro-
vides insights into the role of structural factors in shaping
the health trajectories of different immigrant populations,
particularly the trajectories of black and Hispanic im-
migrants, who experience a more pronounced increase
in the likelihood of reporting poor health outcomes as
they age in the United States. One set of factors is struc-
tural and individual-level exposure to racism, discrimin-
ation, and xenophobia. The ethno-racial context within
which immigrants integrate into American society might
produce different patterns of health for immigrants who
share a racial status with marginalized U.S.-born minor-
ities (Portes & Rumbaut, 2014; Read & Emerson, 2005).
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Figure 1. Predicted probabilities of health status. Source: 2000-2018 NHIS. All statistics use NHIS annual weights. Predicted probabilities of health
status are based on probit regression models that control for age, sex, marital status, region of current residence, education, employment status,

poverty status, and survey year. NHIS = National Health Interview Survey.
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For instance, compared to white Americans, black Americans
tend to have poorer health outcomes, including higher rates
of hypertension, diabetes, and obesity; these disparities re-
main even after controlling for sociodemographic character-
istics (Goosby et al., 2018; Hummer, 1996). One bio-social
mechanism used to explain racial disparities in health is the
impact of racism and discrimination faced by racial minor-
ities (Brondolo et al., 2003; Sims et al., 2012; Williams et al.,
2019). Indeed, perceived individual-level and structural dis-
crimination are correlated with poor health outcomes for
black Americans (Williams et al., 2019).

Policy Context and Immigrants’ Health

Gee and Ford (2011) argue that immigration policies can
serve as a form of structural racism that impacts the de-
gree of hostility faced by immigrant populations. In add-
ition to serving as the “most permanent and broad-scale
type of segregation by prohibiting groups from entering
the country, deporting those already here, and limiting the
rights of those deemed to be threats” (Gee & Ford, 2011,
p. 122), federal immigration policies also impact the re-
ception faced by different immigrant groups (Portes &
Rumbaut, 2014).

For example, beginning in 2017, the Trump adminis-
tration, initially citing concerns about potential terrorist
attacks, instituted bans on immigration from several coun-
tries, including the African countries of Somalia, Sudan,
Nigeria, and Eritrea. If these policies remain in place,
they will dramatically limit immigration from these coun-
tries. Further, negative media attention and their new por-
trayal as arriving from countries with a high probability of
sending terrorists to the United States will likely increase
the intensity of discrimination and xenophobia faced by
these groups in different parts of the country, which could
hinder the groups’ health outcomes and prospects of social
integration.

Similarly, discussions related to securing the border of
the United States have historically been laced with racial
overtones such that, the term “illegal aliens” refers to mi-
grants from Mexico and Central America and the word
“terrorists” refers to individuals from the Middle East (Gee
& Ford, 2011, p. 122). Such rhetoric could increase the
intensity of the xenophobia and discrimination faced by
highly visible immigrant groups (Viruell-Fuentes, 2007).
Asian, black, and Hispanic immigrants are more likely to
perceive discrimination as their tenure of U.S. residence
increases, and perceived discrimination is correlated with
worse health among immigrants (Finch et al., 2001; Gee
et al., 2009; Krieger et al., 2011). Consequently, as immi-
grants become increasingly “American” with each year they
spend in the United States, they may experience “othering”
and discrimination that negatively impacts their health
and erodes their initial health advantage (Viruell-Fuentes,
2007).

Federal policies also determine immigrants’ access
to a range of federal programs, which could impact im-
migrants’ health trajectories. One notable example is the
1996 Personal Responsibility and Work Opportunity
Reconciliation Act (PRWORA). Driven by the perception
that immigrants migrate to the United States to exploit the
country’s social welfare programs, PRWORA introduced
restrictions on legal immigrants’ access to cash-transfer
programs, food stamps, and health insurance (Fix et al.,
2009). In particular, with some exceptions, legal immigrants
entering the country after August 22, 1996, were denied
federal means-tested public benefits for their first five years
in the United States. A range of federal health-care policies,
including the 2010 Affordable Care Act, prevent undocu-
mented immigrants from taking advantage of programs de-
signed to boost health-care access. Prior research has found
that exclusionary policies such as PRWORA increase the
proportion of immigrants without insurance, particularly
among less educated, single immigrant women and their
children (Kaushal & Kaestner, 2005)

Conclusion

Given the significant and continued growth of the foreign-
born U.S. population, immigrants and their descendants
will play a significant role in determining the health and
welfare of the entire U.S. population in coming decades.
Racism and discrimination have long impacted the health
of minority populations, particularly black Americans,
in the United States. This paper shows that black and
Hispanic immigrants arrive the United States with health
profiles that are better than those of their native-born
counterparts and similar with respect to diabetes and
hypertension to those of new white and Asian immi-
grants. However, time spent in the United States has a
more negative impact on the health of black and Hispanic
immigrants than on the health of white and Asian im-
migrants. Although the NHIS data do not allow us to
directly measure the impact of structural factors (e.g., ra-
cism and xenophobia) on immigrants’ health, the pattern
of results is consistent with such exposure having nega-
tive consequences (Goosby et al., 2018), which could be
driven in part by federal policies that impact the degree
of hostility faced by immigrant communities and restrict
access to vital social services (Gee & Ford, 2011; Kaushal
& Kaestner, 2005). More research is needed to better
understand the impacts of federal and state policies on the
well-documented health declines of immigrants (Almeida
et al., 2016).

More research is needed to better
understand the impacts of federal and
state policies on the well-documented
health declines of immigrants.
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