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Abstract

Background: Disability in older adults leads to poor quality of life, is costly for the health 

system and is a risk for mortality. Little is known about disability in older immigrants to the 

United States.

Objective: To synthesize the evidence on the prevalence and factors associated with disability in 

older adult immigrants.

Methods: We conducted searches in PubMed, Embase, Cumulative Index to Nursing and Allied 

Health Literature (CINAHL), and Scopus. Disability was defined as difficulty in performing basic 

or instrumental activities of daily living. Older adult was defined as 65 years and older. Immigrant 

status was defined as someone born outside of the United States.

Results: Eighteen articles met the inclusion criteria. Seven studied Hispanic/Latino immigrants, 

6 studied Asian immigrants, 4 studied diverse older immigrant samples, and one studied European 

immigrants. Prevalence of disability ranged from 2% to 49% in Asians, and 3% to 58.1% in 

Hispanic/Latinos. In a diverse sample of immigrants, the prevalence of disability was 19.3%. 

Correlates of disability included female gender, low income, limited education, single status, 

migration in late adulthood, obesity, arthritis, and diabetes. Factors protective against disability in 

older adult immigrants were: acculturation, migrating at a younger age, exercise, alcohol intake, 

and church attendance.
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Conclusion: Disability prevalence was generally lower in Asian immigrants compared to 

Hispanic/Latino immigrants. Identification of the precise rates and factors associated with 

disability in older immigrants can inform health interventions for this population.
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Introduction

Disability is an important outcome of age-related changes and chronic illness in older adults 

worldwide [1]. Disability is an umbrella term for impairments, activity limitations, and 

participation restrictions [2]. Between 110 million and 190 million people worldwide have a 

disability [2]. Disability is reported by 60% of older adults in the United States (U.S.) [3]. 

Disability status increases with age [4–6] and is more common among women[4, 7, 8], 

minorities[8], persons with less than a high school education[9], and low socioeconomic 

status[10, 11]. Medical conditions associated with disability in U.S born older adults are 

diabetes [7, 12, 13], musculoskeletal disorders [6, 7], stroke [4, 5, 7, 12, 13], vision 

impairment [5, 13], depression [5, 6, 14], arthritis [5, 6, 12, 13], hypertension [6, 12], 

obesity [5, 6, 13], and hearing impairment [13]. Understanding the prevalence and risk 

factors for disability can inform prevention and treatment of disability in older adults.

Currently numbering over 43 million, the U.S. immigrant population is growing rapidly 

[15]. Older immigrants make up 11.9% of older adults in the U.S. [16, 17]. Most older adult 

immigrants are Hispanic/Latinos (38%), followed by Asians (29%), and Europeans (28%) 

[17]. The growth of the older immigrant population is attributable to the aging of current 

adult immigrants and the influx of middle-age and older adults through immigration 

programs such as the Family Reunification policy [16] and the Diversity Lottery program. 

The number of older immigrants admitted into legal permanent residency in the past ten 

years has doubled [18]. In 2015, approximately 59,000 adults over 65 years gained legal 

permanent residency status, a significant increase from 48,000 two years before [19]. It is 

projected that in the next four decades, 42% of the older adults will be minorities [20]. 

Aging immigrants will be a significant contributor to the projected increase in the racial and 

ethnic diversity in the older adult population [21, 22]. Most immigrants arrive in the U.S. 

without disabilities, but the aging process combined with health issues and socioeconomic 

inequity in immigrants may contribute to increased disability in this population.

It is crucial to understand disability in older adults because it is associated with significant 

personal, societal, and economic cost [23, 24]. Older adults with disability report poorer 

quality of life, subsequent poor self-rated health and higher mortality over two years 

compared to those without disability [25, 26]. The Department of Health and Human 

Services estimates that providing care and needed services for an older adult turning 65 

within 2015–2019 will cost about $138,000 in the future in part due to higher likelihood of 

needing to be in an institutional setting [27].
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The immigration process may affect disability and its correlates in older adult immigrants. 

Immigration impacts health outcomes through factors such as acculturation and migration 

selectivity [28]. Acculturation is a process of cultural and psychological change after 

migrating to the U.S.[29–31]. Acculturation is associated with negative health outcomes 

including disability [30, 32] and positive health outcomes in immigrants [33]. Additionally, 

older adult immigrants are described as “aging out of place”; a concept of aging without 

previous community ties that is associated with negative health outcomes [34].Thus, the 

immigration process may pose unique health challenges for older adult immigrants.

Older immigrants have worse socioeconomic characteristics, but correlates of disability in 

immigrants as a whole have not been synthesized. Older adult immigrants typically are 

classified as low-income and continue to be employed later in older age [17]. Some studies 

have identified correlates of disability in specific racial/ethnic immigrant groups. 

Synthesizing the prevalence and correlates of disability in older adult immigrants is an 

important step in understanding functional health outcomes of this growing population 

which is the purpose of this review.

Methods

Terminology

In the literature on older adult populations, disability has many related terminologies 

including functional limitations, functional impairments, functional difficulties, physical 

disability, physical difficulties, physical limitations, physical function difficulties, and 

physical function limitations. However, disability is often measured by difficulties in 

performing basic and instrumental activities of daily living [10, 11, 32, 35, 36]. In this 

review, we defined disability as difficulty in performing basic or instrumental activities of 

daily living (ADLs/IADLs). Basic Activities of Daily Living (ADLs) are bathing, dressing, 

transferring, toileting, continence and feeding [37]. Instrumental Activities of Daily Living 

(IADLs) are the ability to use the telephone, shopping, food preparation, housekeeping, 

laundry, mode of transportation, responsibility for own medications and ability to manage 

finances [38].

While some of these basic and instrumental activities of daily living involve cognitive 

ability, this review does not focus on cognitive function and/or cognitive disability. Defining 

disability as limitations in ADLs and IADLs facilitated the literature search, and enabled 

comparison of similar sub-concepts across different studies. We used the U.S. Census 

Bureau’s definition of an older adult as a person who is over 65 years [22] and defined an 

immigrant as a person who was not born in the U.S. but currently lives in the country [39].

Search Strategy

Database search for this review was updated in February 2018 and no new articles were 

identified. The search was conducted in June 2017 and included 4 electronic databases 

(PubMed, Embase, CINAHL, and Scopus). Following consultation with a health science 

librarian, PubMed, Embase, Cumulative Index to Nursing and Allied Health Literature 

(CINAHL) and Scopus were searched using MESH and Boolean search techniques. Search 
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terms included: “Emigrants and Immigrants” or “Emigration and Immigration” or the 

truncated word “Immigrant*” or “Alien” and “activities of daily living” or “activity of daily 

living” or “physical functioning” and “age” or truncations of the words “elder* or senior* or 

older* or geriatric*”. The reference lists of all articles read were also searched for relevant 

articles.

Selection of Studies

Three hundred and sixty-eight articles were retrieved from the electronic search. After 

removing duplicates and screening titles for the inclusion criteria, 256 studies remained. 

Abstracts of the remaining articles were reviewed for the following inclusion criteria: 

Studies published in English, studies conducted in the U.S. in the last ten years, studies that 

included older immigrants in the sample (≥65years) and included ADL/IADLs as study 

variables. One hundred and forty-five abstracts were identified for full text screening. Final 

articles included in the review reported the prevalence of ADL and IADL difficulties and/or 

factors associated with them. See Figure 1 for details of this selection process. Two 

independent reviewers completed each stage of screening. Disagreements were resolved 

through consensus by the two reviewers. All the studies included here were published 

articles; this review did not require an institutional ethics review.

Results

Overview of Included Studies

Eighteen articles met the final inclusion criteria. Five articles reported both the prevalence 

and factors associated with disability, while eight articles reported prevalence only and five 

reported factors only. Of the 18 articles, 14 explored prevalence of and factors associated 

with disability by specific country of origin/ethnicity, and four studies included multiple 

groups and countries in the samples. There were seven articles involving Hispanic/Latinos 

and six with Asians. Sample sizes ranged from 47 [40], in a study on Filipino immigrants to 

48,419,324 in a study with Hispanic/Latinos [10]. Three articles had sample sizes less than 

1000 study participants [40–42]. All but one study was a cross sectional design. The one 

study with a different design was a longitudinal analyses of cross-sectional survey data [43].

Characteristics of the studies reviewed varied significantly. Ten studies reviewed had entirely 

older adult samples, while eight included adults younger than 65 years. Most of the studies 

included U.S. born adults and older adults (n=12). Several epidemiologic datasets were 

utilized in these studies including the Hispanic Established Populations for Epidemiologic 

Studies for the Elderly (Hispanic EPESE), the California Health Interview Survey (CHIS), 

American Community Survey (ACS), the National Health Interview Survey (NHIS), and the 

Public Use Microdata Sample (PUMS). Two studies did not offer a complete assessment of 

all activities of daily living [42, 44], and seven articles did not assess any instrumental 

activities of daily living[10, 11, 28, 32, 42, 44, 45].
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Prevalence of Disability

Prevalence of disability varied across the immigrant groups reviewed. The prevalence of 

disability in a sample of U.S. immigrants from multiple countries was 19.3% [30]. These 

results are presented in chronological order in Table 1.

Asians: Six studies involving Asian immigrants also presented country/ethnicity-specific 

disability prevalence [11, 29, 32, 40, 42, 44]. Disability prevalence ranged from 2%−45% in 

Asian female older adults and 2%−43% in Asian male older adult immigrants. For Southeast 

Asian immigrants, the rate of disability was 17.5% from a nationally representative study 

(American Community Survey) [44]. However, this dataset included participants who were 

younger than 65 years (disaggregated data for individuals 65+ were not available) which 

would likely lead to an underestimation of the prevalence of disability in Southeast Asian 

older adults.

Prevalence for specific groups of Asian ethnicities was reported for Vietnamese, Filipinos 

Cambodians, Hmong and Laotians. Prevalence of disability in Vietnamese older adults 

ranged from 6.39% to 19.61% [29, 32, 40, 42, 44]. Three of these studies were nationally 

representative large samples. Three studies reported disability prevalence in Filipino 

immigrants of any age. It ranged from 3.34% to 49% [29, 32, 40]. Two of these studies were 

from large national datasets [29, 32]. Two of the studies reported the prevalence of disability 

in Cambodians, Hmong, and Laotian immigrants, ranging from 7.7%–27.4% [32, 44]. 

Amongst these, Cambodians had the highest prevalence of disability at 27.4%. However, 

two studies included younger immigrants, and one included both U.S. born and immigrant 

older adults [42]. Also, these studies included younger populations; a mean age of 46.4 was 

reported in one study [32], and older adults were only 48% of the other sample [29]. These 

limitations prevent accurate determination of the prevalence of disability in Asian older adult 

immigrants.

Hispanic/Latinos: The prevalence of disability reported from a diverse group of Hispanic/

Latinos was 51.7% [46]. This prevalence was obtained from the 1993–1994 Hispanic/Latino 

EPESE dataset which may not represent the current burden of disability in this population. 

From analyses of the nationally-representative American Community Survey in 2011, the 

prevalence of disability in Hispanic/Latinos was lower. The prevalence of disability in that 

study was 6.7% and 11% for ADLs difficulty for men, and women, and 11.3% and 19.8% 

for IADL difficulties in men and women respectively [10]. However, in this sample only 

34.4% of adults were over 65 years, which could lead to underestimation of the disability in 

Hispanic/Latino older adults.

Amongst the Hispanic/Latino ethnic groups, prevalence of disability in Mexicans were 

reported in studies. Prevalence of ADL and IADL difficulties ranged from 6.7% to 58.1% 

(58.1% was obtained from analyses of the Hispanic/Latino EPESE which is over 20 years) 

[10, 41, 46, 47]. These results were from nationally representative large samples; the 1993–

1994 &1998–1999 Hispanic/Latino EPESE surveys, 1998–2011 National Health Interview 

surveys and the 2008 American Community survey. In Mexicans, disability prevalence was 

about 2%−10% higher in women than in Mexican men [10, 46].
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Differences in the Prevalence of Disability

From an old dataset, Hispanic/Latinos had the highest burden of disability compared to all 

the groups reviewed. The highest prevalence of disability (49%) in Asians was also seen in a 

small sample of Filipino older adults [40]. However, comparing reports from the same 

dataset, the American Community Survey (ACS), disability was higher in Asians than 

Hispanic/Latinos. From the 2008 ACS data set, the disability prevalence among Hispanic/

Latino immigrants were: 6.7% and 11% for ADLs for men and women, and 11.3% and 

19.8 % for IADLs for men and women [10]. Using the 2003–2007 ACS cohorts, the 

prevalence of disability was higher in Asians. Disability in Southeast Asian immigrants was 

17.5%, but even higher rates were observed for some of the countries/ethnicities studied 

[44]. These were: 29.7% for Hmong, 27.4 % for Cambodians, and 21.1% for Laotians [44]. 

The ACS study with Asians combined ADLs and IADLs to give a joint proportion and also 

combined the 2003–2007 ACS cohorts to obtain large samples for the subgroup analyses, 

which could have led to an overestimation of disability in Asians.

We discuss the differences across immigrants groups here but many of the articles reviewed 

compared the differences between the immigrant groups examined and U.S Born whites 

older adults [42, 44–46, 48, 49], back in home country[10], did not do a comparison or a 

comparison was not tested statistically[30, 32]. In these studies, foreign-born older adults 

had higher disability burden than U.S. born older adults [31, 44, 49], except in one study 

which Hispanic/Latino immigrants had lower disability rates than U.S. born Blacks [10]. 

Therefore, the differences within immigrant groups discussed here should be interpreted 

with caution.

Factors Associated with Disability

Ten studies reviewed reported factors associated with disability in immigrants. Findings 

from the individual studies reviewed are listed in Table 2. Nine factors were associated with 

higher prevalence of disability and 5 factors were associated with lower disability. For 

factors associated with higher disability, three medical conditions (obesity, diabetes, and 

arthritis) and sociodemographic factors (older age, limited education, low income, female, 

and being single (unmarried) were identified. Four studies reported older age as a factor 

associated with higher disability [11, 29, 31, 45]. Limited education was associated with 

increased disability in three studies [11, 28, 29], and low income was reported in one study 

[10]. Migrating at an older age and being female were reported in two studies each [30, 45, 

50, 51]. Additionally, being single was associated with disability in one study [29]. Obesity, 

diabetes, and arthritis were medical conditions associated with disability in older immigrants 

[47, 50]. These factors are from studies with large sample sizes ranging from 2019 to 

33,6948 participants. Although some of these samples included adults younger than 65 years 

[10, 16, 29], these results were from studies that controlled for potential confounders, 

increasing the validity of the reported associations.

Five factors were associated with decreased disability in immigrants (acculturation, 

migrating at a younger age, exercise, alcohol intake, and church attendance). Acculturation 

was protective of disability in one study [11], and younger age, alcohol intake, exercise and 
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church attendance were reported as protective factors of disability in one study each as well 

[30, 45, 50].

Differences in Factors Associated with Disability

Factors associated with disability differed by immigrant group. Older age, female gender, 

low income, migration at an older age, limited education, and three medical conditions were 

associated with increased disability in studies of Hispanic/Latinos, Asian and two diverse 

immigrant samples. Being single was reported in studies of Filipinos immigrants only [29]. 

Chronic conditions associated with disability were reported in studies with Mexican 

immigrants only [47, 50]. Migration at an older age was associated with greater disability in 

two studies (one with a diverse sample and one with Mexican immigrants) [30, 51]. The 

opposite, migrating at a younger age was protective of disability in the same study of diverse 

immigrants [30]. Of the protective factors identified; exercise has been documented to be 

related to improved health outcomes in older adults [52, 53]. The other four were reported in 

one study each, limiting any further comparisons. Alcohol was reported to be associated 

with lower prevalence of disability in one study [45].

Study designs and findings were complex as some studies compared foreign born to U.S. 

born of the same ethnicity whereas others compared foreign born to U.S. born Whites only. 

And still others compared foreign born to those in their home countries. In a study that 

compared factors by birth place (i.e. U.S. born vs foreign born), differences by birth place 

were not statistically significant [29]. Another reported that Mexican immigrants had lower 

levels of education compared to their U.S. born White counterparts [28]. A third study 

included birth place as a covariate in the analyses but did not report on the differences in 

factors associated with disability by this variable [50]. Finally, one study reported that 

arthritis was a risk factor for disability in Mexican immigrants to the U.S. and in Mexico 

[47].

Discussion

This systematic review was conducted to synthesize the current evidence on the prevalence 

and factors associated with disability in older immigrants in the U.S. The majority of the 

studies were in Hispanic/Latino and Asian older adult immigrants. The prevalence of 

disability in a sample of U.S. immigrants from multiple countries was 19.3% [30]. Hispanic/

Latinos (Mexicans) had the highest prevalent of disability at 58.1% [46], but this result was 

obtained from a 20-year old dataset and it may not reflect the current burden of disability in 

this population. This prevalence was lower than that of U.S. born older adults at 60% [3]. 

Immigration related factors associated with disability in this review included migration at 

older age, migration at a younger age and acculturation [11, 30, 51]. Medical factors 

associated with disability in these immigrant groups were similar to those for U.S. born 

older adults. A review of risk factors for disability in native born older adults includes 

obesity, arthritis, and diabetes [54]. Old age is consistently associated with disability across 

populations due to age-related loses in ability, medical conditions, and the social and 

physical environmental challenges [1].
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We found that although immigration may be a risk factor for disability, the risk factors for 

disability in immigrant populations were the same as those universally found (female 

gender, limited education and low income)[4, 6–9]. Older adult immigrants are more likely 

to be female, have limited education and low income [17, 55]. These sociodemographic 

correlates of disability (female gender, single status, limited education and low income) 

were reported in Hispanic/Latino and Asian immigrants who make up the highest and 

second highest groups of immigrants in the U.S.[10, 11, 28, 29, 50]. However, migration 

selectivity, acculturation and other unique sociocultural factors may interact with medical 

and sociodemographic factors to impact disability in older adult immigrants. For example, 

due to economic hardship and preference for aging in place, older adult immigrants are more 

likely to live with family members, compared to their U.S. born counterparts [56, 57]. This 

likely provides social connections and caregiving resources for older immigrant that impact 

disability and further functional decline.

Acculturation was identified as a protective factor of disability in one study in this review, 

which is different from what is typically noted in other acculturation studies. In this study, 

acculturation was measured with language proficiency and naturalization status [11]. High 

English language proficiency has been associated with better self-rated health in immigrants 

[58]. Also, English language proficiency is linked to the ability to access healthcare and 

other social services [17]. However, the majority of older immigrants in the U.S have limited 

English proficiency, and improving English language proficiency may offer an avenue for 

interventions towards the goal of improving disability and health in older adult immigrants.

In the context of the Heathy Immigrant Effect, differences in the prevalence of disability 

between U.S. born and immigrant older adults are more nuanced. This hypothesis suggest 

that immigrants are healthier than their U.S. born counterparts [51, 59]. The Healthy 

Immigrant Effect is often explained by healthy self-selection at migration, extensive 

screening of immigrants before and upon arrival into the U.S., and heathier lifestyles in their 

home countries [51]. Broadly, this review shows that immigrants had a lower prevalence of 

disability compared to U.S. born older adults. However, Yang et.al reported that Asian 

immigrants had higher prevalence of disability than in U.S born Whites [44]. Dallo and 

colleagues reported that Asian immigrants had higher prevalence of disability than U.S born 

Asians but not Whites, Blacks or Hispanic/Latinos [60]. Additionally, Melvin and colleagues 

[46], reported similar proportions of disability across Asian immigrants and all U.S. born 

older adults. This suggest that older immigrants may not have a complete health advantage 

over their U.S. born counterparts as it is suggested by the Healthy Immigrant Effect 

hypothesis.

Another concept related to the Healthy Immigrant Effect, the “Salmon Bias” was not 

supported in this review. This concept which suggests that immigrants will return to their 

home countries once their health begins to fail is used to explain why the remaining 

immigrant population is healthier [61, 62]. Mexican immigrants had a higher prevalence of 

disability, when compared to their counterparts in Mexico [63]. Current research suggests 

that with increasing age, the prevalence of disability in foreign-born older adults also 

increases [46]. Therefore, more research is needed to determine accurate rates of disability 

and examine how migratory patterns are related to disability in immigrant older adults.
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Knowledge gained from this study can contribute to the tailoring of interventions to improve 

the health of older adult immigrants. Identification of factors associated with disability in 

immigrants is vital to inform these interventions. Many older immigrants immigrate with 

health problems or may develop them soon after migration [31, 32]. Identifying migration at 

an older age as a factor associated with increasing disability highlights an important 

consideration for disability interventions in older immigrants. This suggests that early 

intervention for older adults who migrate in later adulthood might decrease disability and 

improve quality of life later in older age. Also, older immigrants may have low income and 

limited education [29, 49, 55], which should be considered when developing interventions to 

improve disability in older immigrants.

This review has some limitations. The results do not include all immigrant groups and many 

of the datasets analyzed are relatively old. Most studies were on Asian and Hispanic/Latinos 

older immigrants, and only one study included European immigrants. There were no studies 

on the prevalence of disability among older African and Afro Caribbean immigrants, some 

of the fastest growing groups of U.S. immigrants [64]. Many of datasets analyzed for the 

prevalence results are old. For example, the study with the highest prevalence was from the 

1993–1994 Hispanic EPESE study. Although the years are not reported for some studies, the 

most recent data was collected in 2011, which is 7 years old [28, 46]. The concept of 

disability is described and measured differently by different researchers. While the search 

terms incorporated the most frequently used terminology for the study concepts, it is 

possible that some articles may have been missed in this review if they contain other 

terminology for basic and instrumental activities of daily living.

There are some limitations of the studies included in this review. Several studies had small 

sample sizes [40, 42] or included limited number of older adults[10, 29, 30, 32, 42, 44]. 

Research shows that minority elders have negative attitudes and distrust of the medical and 

research community [65]. While some studies translated its instruments to the immigrant 

language, this alone might not be enough to overcome this barrier and results presented may 

not reflect that entire immigrant group. Also, culture and gender norms influence ADLs and 

IADLs. In certain cultures, activities of daily living are divided by gender (e.g. women are 

engaged activities such as meal preparation, and laundry, while men manage the money). 

Research has shown that when gender roles are accounted for, the prevalence of limitations 

in activities of daily living decreases [66]. The measurement of disability without 

consideration and adjustments for gender and cultural norms might lead to an over or 

underestimation of disability rates.

Despite these limitations, this literature review has several strengths and implications. The 

understanding of disability among older immigrants from multiple ethnic groups and 

countries can help identify areas for program development in this population. Many Asians 

and some Europeans immigrants migrated to the U.S. as refugees following political turmoil 

in their countries [44, 49]. For some Hispanic/Latinos, political issues in Cuba led to 

migration, while some Mexicans migrated as laborers during the Bracero period [10]. These 

histories create conditions for differing health trajectories and make comparisons across 

immigrant groups somewhat challenging. However, this review adds to the state of the 

science about disability and the health of older immigrants in the U.S. It also highlights 
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areas for future research in this population: Future research in disability in immigrants 

should: 1) examine the trajectory of disability in all immigrant groups including African, 

European, and Afro Caribbean immigrants; 2) validate measures of disability in immigrant 

populations; and 3) examine other forms of disability including cognitive disability in older 

immigrants.

Future research on disability in immigrants should also examine how the immigration 

process influences disability and other health outcomes in immigrants. Some of this work 

has begun with the PINE (The Population Study of Chinese Elderly in Chicago) study [67] 

in Chinese older adults and the Hispanic/Latino EPESE in Hispanic/Latino older adults. 

Also, some nationally representative cohort and cross-sectional surveys like the NHIS have 

updated its sampling approach to account for these aspects of immigrant health [68]. Despite 

these, more comprehensive studies of disability are needed to inform interventions for older 

immigrants.

Activities of daily living limitations in older adults can be treated with behavioral 

interventions [69]. Interventions such as the Community Aging in Place Advancing Better 

Living for Elders (CAPABLE) [70] have been shown to decrease disability in U.S. born 

older adults. Although some immigrants have benefited from CAPABLE and other 

interventions, these interventions may benefit from adaptation to work with the culturally 

diverse older adult immigrants in the United States. Research that is tailored to older adult 

immigrants’ experiences, goals, and cultural contexts will allow them to thrive in the United 

States.
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Figure I. 
PRISMA diagram showing the systematic process of identifying relevant articles for Review 

of prevalence and correlates of disability in Older Immigrants
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