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Abstract

Objective: Immigrant health discussions often focus on acculturation and omit discussions on 

historical events that may underlie health differences among immigrant older adults. This paper 

provides a historical overview of immigration policy and flows to the U.S. and examines insurance 

access and health difficulties by sending country.

Methods: We analyzed the “Immigrants Admitted to the United States, Fiscal Years 1972–

2000” and 2015–2019 American Community Survey datasets to examine the number of admitted 

immigrants, sociodemographic profiles for current immigrant older adults, and the predicted 

probabilities of health insurance access and health difficulties.

Results: Our results highlight alignment of immigration flows with immigration legislation and 

vast heterogeneity in migration, health, and healthcare access of immigrants by sending country.

Discussion/Implications: Public health practitioners must consider how historical events 

and social factors contribute to the healthcare access and health of immigrant populations, as 

demographic shifts will require interventions that promote equitable healthy aging.
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Introduction

Accounting for an estimated 45 million people in 2018, the immigrant population in the 

United States (U.S.) is expected to double to 105 million by 2065 (Budiman, 2020). Related 

to this trend, the population of those 65 years and older is expected to grow from 56.1 

million to 94.7 million by 2060, to be 23% of the U.S. population (Vespa et al., 2018). The 

older adult population in the U.S. is also rapidly diversifying and the share of racial/ethnic 

minority adults is expected to be a “majority” by 2060 (Alba, 2018; Vespa et al., 2018).

Given these demographic shifts, recent scholarship has called to expand research examining 

the experiences of older immigrant adults (Flores Morales, 2021; Ma et al., 2021). For 

Latino immigrant older adults, research has highlighted immigrant health advantages in 

depressive symptoms (Bowen & Ruch, 2015), health and disability (Downer et al., 2016), 

and life satisfaction (Calvo et al., 2017) relative to White adults. The health of immigrant 

older adults are further heterogeneous when examining differences by disaggregated racial/

ethnic groups (i.e., examining health by Cuban and Dominican ethnicity vs. the broad 

Hispanic/Latinx group). Hooker et al. (2018) found that Mexican, Puerto Rican, and 

Cuban older adults had higher depressive symptoms compared to their non-Hispanic White 

counterparts. Filipino, Asian Indian, and Native Hawaiian and Pacific Islander (NH/PI) 

older adults also had higher depressive symptoms relative to older White adults. These data 

would have otherwise been masked if they were examined by the aggregate racial/ethnic 

groups. Similarly, Ðoàn et al. (2021) found vast differences in cardiovascular disease (CVD) 

outcomes among older adults, where NH/PI older adults had the greatest risk of reporting 

worst CVD outcomes relative to Asian American ethnic groups and White adults. There 

are also racial/ethnic disparities observed in health insurance and health services utilization 

where older adults of color have greater prevalence of uninsurance and underutilization of 

healthcare services compared to White adults (Gandhi et al., 2018).

Immigration and the Life Course Perspective

Considering known health disparities and social determinants of health among the aging 

populations and older adult immigrants, there remains little discussion on immigration 

experiences. Older adults’ immigration experiences are often discussed in the context of 

acculturation (i.e., the adoption of U.S. culture and diminishing influence of one’s sending 

country culture) and immigrant integration (i.e., the process where immigrants and native-

born individuals become more like each other). Acculturation and integration are typically 

measured using nativity status, time in the U.S. or English proficiency (Bacong & Menjívar, 

2021; Bacong & Sohn, 2021; Bowen & Ruch, 2015; National Academies of Sciences et al., 

2016).

Although it is important to focus on the current health and health status of older adults, it 

is equally important to consider the historical and migration circumstances of immigrants 

that underlie current and existing health inequities. The life course perspective offers an 

important framework to examine the social, economic, and political contexts that positively 

or negatively impact health outcomes and well-being over different life stages. Elder (1994) 

highlights the importance of considering historical and cultural events when examining 
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biological age, to emphasize the importance of human development and aging. Prior 

research that has focused on the intersections between immigration and the life course 

have centered upon the migration experience (Gong et al., 2011; Torres & Young, 2016) as 

well as age and aging (Brown, 2018; Guo et al., 2021). For example, Gong et al. (2011) 

examined “age effects” of immigration, noting that those who immigrated to the U.S. as 

adolescents without clear migration goals had worse psychological distress compared to 

those who immigrated as children. Moreover, adult immigrants who migrated with clear 

goals and prepared beforehand had less psychological distress compared to those who 

migrated as children or adolescents. Guo et al. (2021) also note the importance of one’s 

age during migration, finding that those who migrated after the age of 50 years old had 

worse cognitive health compared to younger migrants. Brown (2018) provides a nuanced 

perspective of examining aging of older adult immigrants, noting that White immigrants 

maintain health advantage while they age while Black and Mexican immigrants’ health 

disadvantage intensifies with age.

Historical context is another important aspect to consider in the life course perspective. We 

focus on the historical context of the experiences of older adult immigrants. For example, 

major historical or social events, such as World War II and the Vietnam War, established 

temporal cohorts of adults (e.g., Baby Boomers), who had differential experiences and 

responses to biological and social exposures, which then impact their health and well-being.

We use the life course perspective to examine immigration-related factors like immigrant 

legal status, country of origin, or the historical context of migration, that affect health 

advantages and disadvantages that shape health inequalities and healthcare needs and 

utilization among immigrant older adults. The life course perspective guides our work 

on migration as we consider how the dynamic and cumulative effects of biological and 

social exposures’ impact and structure individual-level opportunities and disadvantages. 

Considering immigrants’ country of origin is especially important, given that immigration 

legislation may facilitate entry of immigrants from certain countries while restricting 

immigrants of other countries. Examining immigration with a life course lens can improve 

our understanding of how major world events and policies have impacted the health 

trajectories of the aging populations, particularly among immigrant older adults and given 

the dramatic changes in U.S. immigration policies over the last 60 years.

This paper examines how the social and political systems individuals exit (i.e., country 

of origin) and enter (i.e., U.S.) impact the immigrant experience and have potential ripple 

effects on health across the entire life course (Torres & Young, 2016). First, we use historical 

visa records to 1) describe immigration flows and identify immigration policies that would 

affect immigrants who immigrated between 1971 and 2000 and would be 65–85 years old 

in 2019; and 2) characterize the sociodemographic profiles of these older adult immigrants. 

Finally, we use nationally representative survey data to provide plausible health insurance 

access and health profiles of this group of older adult immigrants by country of origin. We 

aim for this paper to provide a foundation to understand the long-term effects of immigration 

legislation on health, healthcare access, and well-being.
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Methods

Data

We conducted separate analyses of the Inter-university Consortium for Political and Social 

Research (ICSPR) “Immigrants Admitted to the United States, Fiscal Years 1972–2000 

(ICPSR 37688)” (Kossoudji, 2020) and 2015–2019 American Community Survey (ACS) 

5-year estimates (Ruggles et al., 2021). In our first analysis, we use the ICPSR data to 

provide the historical context to understanding older adult immigrant experiences. The 

ICPSR dataset contains federal administrative data on all immigrants who were admitted to 

the U.S. from fiscal years 1971–1972 to 2000–2001. This dataset provides comprehensive 

immigration data and has detailed information on the time to immigrant admission, visa 

status, and port of entry.

In our second analysis, we examined the 2015–2019 ACS 5-year estimates to provide 

plausible socioeconomic and health profiles of the immigrants who arrived in the US 

during 1971–2000 and would currently be 65–85 years in 2019. The ACS is an annual 

survey conducted by the Census Bureau of over 3.5 million households and captures social, 

housing, economic, and demographic characteristics of the US population. We used the 

5-year estimates (Ruggles et al., 2021) because it provides the largest sample size and most 

reliable estimates compared to ACS 1-year and 3-year estimates. At the time of writing, 

ACS data up to 2019 were available.

To allow for comparisons between both datasets, we restrict the ICPSR and ACS dataset to 

individuals who would be ages 65–85 years old in the year 2019. We also restrict the ACS 

data to people who had immigrated between 1971 and 2000. The final analytic sample was 

4,702,568 individuals for the ICPSR data and 152,441 individuals for the ACS dataset.

Measures

We examined immigration and demographic variables in the ICPSR dataset. Immigration 

variables included immigrant’s age of migration, year of migration (1971–1979, 1980–1989, 

1990–2000), U.S. presidential administration during migration (from Richard Nixon to Bill 

Clinton), time for immigrants to obtain lawful permanent residence (LPR), immigration 

visa category and if they were a principal or derivative visa holder. Time for immigrants 

to obtain LPR was categorized as: arrived in the U.S. as LPR, 1 year, 2 years, 3–5 

years, 6–10 years, 11 years, or more. Immigration visa categories were classified into 

the following nine groups: Immediate Relative Visa, Family Sponsored Visa, Employment 

Sponsored Visa, Refugee or Lautenberg Visa, Asylum Seeker or Nicaraguan Adjustment 

and Central American Relief Act (NACARA) recipient, Other Cuban Visa, Diversity Visa, 

Born Abroad to U.S. Parents or Amerasian Visa, and Other Visa. “Other Cuban Visa” was 

kept as a separate category for analysis given its historical significance to U.S. immigration 

policy. Definitions on each immigration visa category are provided in Table 1. Demographic 

variables included gender and marital status.

We focused analysis of the ICPSR data on the top 10 immigrant sending countries to 

the U.S. in 2016: Mexico, China, India, the Philippines, El Salvador, Vietnam, Cuba, 

the Dominican Republic, South Korea, and Guatemala (Budiman, 2020). Countries not 
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listed in the top 10 sending countries were grouped as “Other Country” and was the 

reference category to allow comparisons of the top 10 countries to the general population 

of immigrants. We expect that countries included in the “Other Country” category are not 

subject to the same immigration limitations (e.g., long visa processing times) that the top 10 

immigrant sending countries experience (e.g., “oversubscribed” countries) (Obinna, 2014, 

2020).

In the ACS, we examined immigration, health insurance and access, health difficulties, and 

sociodemographic variables. Immigration variables included citizenship status (naturalized, 

non-citizen), English language proficiency, age of migration, year of migration, presidential 

administration during migration, and country of origin. We examined health insurance 

coverage (yes, no) and type (private insurance, Medicare, Medicaid, Medicare/Medicaid). 

We examined each of insurance type separately because participants could have more than 

one type of insurance, with the exception of individuals with have both Medicare and 

Medicaid because this population often has additional social and medical needs compared 

to those with either Medicare or Medicaid (McBride et al., 2020). Medicare is available to 

all U.S. citizens’ aged 65 years and older and lawful permanent residents who have fulfilled 

certain residency requirements (Hoffman et al., 2000). Medicaid is available to those who all 

individuals who are experiencing poverty (Hoffman et al., 2000). We examined seven health 

difficulties: cognitive, physical, independent living, ability to care for oneself, sensory, 

sight, and hearing, and if respondents had “any difficulty” based on the seven difficulties. 

Sociodemographic covariates included age, sex, marital status, educational attainment, and 

income, as important factors related to health insurance and health difficulties.

Analysis Plan

Using the ICPSR data, we examined the total number of admitted immigrants from 

1971 to 2000 and calculated univariate and bivariate distributions of immigration and 

demographic variables, by the immigrant sending country. Using the ACS data, we provide 

the univariate distribution of the immigration, health insurance access, health difficulties, 

and sociodemographic variables, and bivariate associations by country of origin. We 

conduct multivariable logistic regression to model the associations between country of 

origin and health insurance access and health difficulties, accounting for immigration and 

sociodemographic factors. We provide predicted probabilities and applied ACS survey 

weights to reflect a nationally representative sample of older adult immigrants in 2019. 

Data analyses were completed using Stata MP Version 17.0 (StataCorp, 2021).

Results

Immigration Legislation and Admitted Immigrants from 1971 to 2000

Table 2 highlights the landscape of select immigration legislation between 1965 and 2014, 

starting with the 1965 Immigration and Nationality Act that removed country-specific 

quotas for immigration and expanded immigration from Asia and Latin America to the 

U.S. U.S. immigration policies have fluctuated between openness for certain immigrant 

groups (e.g., refugees, skilled workers) and restrictions for other groups (e.g., undocumented 

immigrants). The 1996 Personal Responsibility and Work Reconciliation Act (PWORA) is 

Bacong and Ðoàn Page 5

J Aging Health. Author manuscript; available in PMC 2022 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



especially noteworthy because it created limits on social services and access to healthcare 

for undocumented immigrants and immigrants with temporary visas (e.g., student and work 

visas).

Figures 1 and 2 illustrate the number of immigrants admitted who would currently be 65–85 

years old in 2019 for the top 10 immigrant sending countries and shows distinct peaks in 

immigration flows over time. For example, there are peaks in admission of immigrations 

from Vietnam in 1972, 1982, and 1992 (Figure 2) while immigrants admitted peaked in 

1977 and 1987 for Cuba (Figure 1). Other countries like Mexico (Figure 1) experienced 

fluctuations in the number of admitted immigrants between 1971 and 2000, with decreases 

in 1976 and the 1990s.

Immigrant Profiles from 1971 to 2000

Table 3 shows demographic characteristics of admitted immigrants between 1971 and 2000, 

by top 10 and other immigrant sending countries. Most immigrants arrived in the U.S. at 25–

44 years and during the Reagan Administration (1981–1988). There are distinct differences 

in the year of migration, mirroring Figure 1 and Figure 2. For example, most immigrants 

from Mexico were admitted in the 1970s while immigrants from El Salvador were admitted 

in the 1980s.

Most immigrants arrived in the U.S. as LPR but this varied by sending country. About 84% 

of immigrants from Mexico arrived as LPR compared to 29% from Vietnam and 15% from 

Cuba; Vietnamese and Cuban immigrants took three or more years to obtain LPR status.

Overall, most immigrants arrived in the U.S. through family sponsored (F) or immediate 

relative (IR) visas. Most immigrants from Mexico arrived as IR visa-holders while over half 

of immigrants from China, India, Dominican Republic, and Korea arrived as F visa-holders. 

Immigrants from the Philippines were evenly distributed between IR and F visas and about 

one in five individuals came on employment visas. Similarly, one in five Chinese immigrants 

arrived on employment visas. Most Vietnamese and Cuban immigrants arrived as refugees 

or asylees through specialized visas.

Health Insurance Access for Older Adult Immigrants in 2019

Table 4 displays the theoretical weighted univariate and bivariate distribution of health 

insurance access for older immigrant adults aged 65–85 years in the U.S. Almost 98% of 

older immigrant adults had health insurance, with distinct differences by country of origin. 

Nearly 99% of immigrants from India and the Philippines had some type of health insurance 

while only 92.8% of immigrants from Mexico, 94% of immigrants from Guatemala, and 

95.5% of immigrants from El Salvador had health insurance.

By health insurance type, about 48% of older immigrant adults had private health insurance, 

followed by 31% with Medicare, 30% with Medicaid, and 30% with both Medicare and 

Medicaid. There were also differences in health insurance type by country of origin. About 

54% of immigrants from the Philippines had private insurance, while immigrants from 

Cuba had the lowest rate of private insurance at 15% and 42% of immigrants from Other 

Countries had private insurance. For Medicaid, immigrants from the Dominican Republic 
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had the highest rate at 57.6% compared to only 29.6% of immigrants from Other Countries; 

the remaining top 10 sending countries (except for India and Philippines) had higher rates 

of Medicaid compared to immigrants from Other Countries. For Medicare, immigrants from 

Cuba had the highest rate at 96.7% while immigrants from El Salvador at the lowest rate at 

39.3%. For dual-eligible Medicare and Medicaid, immigrants from the Dominican Republic 

had the highest rate at 57.6%, followed by immigrants from Cuba (48.9%).

Health Difficulties for Older Adult Immigrants in 2019

About 27% of older immigrant adults reported having any health difficulty (Table 4). The 

most common health difficulty was physical difficulties (17.6%), followed by independent 

living difficulties (13.1%) and sensory difficulties (11.3%). Similar to health insurance 

access, health difficulties varied by country of origin. Immigrants from the Dominican 

Republic had the highest proportion of adults with any health difficulties (35.0%), followed 

by immigrants from Mexico (32.2%) and El Salvador (32.1%); immigrants from Korea had 

the smallest proportion of adults reporting any health difficulty (20.4%). Similar trends were 

observed across the specific difficulties such as physical difficulties.

Among immigrant adults in the U.S. who would be theoretically aged 65–85 years, they 

were 72 years old on average, mainly women, arrived in the U.S. when they were 25–44 

years old, and immigrated during the 1970s. Immigrants resided in the U.S. about 34 

years on average and nearly 90% of immigrants were naturalized citizens by 2019; there 

were major differences in citizenship status by country of origin. Immigrants from Mexico 

(53.1%), El Salvador (68.1%), Guatemala (68.6%), and Dominican Republic (78.0%) had 

the lowest percentage of naturalized citizens, while 82% or more of immigrants for the 

remaining countries were naturalized citizens.

Almost half of immigrants (44.1%) indicated that they spoke English “well/very well” 

and most immigrants had a high school education (28.2%) or college degree (27.6%). 

Immigrants were evenly distributed across income categories. Most immigrants (19.8%) 

indicated that an average annual income less than $25,000, followed by 17.6% reporting an 

annual income $150,000 or more.

Predicted Probabilities of Health Insurance Access and Health Difficulties

Table 5 displays the fully adjusted predicted probability of having any health insurance 

and health insurance type. Rates of having any health insurance were high among older 

adult immigrants, with at least a 98% insurance rate for most countries. However, rates 

of insurance were lowest among older adult immigrants from El Salvador, Guatemala, and 

Mexico. When examining specific types of insurance, most participants reported having 

Medicare. However, rates of Medicare insurance were lowest among older adult immigrants 

from El Salvador, Guatemala, and Mexico. The remaining countries had Medicare insurance 

rates of at least 90%. Moreover, rates of private insurance were highest among Philippine 

immigrants, while most other groups had private insurance rates around 30%.

Table 6 displays the fully adjusted predicted probability of reporting health difficulties by 

country of origin. Immigrants from the Philippines had the highest reports of any health 

difficulty (33.4%), followed by immigrants from India (29.4%) and El Salvador (28.5%), 
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while immigrants from Korea had the lowest probability of any health difficulty (19.7%). 

By specific health difficulty, cognitive and physical health difficulties were highest among 

immigrants from the Philippines; physical and independent living difficulties was highest 

among immigrants from India; and physical, sensory, sight, and hearing difficulties was 

highest among immigrants from El Salvador.

Discussion

This paper provides one of the first overviews of immigration flows using administrative 

data compiled by Kossoudji (2020). We characterize historical immigration trends by 

examining health insurance access and health difficulties of current older adult immigrants 

in the U.S. Our results highlighted close alignment of immigration flows into the U.S. with 

immigration legislation and the vast heterogeneity in the migration patterns, health, and 

healthcare access of immigrants by sending country.

As expected, peaks in immigrant admission correspond to immigration policies and 

historical events that shaped policies to be more or less favorable to immigrants (Table 

2). For example, the number of immigrants admitted from Vietnam corresponds with the Fall 

of Saigon in 1975 (i.e., end of the Vietnam War), as well as passage of the 1975 Indochina 

Migration and Refugee Assistance Act, Refugee Act of 1980, and 1986 IRCA. We observed 

peaks in immigration flows from Cuba in 1977 and 1987 that are likely related to the 

Cuban communist revolution in 1959 and resulted in more preferential immigration policies 

towards Cuba. The fluctuations of immigration flow of Mexican immigrants correspond 

to passage of legislation like the 1976 Immigration and National Act Amendments and 

1996 Illegal Immigration Reform and Immigrant Responsibility Act (IIRAIRA), that vilified 

Mexican immigrants as “illegal aliens.” Immigrants from the Philippines had high and 

steady levels of admission to the U.S. which could be related to the preferential treatment for 

skilled workers.

Health disparities in health and healthcare utilization are typically evaluated by differences 

in health based on race/ethnicity, which are socially constructed categories that may 

inaccurately describe individual experiences, with little or no reference to country of birth or 

origin or citizenship status. In this paper, we considered country of origin as an important 

determinant of health; other variables to better historicize health could include examination 

of nationality, country of origin, race/ethnicity, and ancestry. For healthcare access, we found 

that while most people had some form of health insurance, there were distinct deficiencies 

in access among those from Mexico and Latin American countries. This is surprising, 

especially given that most people should be eligible for at least Medicare in older age. 

However, the predicted probabilities of having Medicare were lowest among people from 

Mexico, El Salvador, and Guatemala, which may be related to potential fears of public 

charge (Ma et al., 2021; Perreira et al., 2018).

Moreover, in our analyses of health difficulties, the predicted probability of having any 

health difficulty was highest among people from the Philippines, India, and Mexico; this 

was quite contrasting because individuals from the Philippines and India had high predicted 

probabilities of having health insurance. These results invite opportunities to consider what 
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institutional and structural factors may contribute to the poorer health among older adults 

from these countries. Using the Philippines as an example, potential historical and physical 

traumas resultant from legacies of U.S. imperialism and colonialism could contribute to 

both to poorer health and well-being in addition to motivation to migrate to the U.S. 

(Sabado-Liwag et al., 2022). Alternatively, intense work conditions that Filipinos may have 

experienced upon migration to the U.S. could further contribute to poorer health that could 

manifest in older age (de Castro et al., 2009; Fujishiro et al., 2011; Garcia & de Castro, 

2017; Ma et al., 2021).

For analyses with poor quality or limited racial/ethnic data, country of origin is often used 

as a proxy for ethnicity. However, we encourage researchers and health professionals to 

reconsider country of origin as a marker of historical immigration circumstances, or an 

additional dimension in which to evaluate and improve health for immigrants over the life 

span.

It is equally important to consider what constitutes as “legal” immigration—which is highly 

influenced by historic events and U.S. policies that determine migration flows and visa 

quotas, and the economic and sociopolitical environments in which immigrants arrive. For 

example, the 1965 Immigration and Nationality Act established bureaucratic borders based 

on established familial relationships in the U.S. or potential employment and changed the 

demographic makeup of the U.S. by increasing immigration quotas (Bacong & Menjívar, 

2021; Enchautegui & Menjívar, 2015; Obinna, 2014). Torres and Young (2016) highlight the 

intersections of the life course perspective with immigrant legal status and the negative long 

term and intergenerational effects on health for individuals with precarious legal statuses 

(e.g., lack of permanent residence) and their families. Policies that criminalize immigrants 

or decrease access to social supports can also affect immigrant experiences both before and 

after migration (Wallace et al., 2019; Wallace & Young, 2018; Young & Wallace, 2019).

By examining race/ethnicity in historical context, we can better understand the overall 

implications of immigration policies on migration flows to the U.S. as well as easing 

or worsening transitions into the country. For example, a significant proportion of 

the Vietnamese and Cuban immigrants were admitted as refugees and asylum seekers. 

Compared to the other immigrants, Vietnamese and Cuban immigrant older adults utilized 

social services (e.g., Medicaid) at higher rates. These differences could be related to the 

high share of Vietnamese and Cuban immigrants who have limited English proficiency, 

low education attainment, and lower income. This emphasizes considerations for the 

circumstances in which immigrants enter the US, visa types in which they are admitted, 

as well as environment of reception. For example, past and current refugees and asylum 

seekers may be fleeing their home countries due to war or persecution, and require more 

public resources to support their overall well-being as new immigrants. They may also 

experience ongoing traumas that influence their healthcare utilization and health outcomes 

that may persist across their lives and trickle down to impacting their families. The 

varied immigration trajectories highlight the need to acknowledge and develop relevant 

interventions that address the distinct health and social needs of immigrants.
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We found higher rates of Medicare uninsurance among immigrants from Latin American 

countries compared to immigrants from Asian countries. This could be the result of policy 

implementations in the 1990s, which criminalized border crossings and promoted ideas 

of immigrants being a public charge (Derose et al., 2007; Donato & Amuedo-Dorantes, 

2020). The literature has demonstrated the deleterious health impacts of fear of being 

labeled a public charge, as well as the implications of immigration legislation like 

IIRAIRA, PWORA, and public charge on the health and health coverage of immigrants 

and their families (Castañeda et al., 2015; Perreira et al., 2018). The consequences of 

immigration policies are dynamic and cumulatively impact healthcare access and utilization 

for immigrants, as well as the development of health inequalities over the life span. 

Interestingly, however, Medicaid insurance rates were highest among immigrants from 

Guatemala, and El Salvador, despite low Medicare insurance rates. This was not the case 

for immigrants from Mexico. Thus, although we can consider the promotion of public 

charge as a deterrent for healthcare access, it may not always be the case depending on 

the country of origin. In summary, expanded access to health insurance and healthcare 

for immigrants regardless of their legal status could promote better overall well-being 

and healthy aging. Healthcare providers and public health professionals need to consider 

immigration as a social determinant of health and better address the health and social needs 

of older immigrant populations. Community based organizations and community health 

workers can provide relevant support and information to immigrant older adults to navigate 

and access healthcare (McBride et al., 2020).

We provide historical and contextual evidence of immigration trends for older adults 

with publicly available national data. Few datasets collect comprehensive individual-level 

historical immigration data that allow examination of how immigration systems and 

policies impact admission into the U.S. This paper provides a deep dive into the complex 

sociopolitical histories that shape health outcomes and healthcare access among the aging 

immigrant population. Future research should explore the migration patterns of recent 

immigrants to understand and contextualize the heterogeneity of the immigrant experience, 

as well as consider the implications of visa wait times and visa types on health status. 

Our paper highlights the importance of and dire need for disaggregated data collection of 

immigration-related factors in administrative data.

To provide a more comprehensive picture of how immigration influences health across the 

life course, better data are needed. We recommend the construction of already available 

databases (e.g., ICPRS and ACS data) that link immigration and health data, as well as 

new epidemiological datasets that follow diverse immigrant adults longitudinally. Future 

work could consider techniques like probabilistic record matching, to connect federal 

administrative immigration data to large population-level datasets. Doing so would allow 

researchers to examine issues related to the timing of when immigrants receive their visas. 

Longitudinal studies can also utilize probabilistic matching to examine the long-term effects 

of the time to obtain visa and visa types on health, which is a new and growing area of 

research (Bacong & Sohn, 2021; Morey et al., 2020; Obinna, 2014, 2020).

There is also a growing body ofliterature noting the effects of immigration policy on the 

health and well-being of immigrants (Novak et al., 2017; Patler et al., 2019; Venkataramani 

Bacong and Ðoàn Page 10

J Aging Health. Author manuscript; available in PMC 2022 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



et al., 2017; Wallace et al., 2019), although the focus has been on children and young adults. 

Future work should consider utilizing both the ICPSR and ACS datasets to examine the 

effects of historical immigration policies on the health of immigrants today, as well as how 

anti-immigrant stigma may affect older immigrants’ health over time (Young & Wallace, 

2019). For example, future work could also examine the effects of immigration policies on 

different temporal cohorts of immigrants to the U.S. (e.g., pre-PWORA, post-PWORA), by 

age cohort, and by country.

In this study, we provided an extension of the life course perspective and immigration 

by outlining relevant immigration legislation that were relevant to current older adults. 

We also looked at compositional differences based on immigrants’ time of arrival, age 

of arrival, and context of arrival. Overall, these results reveal the varied pathways that 

immigrants have taken to arrive in the U.S. Using immigrants’ country of origin allowed 

us to triangulate how historical events, immigration pathways, and policies could underlie 

disparities in health and healthcare access today. Although this work examined one aspect of 

the life course perspective (i.e., history), future work can be done to better contextualize the 

health of older adult immigrants through qualitative interviews, combining health data with 

immigration and policy data (Dondero & Altman, 2020; Young et al., 2019), or designing 

studies examining the effects of immigration policy across the life course (Nakphong et al., 

2022).

Our analysis has three key limitations to note. One major limitation relates to the 

comparability of the ICPSR and ACS datasets. We restricted both datasets to be theoretically 

similar based on individuals who would be ages 65–85 years old in 2019 (i.e., the latest 

version of the ACS available at the time of writing). To align the ACS and ICSPR datasets 

since both have the similar sociodemographic variables, we restricted the data to immigrants 

who had arrived between 1971 and 2000. Given the exploratory nature of this study, 

variables to link both datasets, and data available, we provide a general population-level 

overview. Future studies should consider multiple imputation techniques as a possible way 

to combine both datasets (Capps et al., 2018; Ro & Van Hook, 2021; Van Hook et al., 2015). 

Second, this study only includes comparisons of the top 10 sending countries to the U.S. 

versus “Other Countries” and is limited to generalizability to authorized immigrants. We 

selected the 10 sending countries to match and be comparable to recent analyses listing the 

top 10 sending countries to the U.S. (Ro et al., 2016). These data are publicly available for 

use by the US Immigration and Naturalization Service (INS) Statistical Yearbooks but are 

an undercount of immigrants due to omission of unauthorized individuals in data collection. 

Finally, the availability of ICPSR data limited our ability to examine the immigration 

profiles of those who migrated after 2000. Since 2001, immigration policy has seen 

increased restrictiveness because of the September 11th attacks and debates of the growing 

population of undocumented immigrants. Thus, we cannot examine the effects of these 

recent policies on immigration flows. The population of older undocumented immigrants 

presents a new area of intervention (Flores Morales, 2021). Future work should consider 

expanding the research to examine immigration profiles post-2000 as data become available.

Future policies need to consider the varied circumstances of migration (e.g., family 

reunification, employment, refugee) in creating equitable health and social policies. For 
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example, removing public charge restrictions for citizenship can decrease barriers to 

immigrants’ use of key social services. Furthermore, decreasing the cost of insurance 

policies and increasing the quality of Medicaid programs can better support low-income 

immigrant older adults. Implementing policies that can provide national health insurance 

coverage for all residents can further close the gap in coverage and help to reduce 

health disparities by country of origin. In conclusion, as we consider the growth of the 

older adult immigrant populations, efforts to achieve health equity must considered the 

varied immigration and historical circumstances that these communities face throughout the 

entirety of the life course.
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Figure 1. 
Number of admitted immigrants by Asian country and year of admission, among immigrants 

would be 65–85 years old in 2019.

Note. IRCA = Immigration Reform and Control Act; IIRAIRA = Illegal Immigrant 

Reform and Immigrant Responsibility Act; PWORA= Personal Responsibility and Work 

Opportunity Reconciliation Act.
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Figure 2. 
Number of admitted immigrants by Central and South American country and year of 

admission, among immigrants would be 65–85 years old in 2019.

Note. IRCA = Immigration Reform and Control Act; IIRAIRA = Illegal Immigrant 

Reform and Immigrant Responsibility Act; PWORA= Personal Responsibility and Work 

Opportunity Reconciliation Act.
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