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Abstract: Doubling in size since the 1970s, the aging needs of the African immigrant population are 

not fully understood. This qualitative study examined experiences of aging and retirement planning 

for African immigrant older adults in the United States (U.S.). Specifically, it explored the factors, 

processes, and ultimate decision of where these older adults planned to retire. Secondary analysis 

of semi-structured interviews with 15 older African immigrants in the Baltimore–Washington Met-

ropolitan area was conducted. Data was analyzed using thematic analyses in NVivo. The majority 

of participants were women, with a mean age of 64. Three overarching themes with ten sub-themes 

were identified. The themes included: (1) cultural identity, which indicated the participant’s com-

fort with the U.S. society and culture; (2) decision making, meaning factors that impact participants’ 

choice of retirement location; and (3) decision made, meaning the final choice of where participants 

would like to retire. Age-friendliness for immigrant older adults in the U.S. is complex and it in-

cludes traditional domains such as physical and sociocultural environment (e.g., housing, transpor-

tation, and income). However, immigrant age-friendliness also needs to include wider contextual 

aspects such as political climate of their country of origin, immigrant status, family responsibilities, 

and acculturation in the U.S. More research is needed to better understand and facilitate age-

friendly environments and transnational aging of immigrant older adults. 
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1. Introduction 

Older immigrants make up 13.9% of older adults in the United States (U.S.) and that 

number is growing [1]. One in five Americans will be 65 or over by 2030 [2]. The aging of 

current immigrants and the inflow of new older adults are both trends that contribute to 

the growth of the U.S. older adult population [3–5]. The average age of an immigrant in 

the U.S. increased from 39 years to 45 years between 2000 and 2017 [3]. Most older immi-

grants are from Latin American countries (38%), followed by those from Asian (31%) and 

European (24%) countries [1]. Although Africans only make up 6% of the older adult im-

migrant population in the U.S., almost one fifth of them are over 55 years [6]. There are 

currently over 2 million African immigrants in the U.S. [6,7]. 

Migration histories can influence retirement planning and health trajectories. Immi-

grants migrate for multiple reasons including employment, education, family reunifica-

tion, or forced migration as refugees or asylum seekers [8,9]. Africans emigrate for three 

main reasons: better economic opportunities, forced migration, and family reunification 
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[10–12]. Most immigrants arrive in the U.S. without health challenges, but the migration 

and aging process combined with socioeconomic inequity can influence poor health out-

comes in older age. Several studies have shown that immigrants are healthier than their 

U.S.-born peers of the same age [13–16]. This phenomenon, known as the ‘healthy immi-

grant effect’ or ‘Hispanic paradox’, is often explained by healthier lifestyles in immigrants’ 

countries of origin, healthy self-selection at migration, and extensive screening of immi-

grants before and after arrival into the U.S. [17,18]. 

Another explanation for why current immigrants might be healthier than their U.S.-

born peers is the suggestion that some immigrants may choose to return to their country 

of origin once their health begins to fail [19–21]. There is a growing body of research that 

suggests that an immigrant’s health worsens with greater length of residence in the U.S. 

[22–27]. Studies of the ‘healthy immigrant effect’ and ‘salmon bias’ amongst Africans are 

limited, but we reported that foreign-born Black (African and Afro Caribbean immigrants) 

older adults have better physical function compared to their U.S.-born counterparts [28]. 

However, aging and retirement plans for older African immigrants are unknown; thus, it 

is unclear how the current health profile and migration trajectories affect these plans. 

In addition to the pursuit of education and economic opportunity, the recent migra-

tion of older adults as part of family reunification and refugee admissions has resulted in 

higher numbers of older adult immigrants [1,29]. These immigration factors can influence 

long-term health outcomes and well-being, both positively and negatively. For example, 

refugees or asylum seekers and those who experience pre-migration trauma (being 

beaten, raped, or seeing other people get hurt or killed) have more depressive symptoms 

[30–32], while those who migrated to join other family members are less likely to experi-

ence depressive symptoms [33]. Additionally, older immigrants joining family members 

may enjoy more social support since many older immigrants reside in extended-family 

households, especially those who immigrated after the age of 60 [29]. Ethnic enclaves, de-

fined as a geographical area where an ethnic group is spatially clustered and socially and 

economically distinct from the majority group [34], reportedly have complex effects on 

the mental health of immigrants [35,36]. 

Post-immigration trajectories and access to social services may also affect retirement 

plans. Older immigrants face many linguistic and cultural challenges related to accessing 

care and support services in the U.S. [29,37,38]. In addition, older immigrants are more 

likely to have limited incomes, low savings or retirement income, and are ineligible for 

many federal social service programs including health insurance [29,39–41]. In addition 

to these concerns, loneliness, social isolation, and insufficient use of social services have 

also been reported by Chinese older adult immigrants [42]. These concerns can be further 

compounded in undocumented immigrant older adults struggling to avoid deportation 

[43]. 

Following immigration, African immigrants are subjected to numerous socioeco-

nomic, cultural, and political challenges that affect their trajectory and wellbeing, and sub-

sequently, retirement plans. The purpose of this study was to describe the experiences of 

aging and retirement planning for African immigrant older adults in the U.S. Specifically, 

it explored the factors, processes, and ultimate decision of where the older adults plan to 

retire. Understanding this can facilitate health care and retirement planning not only for 

Africans but also for other immigrant groups who might share similar reasons for migra-

tion and health trajectories. 

Theoretical Model: This study is guided by the socio-ecological model [44–46]. This 

model postulates that health and health behaviors are influenced by multi-level factors. 

These factors include the individual (biological and personal history), relationships (clos-

est social circle that includes partners and family members), community (settings such as 

schools and neighborhoods), and societal (broad societal factors such as cultural norms) 

[45] factors. The final level of the original model includes internal and external elements 

of time and historical elements that has been updated to include policies [44,47]. These 

factors interact across these different levels to influence specific health behaviors [46]. This 
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model is used to explore and describe the factors that influence older African immigrants’ 

desires, plans, and decision-making surrounding aging in the U.S. and retirement plan-

ning. 

2. Materials and Methods 

2.1. Study Design 

This is a secondary qualitative analysis of data collected as part of a larger mixed-

methods study of functional limitations [27]. Inclusion criteria were: (1) ≥50 years, (2) born 

in Africa, (3) ability to communicate in English, (4) lived in the U.S for ≥6 months, (5) Black 

race, (6) cognitively intact as determined from the form—the six-item screener [48], and 

(7) have at least one mobility limitation based on National Health Interview Survey Mo-

bility questions [49]. The study protocol was approved by an academic medical institution 

ethical review board (IRB) and the study was conducted from 2018 to 2019. As a conver-

gent mixed methods study [50], quantitative and qualitative data collection phases oc-

curred concurrently. Note that the current study focuses on data from the qualitative 

strand. 

2.2. Recruitment and Data Collection 

Detailed recruitment and data collection procedures have been reported elsewhere 

[27,51]. Briefly, study participants were recruited from community-based organizations 

(CBOs), word of mouth, and social media. Data collection occurred at community-based 

organizations and events following the organization’s leadership approval and subse-

quent IRB approval of that recruitment site. Some participants completed mailed surveys 

and home data collection was also conducted as needed. Trained research assistants ob-

tained oral informed consent from participants using an IRB approved consent script and 

then administered the study survey. 

Interview participants were purposively selected from the quantitative sample using 

participants’ acculturation and discrimination scores [51]. Acculturation was measured 

with the modified Psychological Acculturation Scale (PAS) [52] and discrimination meas-

ured with the Everyday Discrimination Scale (EDS) [53,54]. The PAS measures changes 

that may occur during the acculturation process with questions such as “which group(s) 

of people do you feel the most comfortable?” The PAS is divided into two dimensions; 

one for U.S., and the other for country of origin. Scores ranged from 0–4 with high scores 

indicating greater affiliation to that country dimension. The EDS assesses experiences of 

discrimination during everyday activities. Scores ranged from 0–27 with higher scores in-

dicating more experiences of discrimination. To obtain a diverse sample, interview par-

ticipants were selected based on whether they had high or low scores on the acculturation 

country domains, and whether they were below or above the current sample median dis-

crimination scores. 

Twenty-six participants were identified for the qualitative interviews. Interviews 

were scheduled progressively, and 15 participants were interviewed. One-on-one inter-

views were conducted in participants’ homes by the first author, a female African immi-

grant doctoral candidate at the time. Only the participant and interviewer were present 

during the interviews. A semi-structured interview guide was developed specifically for 

the study which included questions such as “Do you plan to spend the rest of your life in 

the United States? Why?” “Do you plan to go back to (use country of origin) or a different 

country? Why” (see Appendix A). Interview times ranged from 46–120 min and the aver-

age time to complete an interview was 78 min. Preliminary analyses during data collection 

informed saturation (when no additional themes were derived) and recruitment termina-

tion. 

  



Int. J. Environ. Res. Public Health 2022, 19, 1040 4 of 16 
 

 

2.3. Data Analysis 

Audio recordings were transcribed by a professional transcription service, and data 

analyzed using thematic analysis [55]. The first and second authors analyzed the data. In 

phase 1, analyses began with each coder reading through the same four randomly selected 

transcripts for familiarization and understanding of the context. In phase 2, two inter-

views were selected for initial coding by both coders using an inductive approach. They 

identified a list of codes including for example “immigrants are never fully American”, 

“why people want to stay”, “time to go”, “desire to split time”, “physical strength to 

work”, “differences in healthcare”. In Phase 3 and 4, the first and second author collated 

the codes and searched for preliminary themes, which were then reviewed together dur-

ing data analyses meetings. The emerging themes and sub-themes were developed 

through an iterative process. For example, two overarching themes were identified pre-

liminarily (“staying versus going back” and “planning for retirement”) but, following fur-

ther discussion, the coding team subsequently agreed that cultural identity was a unique 

theme that informs but is different from the decision making and decision made final 

themes. In Phase 5, the identified themes and sub-themes were named and defined. The 

codes within each emerging theme were then listed into a codebook that was used to code 

all 15 interviews in NVivo 12. No additional codes were identified at this stage. In Phase 

6, identified themes and analysis was finalized and results reporting began. Finally, a de-

ductive approach was used to identify the level within the socio-ecological model where 

each theme or sub-theme fits. 

2.4. Trustworthiness and Rigor 

Notes were taken during the analyses to document insights arising from the data. 

Confirmability was achieved by having each interview coded by two independent coders 

and meetings of the coding team to discuss emerging themes, define, and name the over-

arching themes obtained. Consensus on final themes was achieved across all coders. Re-

flexivity and credibility were achieved through memoing during individual coding and 

discussion of these notes in analysis meetings. The core analytic team comprised of two 

Black African immigrant (foreign-born) researchers (first and second authors), but peer 

debriefing happened in consultation with a White Swedish qualitative research expert 

(third author). Findings are reported in accordance with the Consolidated Criteria for Re-

porting Qualitative Studies guidelines [56]. 

3. Results 

Table 1 presents sociodemographic characteristics of each participant by pseudo 

name, age, country of origin, length of residence in the U.S, acculturation and discrimina-

tion scores. Of the 15 participants, the mean age (±SD) of the sample was 63.9 (±5.4) years. 

Nine participants were female. Eight participants were married, and nine had a bachelor’s 

degree or higher. Ten participants had health insurance coverage, four participants were 

from households with incomes between $0–39,999, four were from households with 

$40,000–$80,000, two lived in households with incomes over $80,000, and three did not 

know their household incomes or preferred not to answer. Nine participants were cur-

rently employed in some capacity. Participants had lived in the U.S. for from less than a 

year to 37 years. The mean African culture subscale score was 4.5 (range 0–5), that of the 

U.S. culture subscale was 3.4 (range 0–5), and the average discrimination score was 9.3 

(range 0–27). 

Three themes—cultural identity, decision making, and decision made—and ten sub-

themes were identified from these data. Pseudo-names were used to protect the identity 

of study participants. 



Int. J. Environ. Res. Public Health 2022, 19, 1040 5 of 16 
 

 

Table 1. Characteristics of the sample (N = 15). 

Pseudo 

Name 
Sex Age 

Length 

of Stay 

Marital 

Status 

Country 

of Origin 

Immigration 

Status 

Level of 

Education 

Employment 

Status 
Household Income 

Health 

Ins. 

Acculturation 

(U.S Score) 

Acculturation 

(CoO Score) 

Discrimination 

Score 

Judith Female 64 30 Widowed Cameroon 
Asylum 

seeker 
Bachelor’s Part-time $20,000–$39,999 No 2.5 3 5 

Paul Male 60 4 Married Cameroon 
Asylum 

seeker 
HS/ GED Part-time Under $20,000 No 3 3 8 

Janet Female 58 6 Married Cameroon 
Permanent 

resident 
Bachelor’s Full-time $20,000–$39,999 Yes 2.8 3.3 16 

John Male 61 22 Married Cameroon Citizen Master’s Full-time $80,000–$99,999 Yes 1.3 3.5 11 

Joshua Male 68 0 Married Cameroon 
Asylum 

seeker 
<HS Retired Don’t Know No 2.1 2.7 7 

Cletus Male 74 20 Married Cameroon 
Permanent 

resident 
Master’s Retired $40,0000–$59,999 Yes 0.7 4 14 

Veronica Female 68 28 Widowed Cameroon Citizen Bachelor’s Retired Under $20,000 Yes 2.3 3 4 

Mary Female 59 22 Widowed Ghana Citizen Associates Full-time $40,0000–$59,999 Yes 1.5 3 10 

Philip Male 62 14 Married Ghana Visa holder HS/GED Seeking Prefer not answer No 3.3 3.8 3 

Peter Male 62 17 Married Ghana Citizen Master’s Full-time $60,000–$79,000 Yes 3 3 12 

Gloria Female 72 37 Widowed Liberia Citizen 
No formal 

ed. 
Retired Don’t Know Yes 2 4 3 

Magdalene Female 65 33 
Separated-

Divorced 
Liberia 

Permanent 

resident 
Master’s Retired $40,0000–$59,999 Yes 4 4 22 

Felicia Female 65 3 Married Nigeria 
Permanent 

resident 
Bachelor’s Part-time Under $20,000 Yes 1.7 3.8 7 

Rose Female 61 13 
Separated-

Divorced 

Sierra 

Leone 
Citizen Masters Full-time $40,0000–$59,999 Yes 3 3.17 3 

Laura Female 52 28 Widowed 
Sierra 

Leone 
Citizen Master’s Part-time $80,000–$99,999 No 2.5 4 23 

CoO = Country of origin. 
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3.1. Cultural Identity 

Participants described their degree of comfort and fit with U.S. society and discussed 

how they identified themselves. These choices and descriptions represented a complex 

process that included their perceived acceptance and knowledge of U.S. culture and indi-

vidual behavior. Regardless of their identity, participants expressed reasons for why they 

identified as they did and their desire for respect was an important factor. 

Not-American: Among these older adults, seven individuals identified themselves as 

Not-American or by their ‘country of origin’ primarily. For some, it was a conscious choice 

not to let their identity be influenced by the new country, while for others it was out of 

necessity. Three important reasons could be observed for why participants described 

themselves as Not-American or African, as well as why they reported not fitting in the 

U.S. culture. These reasons included: (1) not understanding the culture; (2) not feeling 

accepted by the U.S. society and culture, especially in relation to their accents; and (3) 

actively choosing not to change who they were to fit in. For example, Laura, who had 

lived in the U.S. for over 28 years stated, “I cannot beAmerican because they don’t accept you. 

They will never accept people, and I cannot change my accent because I love the way I speak” while 

Gloria who had lived in the U.S. for over 37 years, stated “…African as a whole. I think I 

would fit there … I don’t know that much about American [sic]. Their society is different from our 

own”. 

However, some older adults described themselves as Not-American because they 

had not lived in the country long enough to know the culture yet. Joshua, who had been 

in the U.S. for less than 1 year, stated, “To me, for now, I’m a Cameroonian. And if I’m inte-

grated in the American society, that is when I can think that…and so, yes, I cannot now say I’m 

American”. Additionally, participants described identity preferences in relation to the ac-

tivities they chose to engage in and noted that they would strive to fit-in in professional 

or work events and activities. 

Dual-Identity: Six participants’ descriptions reflected a dual identity as ‘African-

American’ or ‘country of origin—American’. These participants who identified them-

selves as both African and American noted that they were Africans first; as Philip stated, 

“I see myself as a Ghanaian-American, because, one, I have to accept that I’m a Ghanaian. And 

then, two, I have to accept that I’m on the soil of America”. In keeping with their American 

identity, participants described friendships, profession and work, and other activities they 

engaged in within the U.S. society and culture (paying bills, working, and voting). Addi-

tionally, participants actively maintained their African cultural practices, including cook-

ing traditional dishes, wearing traditional clothing, and attending cultural events such as 

meetings and country-affiliated churches. Some participants described it as an active pro-

cess of maintaining a dual identity, stating that it was conscious choice, while for others it 

appeared to be temporary because they currently lived in the U.S. 

American identity: This identity was not common. One participant, Rose, described 

herself in a much broader context than just American, noting, “I would not fit in both. I 

always think international. I will never stay in a place that’s all-black or all-white. I like a mixture”. 

Another participant, Magdalene, stated, “I have accepted being an American, so for me, now, 

it’s trying to live comfortably here. The only way you can do that is if you become an American. 

That’s the only part that bothers me that you have to give up your identity to be able to live in the 

world”. This choice, which appeared to be worrisome to Magdalene, also appeared to be 

temporary to enable her to live comfortably in her new country. Although she explicitly 

described herself as American, she also engaged in African cultural practices including 

eating African foods, speaking her tribal language, and wearing traditional African cloth-

ing. Finally, having U.S. citizenship status also influenced some participants to identify as 

American. 
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3.2. Decision Making 

This theme entails how participants dealt with a complex decision-making process, 

including why they chose their particular place(s) for retirement. They discussed several 

factors that interacted with their chosen cultural identity and fit with the U.S. to influence 

the choice of where they will retire. Although we describe these factors individually, the 

decision-making process involved a complex interplay amongst these factors that subse-

quently influenced participants’ final decisions. 

Social and community engagement: Participants discussed how the level of engage-

ment they had with their community influenced their feeling of belonging or ‘fitting- in’ 

in the U.S. system and their retirement decision. Participants who said they would be 

staying typically described the importance of continuously engaging in the community. 

However, participants also described how community engagement activities could pose 

challenges to comfortably retiring in the U.S. compared to their country of origin where 

they had a higher social status or more independence. For example, Cletus stated, “You 

join certain groups, you have to make some contributions. You have to socialize. You have to maybe 

have meetings where you drive. You see, I don’t have a car. Maybe if I didn’t do medicine, I could 

have easily fit in this society”. 

Additionally, the possibility to fit in within a desired community and social group in 

retirement was also a consideration, especially for those who planned to retire in their 

country of origin. As described by Peter: “One of the reasons why ’I’ve decided to do a PhD 

program is this: I come from a group which almost all of them are professionals and have PhDs and 

other higher education levels. I will be a misfit with them if I go back with a Masters program”. 

The ability and plan to further his education to fit within his chosen social circle in retire-

ment was an important consideration in his decision to retire in Ghana. 

Family ties and responsibility: Love for family and caring responsibilities here or 

back in the country of origin was the most prevalent factor described that influenced re-

tirement plans. Laura, who had decided to stay in the U.S., noted, “The thing is I have the 

children here. They are going to school. And I have the job to do. So when am I going home? This 

is home”. Other participants, such as Philip, who had made the decision to move back, 

explained, “My wife wants to go home…” describing that a partner’s preference was vital to 

one’s own decision making. Additionally, some participants discussed how their property 

and homes also influenced the decision to stay in the U.S. or return to their country of 

origin. 

Current health and wellbeing: These older adults described how current health sta-

tus, their perception of age, functional ability, and well-being had influenced the decision 

on where to retire. Veronica, who was dependent on her son for help, noted, “… As I told 

you, I’ve used my life until now. I’m burnt out” when she was determining to stay in the U.S., 

indicating that her current health played a role in the decision to stay. Others noted that 

they would like to go back when they were still healthy to be able to engage in the com-

munity through politics, while Gloria (whose health was already failing) also identified 

how poor health of family members in Liberia (lack of possibilities to get help and care 

when needed) had influenced her decision to stay in the U.S., “My younger sister, she is sick, 

she is almost paralyzed, she can’t take care of me. Then why I am going there for? I can’t go there”. 

Health care access: The perception of easy access to health care facilities and services 

was also described as a factor in the decision for where participants chose to retire. They 

reported that health care and providers in the U.S. were much better than in some of their 

African countries of origin. Many participants who decided to return to their country of 

origin also discussed that they wanted to return to the U.S. in the future when in need of 

health care. Magdalene, a 65-year-old from Liberia, expressed her fear: “But right now, 

home is not conducive to me. My girlfriend went last year, after 32 years too, and she died four 

days after she got there... So all of us are afraid to go home right now, because they have no medical 

facilities”. 

Political climate: Some participants described how war or political crises in their 

countries of origin, which once influenced immigration to the U.S., was currently affecting 
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visits to their country of origin as well as their retirement plans. They expressed fear of 

getting arrested or general fear for safety because of these crises. Joshua from Cameroon 

stated frankly: “I prefer to stay here. My life has no duplicate; that is, I go there and it goes off”. 

Furthermore, they discussed how their immigration status, such as asylum status, had 

resulted in an inability to travel back to country of origin now or later in life. 

3.3. Decision Made 

This theme showed that the participants had already decided where they wanted to 

spend the rest of their lives. They identified two options: staying in the U.S. or returning 

to their country of origin. About half of the participants had decided to stay in America, 

and the other half planned to return to their country of origin. No matter what option they 

had decided, participants were planning on frequently visiting their country of origin or 

the U.S. 

Staying in America: Older adults who decided to stay had come to the conclusion 

that this was home for the foreseeable future. Many factors such as supporting their chil-

dren, feeling safe in the U.S., an established U.S. identity, or assimilation appeared to in-

fluence this decision. One participant, Laura, reported, “This is home. I’m an American citi-

zen. It took many years to do that”. Another participant noted that an important factor was 

the love they felt for the U.S., specifically, the county where she lived. Participants who 

planned to stay in the U.S. seemed certain of this decision, but many, such as Rose, de-

scribed that they plan to visit family in their country of origin. However, two people in 

this group described scenarios which indicated that there could be a change in their deci-

sion to stay if the political situation in their country of origin or their immigration status 

would change. 

Returning to country of origin: Many participants had decided to return to Africa. 

They had begun planning what they would do to earn income, contribute to society, re-

main busy after retirement, or a combination of these. Additionally, participants already 

had a timeline or anticipated time for when their retirement would begin, and some had 

begun building (or were preparing to build) homes to live in, in their country of origin. 

Peter, 62 years old, from Ghana declared: “I will go to Ghana, or have two homes. Definitely! 

I will go and then I will come back [to the U.S]”. Just like their counterparts who planned to 

retire in the U.S., these participants seemed certain of their future plans to move back to 

their country of origin, except for one participant who described a scenario where his de-

cision might change to include coming back to visit the U.S. after retirement if his immi-

gration status were to change. 

Figure 1 describes how these themes interact and influence factors across different 

levels within the socio-ecological model. Cultural identities interact with individual, rela-

tionships, community, and societal factors and subsequently influenced the decision 

about where the older adult plans to retire. For example, individual factors such as greater 

length of residence affect identity as an American, which subsequently affects the decision 

to retire in the U.S. Alternatively, family cohesion, spousal preferences, and relationships 

with kids and grandkids influenced a decision to retire in the U.S., whereas attachment to 

family members in country of origin influences the decision to retire in Africa. Political 

climate determined by policies in country of origin also influence decision making around 

retirement for these older adults. As depicted in Figure 1, these participants described 

factors across all levels of the socio-ecological model that interacted in complex ways to 

influence retirement planning and decision making. 
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Figure 1. Older African immigrant decision making about where to retire. 

4. Discussion 

The purpose of this study was to explore older African immigrants’ experiences of 

aging in the U.S. and understand retirement decision making for a rapidly growing pop-

ulation. In addition to self-reported cultural identity and the perception of ‘fitting-in’ in 

the U.S. society and context, five factors were identified to influence the choice of retiring 

here or returning to country of origin. Regardless of where they planned to retire, older 

adults described their plans to go back and forth to the U.S. (for those retiring in country 

of origin) or to their country of origin (for those retiring in the U.S.). Retirement planning 

is an important aspect of successful aging and age-friendly environments and should be 

tailored to the needs of its residents. 

Older African immigrants’ decisions or plans for retirement revealed that participat-

ing older adults were current or future transnational immigrants, frequently traveling be-

tween their African country of origin and the U.S. [57]. Transnationalism is the process 

where immigrants build and maintain social fields to link themselves with their home 

country, and it involves many levels of transactions [58]. Though limited, older studies 

show that many African immigrants in the U.S and Canada plan to retire in Africa. Owusu 

(2003) reported that 91% of Ghanaians in Canada had intentions to return to their country 

of origin, while Agyemang and Takyi (2001) found that 63% of African immigrants in the 

U.S. had intentions to return to their country of origin [59,60]. Moreover, our findings 

deepen the knowledge about the reasoning behind those decisions. In preparation for re-

tirement and returning to Africa, African immigrants had begun investments and build-

ing houses (homes) in their countries of origin [59–61]. Therefore, older African immi-

grants appeared to have been preparing for a long period of time and expressed a dual 

loyalty; loyalty to both their country of origin and current country of residence. 

The descriptions of older African immigrants’ health and aging plans are more com-

plex than suggested by the ‘healthy immigrant effect’ and ‘salmon bias’. Although limited 

evidence suggests that older Black immigrants (including Africans) have better function 
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and cardiovascular disease risk factors compared to U.S.-born Blacks [28,62], there is also 

evidence to the contrary. O’Connor and colleagues (2014) reported that African immi-

grants had poorer cardiometabolic health compared to African Americans [63]. More im-

portantly, growing evidence suggests that any potential or perceived immigrant health 

advantage is lost in older age with longer residence in the U.S. [23,24]. In this sample, 

older African immigrants’ descriptions revealed that health and well-being played a more 

complex role in their decision of where to retire. Some older adults chose to return to their 

country of origin following retirement when they were older and could no longer work, 

while others chose to remain in the U.S. because their health had already failed and they 

feared that family members in Africa would not be able to care for them. Although African 

immigrants may have better health at younger ages when they arrive in the U.S, their 

health likely worsens with time in the country, which influences their retirement plans. 

The reasoning surrounding retirement planning has not been explored in African im-

migrants. Our findings suggest that African immigrants’ perceptions about healthcare in-

frastructure and systems in each country played an important role. In a World Health 

Organization study of the community perceptions and perspectives of health systems in 

Africa with over 10,000 participants from 10 countries, over two-thirds of the sample re-

ported that health service delivery was inadequate [64]. The primary reasons for this in-

adequacy were the unavailability of drugs and equipment, while financial and transpor-

tation barriers were also identified as factors that limited access to healthcare [64]. Partic-

ipants in our study described the inability of family members to care for them, while oth-

ers reported plans to come back to the U.S. for health care. This likely reflects an under-

standing of the limited access and inadequacies of the current health care systems in many 

African countries. 

Accessibility to health care and caregiving is described as a factor in the decision-

making process for these older adults with chronic diseases and disability who may need 

frequent medical care, which might not be easily accessible in their country of origin. Tak-

ing into consideration access to healthcare, social support and housing options are known 

to be important factors to older adults when planning for retirement and reasoning related 

to aging-in-place or relocation [65,66]. Our findings with immigrant older adults adds the 

complexity of having to consider these options in two countries (current country of resi-

dence and African country of origin). Moreover, deciding where to grow older and 

whether the current home will be suitable for aging-in-place is known to be a long process 

that is filled with ambivalence [66–69]. In our findings, participants do not seem to share 

the same ambivalence. In addition to its effects on the process of decision making, perhaps 

being an immigrant also plays a role in the timing and speed of decision making for where 

the immigrant older adult will retire. 

Current work on facilitating age-friendly homes, cities, and environments has been 

carried out in developed countries, while little or no work has been done in developing 

countries, many of which are African countries. Age-friendly homes or communities are 

places that foster active and healthy aging by ensuring that they can maintain the current 

intrinsic capacity and functional abilities of the individuals residing in these settings [70]. 

The sociocultural context in many African countries can support some domains of age-

friendliness, while at the same time present challenges for others. Core indicators of age-

friendliness include the accessible physical environment and inclusive social environment 

[71]. Domains in these core indicators that are described by these older adults included 

engagement in social-cultural activity (such as food, clothing, and events), participation 

in family decision making, and access to housing, including the ability to build homes in 

their country of origin. Additionally, it is generally known that Africans have a positive 

attitude toward older people, including a culture for respecting older adults that can fa-

cilitate age-friendlessness. However, the limited access to healthcare in country of origin, 

transportation, and financial barriers described above will present challenges to these 

older adults who have resided in the U.S. for long and have become used to a certain level 

of health care access and delivery. 
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Creating age-friendly environments is challenging for older adults; creating them for 

older adults who plan to live simultaneously in two continents presents even more chal-

lenges. Our findings indicate that age-friendliness for immigrant older adults is complex 

and exceeds the traditional domains such as physical and sociocultural environment, and 

includes international aspects and factors such as political climate in their country of 

origin, immigrant status, family responsibility, and healthcare infrastructure in country 

of origin. There are currently no African countries in the Global Network for Age-friendly 

Cities and communities [70]. In addition to facilitating stronger health care systems in 

African countries, governments have to facilitate an increase in accessibility of public 

health transportation, public spaces and buildings, paid employment, and economic se-

curity that can improve age-friendliness and facilitate successful return and residence of 

aging African immigrants from the U.S. and other Western countries. 

This study has some limitations. Firstly, this study was a secondary data analysis of 

a larger study with a different overarching purpose. Secondly, while we attempted to re-

cruit participants from all African countries, study participants were primarily from five 

African countries (Cameroon, Ghana, Nigeria, Liberia, and Sierra Leone). Participants in 

this study could communicate in English, and these results might not reflect the experi-

ences of non-English speaking older African immigrants and those from countries outside 

of the five above. Additionally, while this manuscript describes factors that can influence 

desires, plans, and decision-making surrounding aging in the U.S. and retirement, this is 

likely not an exhaustive list. Notwithstanding these limitations, this in-depth qualitative 

exploration of the U.S. aging experience of African immigrant older adults offers insights 

into the retirement plans of this growing population that can inform tailored health edu-

cation and planning, both for individuals and health systems. 

Although some studies have suggested that immigrants are healthier than their U.S.-

born peers and that sick immigrants will choose to return to their countries of origin, this 

study showed that the health and retirement decision making for older African immi-

grants are more intricate and aging-in-place in one age-friendly environment is not the 

preferred option. Participants had different conceptualizations of their identities and 

many factors influenced their choice of where to retire. Subsequently, these older adults 

were (or planned to become) transnational immigrants choosing to travel frequently and 

visit their African country of origin or the U. S. after retirement. Being transnational im-

migrants adds another layer of complexity to the process of facilitating an age-friendly 

environment for older African immigrants. 

These findings also add to the growing literature on transnational aging and can in-

form future directions for research. Transnational aging is the process of organizing and 

coping with life that is not limited to the context of a single country. As observed in the 

current study, immigrants consider multiple factors including health and different cul-

tural context in retirement decision making [72]. Yet more research is needed to explore 

how social factors and constrains, space, time, knowledge, and the portability of retire-

ment benefits influence these decisions [71–73]. Additionally, an understanding of how 

the advancement of media, technology, and transportation affects these plans [74], espe-

cially in the context of other factors that can impact travel, such as the global COVID-19 

pandemic, is needed. As a nascent field, more research is needed to understand how 

macro-level (politics), meso-level (organizations) and the micro-level (family/individual) 

factors interact to influence transnational aging [75]. 
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Appendix A. Older African Immigrant Health Study Interview Guide 

Phase 1 

101. Every immigrant has a story of how they ended up in the United States. What is your story? 

a. Probe: What country are you from? 

b. Probe: How long have you lived here? 

c. Probe: Did you come directly from the country where you were born? If not please explain. 

102. How was your life in your country of origin? (please use participant’s country from above) 

a. Probe: What work did your do? 

b. Probe: How was your health? 

c. Probe: Did you live in the city? 

103. Tell me about your decision to come to the America? 

a. Probe: When did you decide to come to the U.S.? 

b. Probe: Why did you decide to move to the U.S.? 
104. How is your life now? 

a. Probe: What work do your do? 

b. Probe: How is your health? 

c. Probe: Do you live in a community with many people from your country of origin? (please use participant’s country 

from above) 

Phase 2 

201.  I would like to know more about different aspects of your health. We will start with how you care for yourself. 

I’d like you to walk me through your day from the moment you wake up and when you go to sleep for the night. 

Let’s start with when you wake up…”. 

a. Probe: Describe any difficulties you have with your morning care- bathing/taking a shower, using the toilet, 

brushing your teeth. 

b. Probe: Describe any difficulties you have with preparing and eating meals (bringing the groceries in, standing to 

cook, opening cans, chopping spices, eating etc. 

c. Probe: Describe any difficulties you have doing chores and cleaning the house (dishes, sweeping/vacuuming, and 

yard work.) 

202. Some people have medical problems such as arthritis or are taking medications that make it hard for them to do 

things around the house. Please describe if you think your health makes it difficult for your do things around the 

house and the community? 
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a. Probe: How does your medical problems affect how you to do things in the house or get around outside the house? 

b. Probe: How do your medications affect your ability to do things around the house? 

c. Probe: Describe if you have any injuries that make it difficult to do you things around the house? Tell me how you 

sustained the (name patient identified injury)? 

d. Probe: Describe if this is different from when you were in (name country of origin) 
203. Some people use things like a cane or reacher to help them walk or get things done around in the house. Please 

tell me if there are things or people that help you take care of yourself or the house? (Get list of people and items) 

a. Probe: Describe how (pick item or person) helps. (Ask this for all people/items on the list). 

b. Probe: Describe if this is different from when you were in (name country of origin) 
204.  Can you tell me how you go to places such as the doctor’s office, church or market?  

a. Probe: How did you get here (use name of current interview site). 

b. Probe: Describe if you have difficulty getting in a car or on the bus? 

c. Probe: Please tell me if this is different from how you were in (use country of origin from above) 

Phase 3 

301. As an immigrant, so many things about my life have changed since I came here. And you, how has your life 

changed since you moved to the U.S? 

a. Probe: Please describe if there are things you are doing differently now, why? (E.g. health care, eating habits, exer-

cise, social relationships and the way your visit your friends and family, language etc. 

302.  Please describe any ways you think that your life has gotten better since you came to the United States? 

a. Probe: Have you achieved the goal (reason) that brought you to the United the States? How did you do this? 

303. Please describe anyways you think your life has gotten worse since you came to the United States?  

a. Probe: Is your life better off because you moved to the United States? 

304. How often do you go back to your country of origin? (please use participant’s country from above) 

a. Probe: Do you go back to your (country of origin) as often as you would like? 

b. Probe: Do you bring back things from your home country when you visit? If yes, identify these things? 

305. Compare your health now to how it was in country of origin (use name of participant’s country of origin). 

a. Probe: Please describe any changes in your medical problems (including medications)  

b. Probe: Please describe any changes to the way you see doctors or go to the hospital? 

Phase 4 

401.  In every country, one can find discrimination (unfair treatment) against people based on their religion, race, 

ethnicity or tribe, gender and occupation. What forms of discrimination happen in (use country of origin from 

above)? 

a. Probe: Did you experience any discrimination there? What form did it take? 

b. Probe: How did that experience make you feel? 

402.  Please tell me if you have experienced any discrimination in this country?  

a. Probe: Please describe the types of discrimination you have experienced in this country? 

b. Probe: Please tell me how this (these) experiences made you feel. 

Phase 5 

501.  Please describe if you think your health is worse or better now than it was in (use country of origin) 

502.  How do you think you fit in in the American society? 

a. Probe: Please discuss if you feel more American or African (name country of origin) and why.  

503.  Thinking about your future, tell me if you have plans to move again? 

a. Do you plan to spend the rest of your life in the United States? Why? 

b. Do you plan to go back to (use country of origin) or a different country? why  

504. Is there anything else about you, how you care for yourself and home in this country that you would like us to 

know? 

Follow up questions to the Interviewer 

601.  How do you think the interview went? 

a. Probe: Describe if participant appeared comfortable with questions. 

b. Probe: Did participant have enough time to answer all questions? 



Int. J. Environ. Res. Public Health 2022, 19, 1040 14 of 16 
 

 

602.  How do you relate to participants experiences? 

a. Probe: Describe any experiences you share with the participant. 

b. Probe: Is participant from the same country as you? 

c. Probe: Describe any experiences you have that are different from participant 

References 

1. Mizoguchi, N.; Walker, L.; Trevelyan, E.; Ahmed, B. The Older Foreign-Born Population in the United States: 2012–2016. Community 

Survey Reports; U.S. Government Printing Office: Washington, DC, USA, 2019. Available online: Https://www.census.gov/con-

tent/dam/Census/library/publications/2019/acs/acs-42.pdf (accessed on 26 August 2020). 

2. Colby, S.L.; Ortman, J.M. Projections of the Size and Composition of the US Population: 2014 to 2060. Current Population Re-

ports, 2015, P25-1143. Available online: https://www.census.gov/library/publications/2015/demo/p25-1143.html (accessed on 20 

December 2019). 

3. Camarota, S.; Zeigler, K. Immigrants Are Coming to America at Older Ages. CIS.org, 1 July 2019. Available online: 

https://cis.org/Report/Immigrants-Are-Coming-America-Older-Ages (accessed on 5 January 2021). 

4. Carr, S.; Tienda, M. Family Sponsorship and Late-Age Immigration in Aging America: Revised and Expanded Estimates of 

Chained Migration. Popul. Res. Policy Rev. 2013, 32, 825–849. https://doi.org/10.1007/s11113-013-9300-y. 

5. Mather, M.; Scommegna, P.; Kilduff, L. Fact Sheet: Aging in the United States—Population Reference Bureau. 2019. Available 

online: https://www.prb.org/aging-unitedstates-fact-sheet/ (accessed on 20 December 2019). 

6. U.S. Census Bureau & American Community Survey. American Community Survey. 2014. Available online: http://fact-

finder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_14_1YR_S0504&prodType=table (accessed on 28 

December 2016). 

7. Anderson: M. African Immigrant Population in U.S. Steadily Climbs. Pew Research Center, 14 February 2017. Available online: 

http://www.pewresearch.org/fact-tank/2017/02/14/african-immigrant-population-in-u-s-steadily-climbs/ (accessed on 13 April 

2019). 

8. BBC.Co.UK. BBC Bitsize-Migration Trends. Available online: https://www.bbc.co.uk/bitesize/guides/z8x6wxs/revision/2 (ac-

cessed on 8 January 2021). 

9. USA Facts. Why do people immigrate to the US? USA Facts.org, 28 May 2020. https://usafacts.org/articles/why-do-people-im-

migrate-us/?share=undefined#immigration-by-reason (accessed on 8 January 2010). 

10. BBC News. African Migration: Five Things We’ve Learnt. BBC News, 26 March 2019. Available online: 

https://www.bbc.com/news/world-africa-47705944 (accessed on 2 January 2020). 

11. OECD. How’s Life? 2013: Measuring Well-Being; OECD Publishing: Paris, France, 2013. https://doi.org/10.1787/9789264201392-en. 

12. Pew Research Center. At Least a Million Sub-Saharan Africans Moved to Europe Since 2010. Pew Research Center’s Global Atti-

tudes Project, 22 March 2018. Available online: https://www.pewresearch.org/global/2018/03/22/at-least-a-million-sub-saharan-

africans-moved-to-europe-since-2010/ (accessed on 2 January 2020). 

13. Dupre, M.E.; Gu, D.; Vaupel, J. Survival Differences among Native-Born and Foreign-Born Older Adults in the United States. 

PLoS ONE 2012, 7, e37177. https://doi.org/10.1371/journal.pone.0037177. 

14. Markides, K.S.; Eschbach, K. Aging, Migration, and Mortality: Current Status of Research on the Hispanic Paradox. J. Gerontol. 

Ser. B 2005, 60, S68–S75. https://doi.org/10.1093/geronb/60.special_issue_2.s68. 

15. Ruiz, J.M.; Steffen, P.; Smith, T.B. Hispanic Mortality Paradox: A Systematic Review and Meta-Analysis of the Longitudinal 

Literature. Am. J. Public Health 2013, 103, e52–e60. https://doi.org/10.2105/AJPH.2012.301103. 

16. Venters, H.; Adekugbe, O.; Massaquoi, J.; Nadeau, C.; Saul, J.; Gany, F. Mental Health Concerns Among African Immigrants. J. 

Immigr. Minor. Health 2011, 13, 795–797. https://doi.org/10.1007/s10903-010-9357-1. 

17. Venters, H.; Gany, F. African Immigrant Health. J. Immigr. Minor. Health 2011, 13, 333–344. https://doi.org/10.1007/s10903-009-

9243-x. 

18. Wakabayashi, C. Effects of Immigration and Age on Health of Older People in the United States. J. Appl. Gerontol. 2009, 29, 697–

719. https://doi.org/10.1177/0733464809353602. 

19. De Coulon, A. Where do immigrants retire to? IZA World Labor 2016. 297 https://doi.org/10.15185/izawol.297. 

20. Palloni, A.; Arias, E. Paradox lost: Explaining the hispanic adult mortality advantage. Demography 2004, 41, 385–415. 

https://doi.org/10.1353/dem.2004.0024. 

21. Thomson, E.F.; Nuru-Jeter, A.; Richardson, D.; Raza, F.; Minkler, M. The Hispanic Paradox and Older Adults’ Disabilities: Is 

There a Healthy Migrant Effect? Int. J. Environ. Res. Public Health 2013, 10, 1786–1814. https://doi.org/10.3390/ijerph10051786. 

22. Gubernskaya, Z.; Bean, F.D.; Van Hook, J. (Un)Healthy Immigrant Citizens. J. Health Soc. Behav. 2013, 54, 427–443. 

https://doi.org/10.1177/0022146513504760. 

23. Hamilton, T.G.; Hagos, R. Race and the Healthy Immigrant Effect. Public Policy Aging Rep. 2020, 31, 14–18, 

https://doi.org/10.1093/ppar/praa042. 

24. Markides, K.S.; Rote, S. The Healthy Immigrant Effect and Aging in the United States and Other Western Countries. Gerontolo-

gist 2018, 59, 205–214. https://doi.org/10.1093/geront/gny136. 



Int. J. Environ. Res. Public Health 2022, 19, 1040 15 of 16 
 

 

25. Mehta, N.K.; Elo, I.T.; Engelman, M.; Lauderdale, D.S.; Kestenbaum, B.M. Life Expectancy Among U.S.-born and Foreign-born 

Older Adults in the United States: Estimates from Linked Social Security and Medicare Data. Demography 2016, 53, 1109–1134. 

https://doi.org/10.1007/s13524-016-0488-4. 

26. Oza-Frank, R.; Narayan, K.V. Effect of length of residence on overweight by region of birth and age at arrival among US immi-

grants. Public Health Nutr. 2009, 13, 868–875. https://doi.org/10.1017/s1368980009992084. 

27. Nkimbeng, M.; Commodore-Mensah, Y.; Angel, J.L.; Bandeen-Roche, K.; Thorpe, J.R.J.; Han, H.-R.; Winch, P.J.; Szanton, S.L. 

Longer Residence in the United States is Associated with More Physical Function Limitations in African Immigrant Older 

Adults. J. Appl. Gerontol. 2020. https://doi.org/10.1177/0733464820977608. 

28. Nkimbeng, M.; Turkson-Ocran, R.-A.; Thorpe, R.J.; Szanton, S.L.; Cudjoe, J.; Taylor, J.L.; Commodore-Mensah, Y. Prevalence of 

functional limitations among foreign and US-born Black older adults: 2010–2016 National Health Interview Surveys. Ethn. 

Health 2019, 1–13. https://doi.org/10.1080/13557858.2019.1661357. 

29. Population Reference Bureau. Elderly Immigrants in the United States—Population Reference Bureau. 2013. Available online: 

https://www.prb.org/us-elderly-immigrants/ (accessed on 9 January 2020). 

30. Close, C.; Kouvonen, A.; Bosqui, T.; Patel, K.; O’Reilly, D.; Donnelly, M. The mental health and wellbeing of first generation 

migrants: a systematic-narrative review of reviews. Glob. Health 2016, 12, 1–13. https://doi.org/10.1186/s12992-016-0187-3. 

31. Fenta, H.; Hyman, I.; Noh, S. Determinants of Depression Among Ethiopian Immigrants and Refugees in Toronto. J. Nerv. Ment. 

Dis. 2004, 192, 363–372. https://doi.org/10.1097/01.nmd.0000126729.08179.07. 

32. Shekunov, J. Immigration and Risk of Psychiatric Disorders: A Review of Existing Literature. Am. J. Psychiatry Resid. J. 2016, 11, 

3–5. https://doi.org/10.1176/appi.ajp-rj.2016.110202. 

33. Nkimbeng, M.; Nmezi, N.A.; Baker, Z.G.; Taylor, J.L.; Commodore-Mensah, Y.; Shippee, T.P.; Szanton, S.L.; Gaugler, J.E. De-

pressive Symptoms in Older African Immigrants with Mobility Limitations: A Descriptive Study. Clin. Gerontol. 2021, 1–13. 

https://doi.org/10.1080/07317115.2021.1976893. 

34. Lim, S.; Yi, S.S.; De La Cruz, N.L.; Trinh-Shevrin, C. Defining Ethnic Enclave and Its Associations with Self-Reported Health 

Outcomes Among Asian American Adults in New York City. J. Immigr. Minor. Health 2015, 19, 138–146. 

https://doi.org/10.1007/s10903-015-0334-6. 

35. Mezuk, B.; Li, X.; Cederin, K.; Concha, J.; Kendler, K.S.; Sundquist, J.; Sundquist, K. Ethnic enclaves and risk of psychiatric 

disorders among first- and second-generation immigrants in Sweden. Soc. Psychiatry Psychiatr. Epidemiol. 2015, 50, 1713–1722. 

https://doi.org/10.1007/s00127-015-1107-1. 

36. Wang, L.; Hu, W. Immigrant health, place effect and regional disparities in Canada. Soc. Sci. Med. 2013, 98, 8–17. 

https://doi.org/10.1016/j.socscimed.2013.08.040. 

37. Gentry, D.M. Challenges of Elderly Immigrants. Hum. Serv. Today 2010, 6, 1–4. 

38. Reardon, C. Addressing the Social Work Needs of Older Immigrants and Refugees. Available online: https://www.social-

worktoday.com/news/enews_0911_01.shtml (accessed on 5 January 2021). 

39. Farrel, C. For Many Boomer Immigrants, Rough Times Ahead. Next Avenue, 14 May 2014. Available online: https://www.nextav-

enue.org/many-boomer-immigrants-rough-times-ahead (accessed on 5 January 2021). 

40. Gorospe, E. Elderly Immigrants: Emerging Challenge for the U.S. Healthcare System. Internet J. Healthc. Adm. 2005, 4. Available 

online: https://ispub.com/IJHCA/4/1/13504 (accessed on 5 January 2021). 

41. Kean, N. Older Immigrants’ Rough Road Map to Public Benefits. 2019. Available online: https://www.ameri-

canbar.org/groups/law_aging/publications/bifocal/vol-40/volume-40-issue-6/older-immigrants/ (accessed on 5 January 2021). 

42. Li, J.; Xu, L.; Chi, I. Challenges and resilience related to aging in the United States among older Chinese immigrants. Aging Ment. 

Health 2017, 22, 1548–1555. https://doi.org/10.1080/13607863.2017.1377686. 

43. Wiltz, T. Aging, Undocumented and Uninsured Immigrants Challenge Cities and States. 2018. Available online: 

http://pew.org/2lIzeNC (accessed on 5 January 2021). 

44. Bronfenbrenner, U. Ecological Models of Human Development. In Readings on the Development of Children, 2nd ed.; NY Freeman: 

New York, NY, USA, 1993; pp. 37–43. 

45. Centers for Disease Control. The Social-Ecological Model: A Framework for Prevention|Violence Prevention|Injury Cen-

ter|CDC. 2021. Available online: https://www.cdc.gov/violenceprevention/about/social-ecologicalmodel.html (accessed on 22 

September 2021). 

46. Sallis, F. J.; Owen, N.; Fisher, E.B. Ecological Models of Health Behavior. In Health Behavior and Health Education Theory, Research, 

and Practice; Jossey-Bass: San Francisco, CA, USA, 2008; p. 590. Available online: https://edc.iums.ac.ir/files/hshe-

soh/files/beeduhe_0787996149.pdf#page=503 (accessed on 22 September 2021). 

47. Kilanowski, J.F. Breadth of the socio-ecological model. J. Agromedicine 2017, 22, 295–297. 

https://doi.org/10.1080/1059924x.2017.1358971. 

48. Callahan, C.M.; Unverzagt, F.W.; Hui, S.L.; Perkins, A.J.; Hendrie, H.C. Six-Item Screener to Identify Cognitive Impairment 

Among Potential Subjects for Clinical Research. Med. Care 2002, 40, 771–781. https://doi.org/10.1097/00005650-200209000-00007. 

49. National Center for Health Statistics. National Health Interview Survey, 2010–2014. Public-Use Data File and Documentation 

2015. Available online: https://ftp.cdc.gov/pub/Health_Statistics/NCHS/Dataset_Documentation/NHIS/2014/srvydesc.pdf (ac-

cessed on 22 September 2021). 

50. Creswell, J.W.; Clark, V.L.P. Designing and Conducting Mixed Methods Research; SAGE Publications: Thousand Oaks, CA, USA, 

2011. 



Int. J. Environ. Res. Public Health 2022, 19, 1040 16 of 16 
 

 

51. Nkimbeng, M.; Taylor, J.L.; Roberts, L.; Winch, P.J.; Commodore-Mensah, Y.; Thorpe, R.J.; Han, H.-R.; Szanton, S.L. “All I know 

is that there is a lot of discrimination”: Older African immigrants’ experiences of discrimination in the United States. Geriatr. 

Nurs. 2020, 42, 196–204. https://doi.org/10.1016/j.gerinurse.2020.08.002. 

52. Tropp, L.R.; Erkut, S.; Coll, C.G.; Alarcón, O.; García, H.A.V. Psychological Acculturation: Development of A New Measure for 

Puerto Ricans on the U.S. Mainland. Educ. Psychol. Meas. 1999, 59, 351–367. https://doi.org/10.1177/00131649921969794. 

53. Williams, D.R. Measuring Discrimination Resource. 2012. Available online: https://scholar.harvard.edu/files/davidr-

williams/files/measuring_discrimination_resource_feb_2012_0_0.pdf (accessed on 31 June 2020). 

54. Williams, D.R.; Yu, Y.; Jackson, J.S.; Anderson, N.B. Racial differences in physical and mental health: Socio-economic status, 

stress and discrimination. J. Health Psychol. 1997, 2, 335–351. 

55. Braun, V.; Clarke, V. Using thematic analysis in psychology. Qual. Res. Psychol. 2006, 3, 77–101. 

56. Booth, A.; Hannes, K.; Harden, A.; Noyes, J.; Harris, J.; Tong, A. COREQ (Consolidated Criteria for Reporting Qualitative Studies); 

Wiley-Blackwell: Hoboken, NJ, USA, 2014; pp. 214–226. 

57. Ibe-Lamberts, K.; Tshiswaka, D.I.; Osideko, A.; Schwingel, A. Understanding Transnational African Migrants’ Perspectives of 

Dietary Behavior. J. Racial Ethn. Health Disparities 2016, 4, 976–982. https://doi.org/10.1007/s40615-016-0301-5. 

58. Schiller, N.G.; Basch, L.; Blanc-Szanton, C. Transnationalism: A New Analytic Framework for Understanding Migration. Ann. 

N. Y. Acad. Sci. 1992, 645, 1–24. https://doi.org/10.1111/j.1749-6632.1992.tb33484.x. 

59. Konadu-Agyemang, K.; Takyi, B. African Immigrants in the USA: Some Reflection on Their Pre-and Post-Migration Experi-

ences. Arab. World Geogr. 2001, 4, 31–47. https://doi.org/10.5555/arwg.4.1.03110103378j1m56. 

60. Owusu, T.Y. Transnationalism among African immigrants in North America: The case of Ghanaians in Canada. J. Int. Migr. 

Integr. 2003, 4, 395–413. https://doi.org/10.1007/s12134-003-1027-x. 

61. Baffoe, M. The Social Reconstruction of “Home” among African Immigrants in Canada. Can. Ethn. Stud. 2010, 41, 157–173. 

https://doi.org/10.1353/ces.2010.0026. 

62. Turkson-Ocran, R.N.; Nmezi, N.A.; Botchway, M.O.; Szanton, S.L.; Golden, S.H.; Cooper, L.A.; Commodore-Mensah, Y. Com-

parison of Cardiovascular Disease Risk Factors Among African Immigrants and African Americans: An Analysis of the 2010 to 

2016 National Health Interview Surveys. J. Am. Hear. Assoc. 2020, 9, e013220. https://doi.org/10.1161/jaha.119.013220. 

63. O’Connor, M.Y.; Thoreson, C.K.; Ricks, M.; Courville, A.B.; Thomas, F.; Yao, J.; Katzmarzyk, P.; Sumner, A.E. Worse Cardiomet-

abolic Health in African Immigrant Men than African American Men: Reconsideration of the Healthy Immigrant Effect. Metab. 

Syndr. Relat. Disord. 2014, 12, 347–353. https://doi.org/10.1089/met.2014.0026. 

64. World Health Organization. Health Systems in Africa: Community Perceptions and Perspectives. The World Health Organiza-

tion Regional Office for Africa Brazzaville Republic of Congo. 2012. Available online: https://www.afro.who.int/sites/de-

fault/files/2017-06/english---health_systems_in_africa---2012.pdf (accessed on 18 January 2021). 

65. Granbom, M.; Himmelsbach, I.; Haak, M.; Löfqvist, C.; Oswald, F.; Iwarsson, S. Residential normalcy and environmental expe-

riences of very old people: Changes in residential reasoning over time. J. Aging Stud. 2014, 29, 9–19. https://doi.org/10.1016/j.jag-

ing.2013.12.005. 

66. Roy, N.; Dubé, R.; Després, C.; Freitas, A.; Légaré, F. Choosing between staying at home or moving: A systematic review of 

factors influencing housing decisions among frail older adults. PLoS ONE 2018, 13, e0189266–e0189266. 

https://doi.org/10.1371/journal.pone.0189266. 

67. Granbom, M.; Nkimbeng, M.; Roberts, L.C.; Gitlin, L.N.; Taylor, J.L.; Szanton, S.L. “So I am stuck, but it´s OK”: Residential 

reasoning and housing decision-making of low-income older adults with disabilities in Baltimore, Maryland. Hous. Soc. 2020, 

48, 43–59. https://doi.org/10.1080/08882746.2020.1816782. 

68. Koss, C.; Ekerdt, D.J. Residential Reasoning and the Tug of the Fourth Age. Gerontologist 2017, 57, 921–929. 

https://doi.org/10.1093/geront/gnw010. 

69. Löfqvist, C.; Granbom, M.; Himmelsbach, I.; Iwarsson, S.; Oswald, F.; Haak, M. Voices on Relocation and Aging in Place in Very 

Old Age--A Complex and Ambivalent Matter. Gerontologist 2013, 53, 919–927. https://doi.org/10.1093/geront/gnt034. 

70. World Health Organization. The Global Network for Age-Friendly Cities and Communities: Looking Back Over the Last Decade, Looking 

Forward to the Next; World Health Organization: Geneva, Switzerland, 2018. Available online: https://apps.who.int/iris/bit-

stream/handle/10665/278979/WHO-FWC-ALC-18.4-eng.pdf?sequence=1 (accessed on 17 January 2021) 

71. World Health Organization. Measuring the Age-Friendliness of Cities: A Guide to Using Core Indicators; World Health Organization: 

Geneva, Switzerland, 2015. Available online: http://apps.who.int/iris/bitstream/10665/203830/1/9789241509695_eng.pdf (ac-

cessed on 18 January 2021). 

72. Klok, J.; Van Tilburg, T.G.; Suanet, B.; Fokkema, T. Transnational aging among older Turkish and Moroccan migrants in the 

Netherlands: Determinants of transnational behavior and transnational belonging. Transnatl. Soc. Rev. 2017, 7, 25–40. 

https://doi.org/10.1080/21931674.2016.1277656. 

73. Zhou, Y.R. Space, time, and self: Rethinking aging in the contexts of immigration and transnationalism. J. Aging Stud. 2012, 26, 

232–242. https://doi.org/10.1016/j.jaging.2012.02.002. 

74. Baldassar, L.; Wilding, R.; Boccagni, P.; Merla, L. Aging in place in a mobile world: New media and older people’s support 

networks. Transnatl. Soc. Rev. 2017, 7, 2–9. https://doi.org/10.1080/21931674.2016.1277864. 

75. Horn, V.; Schweppe, C. Transnational aging: toward a transnational perspective in old age research. Eur. J. Ageing 2017, 14, 335–

339. https://doi.org/10.1007/s10433-017-0446-z. 


