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Abstract This study sought to understand the perceptions

of Ghanaian immigrants of the health status and health tra-

jectory of their community. We conducted focus groups and

interviews with 63 primarily Ghanaian immigrants living in

New York City. Nearly all participants observed that Gha-

naians are generally healthy when they arrive in the US, but

that their health declines over time. Participants identified

four causes of this perceived deterioration: changes in health

behaviors, increased stress, environmental exposures, and

barriers to health care. Participants see themselves as being at

risk for many health problems resulting from changes in

lifestyle that follow immigration. Although some vulnera-

bilities are unique to their experience as immigrants, many of

the risk factors they described are the same as those that

affect other residents in the communities in which they live.

Keywords Epidemiological paradox � Immigrant

paradox � African immigrant health � Health

disparities � Immigrant health

Introduction

A growing body of literature has sought to understand why

certain immigrants groups have substantially better health

outcomes than comparable native-born populations [1, 2]

and to track the relationship between these outcomes and

acculturation or duration of residence [3] and generational

status [4]. Many studies have mapped how this advantage—

known as the ‘‘epidemiological’’ or ‘‘immigrant paradox’’—

decreases and even reverses for immigrants who have lived

in the US for extended periods of time [5–11].

African immigrants are one of the fastest growing groups

of immigrants to the US [12]. In New York City, the number

of Africans increased by more that 250 % between 1990 and

2005–2007 [13]. But the health status, assets, needs, and

concerns of this diverse population remain largely unex-

amined. The research that does exist suggests that African

immigrants tend to be healthier than African Americans, but

that the longer they reside in the US and the more accultur-

ated they become, the more they take on the risk profile of the

communities around them [14–18]. Through key informant

interviews and focus groups, we sought to understand how

West African immigrants perceive the epidemiological

paradox and to learn about their sense of the dynamics that

may cause health to change over time.

Methods

Setting

Our work has focused in the South Bronx, a neighborhood

that has become a center for West African immigration in

New York City, and has been undertaken as part of a

community health partnership, Bronx Health REACH,

which was formed in 1999 to address racial and ethnic

disparities in health that community. Our primary partners

in this effort—the Highbridge Community Life Center and

Bronx Lebanon Hospital Center—have worked with West
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African immigrants on issues concerning adult education,

foster care prevention, and access to schools, housing, and

health care. This work also grows out of a collaboration

between New York University and its affiliated public

hospital, Bellevue Hospital Center, and the University of

Ghana and its affiliated public hospital, the Korle Bu

Teaching Hospital, which have joined together to develop a

multi-disciplinary collaboration to address health and

health care in Ghana and the United States. This project is

one of a series of complementary efforts in New York and

Accra focused on the prevention and management of non-

communicable diseases.

Design

As with all of our work in these partnerships, this project has

taken a community-based participatory approach [19–21] in

which our partners, as well as all co-authors, helped set the

research agenda, review the methodology and protocols, gather

data, interpret findings, and provide analysis and feedback.

This was a qualitative study conducted among 63 West

African immigrants C18 years living in New York City.

West Africa is a very diverse region, in terms of language,

ethnicity, religion, levels of political stability and economic

development. Thus, the challenges of acculturation vary

widely, as do reasons for migration [22]. Because this study

could not include numbers that would reflect this diversity,

we chose to focus primarily on immigrants from Ghana—the

largest group of African immigrants in the Bronx [23].

Qualitative methods were selected because this was an

exploratory study in which we sought to understand multiple

perspectives that might explain a variety of health outcomes.

In addition, we anticipated that the discussion would touch

on potentially sensitive topics, including attitudes towards

childrearing, family relations, and acculturation. We there-

fore held the interviews and focus groups in community

settings where participants already knew each other (and in

some cases, knew the facilitators) so that they might feel

more open in discussing these issues.

Participants

Ten people participated in key informant interviews, in many

cases providing introductions to community groups and

associations, which subsequently hosted focus groups. The

interviews, which were led by the first author, each lasted

approximately 1.2 h. With the exception of one telephone

interview, all were conducted in person at a location selected

by the key informant. Honoraria of $20 was offered to, but

not accepted by, all key informants. The key informants were

selected because of their intimate knowledge of the com-

munity. Three of the key informants were leaders in the

National Council of Ghanaian Associations, one was a lay

leader in a mosque, one was a lay leader and health liaison in

a church, and the remaining five worked in the not-for-profit

or public sectors providing outreach or advocacy for the

West African community. All were asked to reflect on

community need from a leadership or professional per-

spective. Although some of the focus group participants were

also professionals (including one group of health profes-

sionals), those conversations were directed primarily at the

personal experiences of the participants.

The focus group participants were identified through a

network of community-based organizations. In each case,

we met with a community leader or attended an introduc-

tory meeting to describe the project and then followed up

with individuals who expressed interest in participating,

sometimes convening groups and sometimes attending

standing meetings.

Selected characteristics of participants are provided in

Table 1.

Data Collection

Six focus groups were conducted at community locations in

the southwest Bronx, NY, including community centers,

churches, a local restaurant following services at a nearby

mosque, and the conference room in a local hospital. These

organizations, which were suggested by key informants or

were known to one of the co-authors, were informed of the

purpose of the study, invited to participate, and asked to host

a focus group often to follow a standing meeting or religious

service. Sampling was done purposefully to identify first or

second generation Ghanaian immigrants whose rich personal

experience would be typical of others from that group. Eli-

gibility criteria for participation included being a first or

second generation immigrant from Ghana, although several

other West African immigrants did participate, and being at

least 18 years of age.

Before each focus group, participants were asked to

complete a brief demographic survey. Focus groups lasted

approximately 1.25 h. Honoraria of $20 were paid to all

participants except for one group for which food was

provided instead at the request of the participants. The

focus groups were conducted by the first author, assisted by

either a co-author or, in one church, by a member of the

congregation who was the health liaison for the Faith

Based Initiative of Bronx Health REACH.

We began the focus group and interviews by describing

the epidemiological paradox in lay terms, explaining the

lack of research concerning African immigrants. Key

informants were asked primarily about the health and

health trajectory of the community; focus group partici-

pants were asked about their own health and the health of

family and friends from West Africa. Informed consent

was obtained from all participants. The study protocols
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were approved by the New York University institutional

review board.

Data Analysis

Focus groups and interviews were digitally recorded and

transcribed verbatim by a professional transcription service.

Each transcript was first reviewed for accuracy and then was

coded by the first author using ATLAS.ti Scientific Software

Development. In the first phase of coding, codes were drawn

from the interview guide and research questions. In the

second phase, two members of the research team created and

applied inductive codes to identify additional themes and

patterns [24]. The authors, two of whom are community

partners (RA, AM), met numerous times over the course of

the data collection and analysis to discuss emerging themes.

Ultimately, the data were summarized in reports generated

for each domain and representative quotes were selected to

illustrate key findings.

Presentations of preliminary findings were made to three

key informants individually and the findings and their

implications were discussed at length. In addition, we pre-

sented interim results at two community forums during

which feedback and reactions were sought from those pres-

ent. Findings were also presented and feedback provided at a

Community Enrichment Day, which was sponsored by the

African Muslim Council and attended by nearly 200 com-

munity members, including participants from two of the

focus groups.

Results

Nearly all of the focus group participants observed that

Ghanaians are generally healthy when they arrive in the

United States, but that their health declines over time. One

woman eloquently stated the view expressed by many:

When you walk in the rain, you get wet. When we

started living our lives like the Americans do, we start

developing the stress and the illnesses too. We enjoy

the good and the bad.

Participants identified four broad causes of this perceived

deterioration: changes in health behaviors, increased stress,

environmental exposures, and barriers to health care

services. Each of these is discussed below, followed by

recommendations that were made to address some of these

concerns.

Health Behaviors

Diet

In all of the focus groups, participants expressed a strong

attachment to their native cuisines [25, 26]. Yet, although

people reported that African ingredients are quite accessi-

ble in New York City, many emphasized the challenges to

maintaining this diet and questioned whether their tradi-

tional way of eating was viable or even healthy in the

context of their current lives. Several people noted that the

preparation of traditional food is time consuming and that

the pressures of work and childrearing mean that it is often

Table 1 Selected characteristics of focus group participants

(N = 53)

Characteristics No. (%) or mean (range)

Gender

Male 37 (70)

Female 16 (30)

Age 45 (28–79)

Duration of residency in US

\5 4 (7)

5–10 13 (25)

11–20 12 (22)

[20 11 (21)

Blank 13 (25)

Insurance coverage

Yes 41 (77)

No 12 (22)

Country of origin

Ghana 45 (85)a

The Gambia 3 (6)

Nigeria 3 (6)b

Cameroon 1 (2)

Religious affiliation

Muslim 27 (51)

Christian 26 (49)

Usual source of care

Private doctor 23 (43)

Herbalist/healer 0

Clinic 8 (15)

Emergency room 1 (2)

Hospital 17 (32)

Do not seek care 3 (6)

Blank 1 (2)

Have a regular doctor

Yes 41 (77)

No 12 (23)

Cost as barrier to access

Yes 11 (21)

No 42 (79)

a Of this group, 3 were born in the US, 2 of Ghanaian parents and one

whose mother was from Ghana and father was from Togo
b One participant was born in Sweden of Nigerian parents
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easier to ‘‘buy … some junk food to keep on moving.’’

Others reported that they continue to prepare traditional

dishes but noted that because of the pressures of work and

family life, they eat dinner very late and that there is no

time to let this ‘‘heavy’’ food ‘‘work out from your system

before you go to bed.’’ By contrast, ‘‘back home, even if

you eat heavy [traditional] food, you go outside and you

walk … and by the time you get there … your digestive

system has taken care of it and the sun helps too.’’ People

therefore wondered if traditional food is appropriate for

their current, more sedentary and indoors lifestyle.

Many participants vividly recalled their initial astonish-

ment at the sheer quantity of food available in the US. As one

man observed, ‘‘Portions are astronomic… [E]verything

here is big.’’ Several described a common pattern of

‘‘mak[ing] up for the deficit back home.’’ Many reported that

even after they reached an equilibrium, their diets remained

changed.

Of particular note, discussed at length in every group,

was the availability of fast food and soda. As one man

observed, ‘‘back home eating fast food is for the affluent.

But here it is cheaper than other foods.’’ Others noted that

‘‘at home, [soda] was a very special treat’’ consumed only

at ‘‘Christmas or on your birthday.’’ Every participant

seemed to be aware that drinking soda is not healthy,

perhaps because of a strong public health campaign in New

York City. But many people noted that the temptation was

too great: ‘‘No Ghanaian here drinks water,’’ one woman

stated definitively.

These concerns were heightened when people talked

about the eating habits of children. Some participants noted

that their children liked traditional African food and others

reported that their children rejected it, but all agreed that

children feel the social pressures and influences of their

peers and are surrounded by temptations: ‘‘There are small

shops everywhere and getting junk food is easy. By the

time they’re coming back [home], they eat too much junk,

and that’s no good.’’

Physical Activity

One key informant noted that ‘‘in Africa, exercise is not

part of the lifestyle. Children play soccer, but once you

reach a certain age, when you get married, it is not

appropriate for men to wear shorts in public.’’ So the fact

that West African immigrants here ‘‘do not get exercise, is

not a change in behavior,’’ he explained. ‘‘It is consistent’’

with their behavior and practices back home. But as he

noted and many focus group participants confirmed, ‘‘back

home, we get ‘involuntary exercise.’’’ Everyday activities,

from ‘‘mashing the fufu’’ (a staple of Ghanaian cuisine that

is made of pounded cassava), to visiting friends, to shop-

ping and cleaning, entail physical activity. Here, by

contrast, the environment–cold weather, accessible public

transportation, long work hours, and safety concerns—

makes it difficult to be physically active. Several men

observed that the sedentary job of driving a taxicab, which

was described as ‘‘the normal work of our community,’’

was particularly harmful: ‘‘I sit in a cab for eight, ten,

twelve hours and then I’m coming back home so tired, just

eat and sleep.’’

Sleep

Many participants noted that ‘‘Here, no one gets enough

sleep.’’ By contrast, in Ghana, the pace of life is ‘‘more

relaxed’’ and work hours are often shorter so the day is not

so truncated. In addition, naps are a ‘‘tradition’’ in many

West African countries, scheduled into the school day and

workday. As one woman reported, ‘‘They don’t joke with

their naps!’’

Tobacco Use

Participants perceived very different attitudes towards

smoking in the US and in Ghana. Here, smoking is seen as

‘‘a lifestyle’’ and ‘‘attractive.’’ Whereas, ‘‘back home,

smoking is something that bad people do.’’ The stigma is

particularly strong for women. Several people explained

that a woman who smokes is assumed to be ‘‘promiscuous’’

or even ‘‘a prostitute.’’ There was no clear sense from the

key informants or among the focus group participants of

whether rates of smoking increase or decline following

immigration, in part because both in Ghana and here,

people ‘‘hide it because people look at you differently

when they see you smoking.’’

Stress and Social Support

In every key informant interview and every focus group,

people attributed a wide array of health problems, includ-

ing hypertension, high cholesterol, arthritis, diabetes, and

impotence, to increased stress resulting from immigration.

For some, stress was seen the single biggest cause of health

problems: ‘‘the number one contributing factor.’’ Many

sources of stress were discussed: economic pressures,

changes in social structures, and diminished social status.

Economic Pressures

With fewer social supports and a less forgiving environ-

ment, participants described feeling vulnerable and worried

about their financial stability. For those who are undocu-

mented, the pressures are particularly severe and the need

to find employment trumped concerns about health. As

one man explained, ‘‘The big issue for many is getting
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integrated into economy—even getting low level jobs.

Health is secondary.’’

The stress of ‘‘how to make a better life here is com-

pounded by the stress of how to make a better life for

relatives back home.’’ Many explained that they and other

West African immigrants ‘‘come here on borrowed

money.’’ Several people noted that families ‘‘invest’’ in the

relative who immigrates, ‘‘sometimes even sell[ing] the

family’s means of living … in order for the person to come

over here.’’ So the family back home ‘‘expect[s] something

back in return.’’

Universally people felt that friends and family did not

understand their financial struggles, and participants wor-

ried that they were seen as being selfish if they could not

meet expectations. This was particularly painful because

people did not minimize the needs of family and friends

back home, especially the need for expensive medical care.

Changes in Social Structures and Family Life

Many of the participants, in part because of our recruitment

methodology, belonged to formal organizations (churches,

mosques, associations); others described themselves as

being part of important informal social networks. One

young man summed up the consensus in his group: ‘‘Our

community supports us … It is the sense of community

that keeps you sane. We can always talk to a friend … I

can go to the barber shop one block from my home and see

my friends and get the pressure out.’’ Yet many also felt a

loss of the more substantial social supports that they had at

home. Some with split families missed having relatives

nearby to help particularly with childcare. Several partici-

pants saw a connection between their more isolated lives

here and their decreased physical activity. Back home, they

explained, socializing often takes place outdoors. By con-

trast, in New York, ‘‘you could wake up one morning, and

would not step outside of your building or room the whole

day, or a whole weekend.’’

In several focus groups and interviews, people discussed

the toll on health that results from the change in gender

roles following immigration. Several people reported that

there is a strong cultural norm that marital conflicts should

be kept private. Some women noted that the resulting sense

of isolation, together with the stress from their ‘‘complex’’

roles, leads to a sense of ‘‘exhaustion,’’ and no time for

health.

The health and safety of children was also of great

concern. Many spoke with nostalgia about how they were

raised back home and few were convinced that childrearing

practices here are superior. Many expressed concern that

the prohibition against corporal punishment left them with

few tools to protect their children from dangerous peer

influences: drugs, smoking, and gang activity.

Diminished Social Status

A final source of stress discussed in every focus group was

sense of diminished social status. Several people noted that

West Africans immigrants ‘‘work at much lower levels

than they would back home, for example, people with

college or masters level degrees working in security.’’ One

young man elicited strong agreement when he talked about

the stigma of being ‘‘seen as a foreigner.’’ Another

commented:

We are at the bottom of the pecking order. Our skin

color doesn’t do much to do you justice…All the

cards are really stacked really against you.

Many people described encounters in which they felt

belittled or misunderstood because of their African origins

(‘‘How can a plane land in the jungle?’’ ‘‘Do you sleep in

trees?’’). Although some were amused by this ignorance,

many also noted that it leads to harassment at work—

several people expressed a fear of workplace violence—

and to bullying of children at school and teasing by their

teachers.

Environmental Exposures

A number of participants expressed concern that living

conditions in New York City are unhealthy. Some worried

about pollution, others worried about overcrowded and

unsanitary apartment buildings, and others expressed con-

cern about general exposure to toxic substances. For many,

this concern centered on foods that are ‘‘filled with chemi-

cals’’ or ‘‘artificial fertilizers,’’ even contaminating foods

that are part of a traditional diet, such as rice and fufu. Several

people noted that fufu is sold in a powdered form here and

many expressed concerned about serving something that

seemed so highly processed to children.

Barriers to Care

A surprising large number of focus group participants

reported having some form of health insurance (41 out of

the 53 participants). But many reported that cost was a

barrier for other West African immigrants and was a par-

ticularly strong deterrent to seeking primary and preventive

care. One focus group participant noted, ‘‘Why pay to find

out that nothing is wrong? And why pay to find out that I

have a costly problem that I can’t feel, like diabetes and

high blood pressure?’’

In addition to financial barriers, participants identified a

number of cultural barriers to care. In several groups,

participants noted that in Ghana, people do not go to the

doctor ‘‘unless it knocks a person down’’ and immigrants

carry that practice with them when they come to the US.
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Others cited ‘‘communication issues,’’ ranging from lan-

guage barriers to issues of respect. In one focus group, a

West African doctor advised, we ‘‘need to teach doctors to

speak respectfully. You can’t have a 20-something-year-

old yelling at an elderly man about his diet or medicine.’’

Others described the need for cultural awareness, which

includes sensitivity to religious beliefs and prohibitions.

Some reported that people hesitate to seek care since they

are frequently tested for HIV; as Africans, they are pre-

sumed to be at risk. Finally, many noted that in Ghana,

‘‘real’’ medicine always involves an injection, so people do

not trust that ‘‘they are getting true care here without an

injection.’’

Recommendations

In each conversation we asked participants to recommend

interventions to reduce the risk factors for poor health in their

community. There was near unanimous consensus that

education is critically important as a pathway to economic

success, which was seen as a prerequisite to health. Many

participants also stressed the need for community-based

education about health care access. Although most focus

group participants were quite knowledgeable about health

behaviors, many did not know about health services that are

available free-of-charge or with a sliding scale. In addition,

many noted that more isolated groups, for example, those

who do not speak English, are less knowledgeable about

health behaviors and the risks of chronic disease and would

benefit from basic health education [27]. A number of people

suggested that such efforts could be best accomplished

through churches and mosques, and that community elders

could serve an important role by modeling health behaviors

and the utilization of services.

Discussion

Summary

So, it’s a whole lot of factors that are coming to meet

here and that…leaves that person exposed and vul-

nerable. [Statement of Ghanaian female focus group

participant]

This group of predominantly Ghanaian immigrants to

New York City see themselves as being at risk for many

health problems resulting from significant changes in life-

style that follow immigration. Participants identified four

broad causes of this perceived vulnerability: (1) changes in

health behaviors, including the quantity and quality of food

consumed, diminished physical activity and inadequate

sleep; (2) increased stress resulting from economic

pressures, diminished social support and reduced social

status; (3) environmental exposures, such air pollution and

overcrowding; and (4) financial and cultural barriers to

health care services.

Implications

Many of the risk factors identified by this group of West

African immigrants are the same as those that affect other

residents in the communities in which they live. Moreover,

the barriers to care they described—cost, language access,

distrust, competing priorities—are also familiar to residents

of poor communities [28]. This does not bode well for the

long-term health outcomes of this rapidly growing group of

new immigrants. Indeed, the South Bronx, where most of

our focus groups were held and where the majority of

participants live, has among the worst health outcomes in

New York, with high levels of obesity, diabetes, heart

disease, and cancer [29].

Some of the stresses and vulnerabilities people described

are unique to their experience as immigrants: disruptive

changes in family structure and roles following immigration,

the difficulties of being undocumented, heightened economic

pressures from the need to send home remittances, the sense of

diminished social status. (We did not collect data on pre- and

post-immigration occupational status in our brief survey, but

given the likely impact of diminished employment status on

physical and mental health, we plan to include such a question

in any future research.) At the same time, although many felt

they had fewer social supports here than at home, they nev-

ertheless felt supported by the wide array of community

groups and networks to which they belonged and contrasted

this with the more ‘‘individualist’’ nature of US society.

Although our inquiry explored a wide range of factors

that might influence health outcomes, our findings may be

of particular interest to health care providers. By under-

standing the experience of this diverse population, partic-

ularly post-immigration changes in health behaviors, social

structures and status, and the financial and cultural barriers

to care, health care providers can better build ‘‘culturally

safe environments’’ [30] for care delivery that expand the

notion of cultural sensitivity to recognize underlying and

diverse causes of poor health and lack of access.

Finally, several of the issues and concerns discussed in the

focus groups dovetail with initiatives in Ghana. Increasingly,

health care providers and the Ministry of Health in Ghana are

focusing on the risk factors for and management of chronic

disease. Changes in lifestyle, particularly for wealthy urban

populations, are leading to an increase in obesity, hyper-

tension, and heart disease [31], creating enormous chal-

lenges for the health care system and health professionals.

Similarly, there is a growing interest in the problem of

child abuse in Ghana, where the government recently
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enacted laws to protect children, and programs are being

developed to train providers on how to screen and treat

children and families. Early on, we were warned by five of

the key informants to proceed carefully with the topic of

childrearing since participants might feel defensive about

traditional practices of discipline. But in every group in

which parents participated, the topic of childrearing proved

to be of tremendous interest. Several partners at commu-

nity-based organizations reported that West African par-

ents have requested and now have begun training in

parenting skills in an effort to understand and adapt to

cultural norms and legal requirements in the US.

Growing out of these two areas of shared concern, we

are working with colleagues in Ghana to enhance the

training of health care providers in Accra concerning car-

diovascular disease, and we have partnered with a new

center on child abuse at the Korle Bu Teaching Hospital to

enhance their educational efforts. Our hope is to strengthen

our efforts in both cities so that what we learn can con-

tribute to capacity building and program development in

both New York and Accra.

Limitations

Interviews and focus groups are an effective way to explore

attitudes about complex and culturally sensitive topics. In

all of the focus groups, as well as with each interview, we

found the participants to be engaged and willing to share

ideas and to suggest explanations for behaviors and beliefs.

As a result, we benefited from a rich set of in-depth, lively

and often very personal discussions and exchanges.

These methodologies have certain inherent limitations,

however, most importantly in that generalizability may be

limited. For example, our method of recruiting participants

through a network of community- and faith-based organi-

zations most likely resulted in a sample that was more

socially connected and more comfortable speaking English

than other groups of immigrants from Ghana and other

parts of West Africa. This is reflected in the high rates of

health insurance coverage among the participants (77 %)

and their relatively long duration of residence in the US.

The health behaviors of our participants may therefore

more closely resemble those of the communities in which

they live than would be true for newer arrivals. By the

same token, more recent immigrants who are less accul-

turated and less integrated into the economy might well

experience greater stresses and barriers to care.

Further Research Questions

Several areas warrant additional exploration. The impact of

stress on health and health behaviors was a recurring theme

in our focus groups and interviews, as it has been in all of

our community work in the South Bronx [32]. Under-

standing how to address this issue, particularly the recur-

ring concern with bullying in school, is an important area

for additional work. Finally, concern about impotence was

discussed in our final focus group of predominantly young

men. Some attributed this problem to stress and others to

change in diet. Since this was only raised at the end of our

work, we did not have a chance to explore this issue in

depth. But, given the consensus in this group and the

concern with which they spoke, it clearly warrants further

investigation and may offer a way to engage a subset of the

population who would otherwise not seek care.
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