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SIGNIFCANCE

Immigration to Europe has rapidly increased in the twenty-first century (Coleman 2009)
and the number of immigrants applying for protective status reached a record high of 1.3 million
in 2015 (Pew Research Center 2016). Yet recent research examining the well-being of
immigrants there has been limited. In this study, we utilize census and survey data to examine
the ways in which various social identities impact experiences of discrimination and health
among immigrants in Western Europe, as well as the potential mortality and life expectancy
differentials between various populations in Italy.

While the countries that compose Western Europe are similar in many of their social and
economic realities, there are notable cultural and political differences between nations that could
impact immigrants’ experiences. Thus, we focus on the case of Italy to provide a more detailed
examination of the experiences of immigrants in one specific context. Italy provides an
interesting example because it is a relatively new immigrant receiving country. As such, while
the experiences of immigrants in France (e.g. Guendelman et al. 1999; Alba 2005; Sabatier and
Berry 2008; Algan et al. 2010; Larchanche 2012; Moullan and Jusot 2014) and the UK (e.qg.
Marmot, Adelstein, and Bulusu 1984; London 1986; Burnett and Peel 2001; Algan et al. 2010)
are relatively well-documented, research examining the well-being of immigrants in Italy
frequently involves relatively small sample sizes (e.g. Gualdi-Russo et al. 2009; Pezzoli et al.
2009; Favaro et al. 1999), although there are some recent exceptions (Baglio et al. 2010; Moullan
and Jusot 2014; Busetta, Cetorelli, and Wilson 2018).

When examining immigrant outcomes in Europe, scholars commonly highlight cultural
differences, especially religion, as motivating most anti-immigrant animosity but overlook the
contribution of other factors such as racism (Alba 2005; Fekete 2004; Flores 2015). France’s
2004 legislation banning headscarves in places of education and 2010 law criminalizing wearing
face-veils in public are often highlighted as epitomizing the backlash against religious minorities
and symbols in a country devoted to secularism (Grillo and Shah 2012; Hunter-Henin 2012).
However, emphasizing religion, and specifically Islam, in politics and in research marginalizes
the consequences of racial discrimination (Tiberj and Michon 2013). Moreover, there is
emerging evidence that discrimination based on national origins and/or race/ethnicity is more
widespread than religious-based discrimination (De la Rica, Glitz, and Ortega 2013; Flores
2015), yet the dominant frameworks used when describing immigrant experiences in Europe do
not reflect this reality (Tiberj and Michon 2013).

DATA AND METHODS

This study examines three areas: (1) causes of death and life expectancy, (2) experiences
and perceptions of discrimination, and (3) the relationship between social characteristics,
experiences of discrimination, and health. For the first objective, Italy’s National Institute of
Statistics (ISTAT) tracks causes of mortality among immigrants, differentiated by country of
citizenship. We use mortality data from 2011, the most recent census year. For the second and
third objectives, we use cross-national and cross-temporal surveys that are part of the
Eurobarometer Series and collected by the European Commission. In particular, we focus on
immigrants in the five largest countries in Western Europe: Germany, France, United Kingdom,
Italy, and Spain. This ensures that there is a large enough sample size of immigrants among the
respondents in order to run statistical analyses. We combine respondents from three surveys with
independent samples, from 2008, 2009, and 2012, which are the three most recent waves that



collected data regarding respondents’ place of birth, experiences of discrimination, health,
religion and other relevant variables such as gender, age, and occupation.

Mortality and Life Expectancy

For the purposes of summarizing, we use age-specific death rates to calculate
standardized crude death rates for immigrant populations from eight different countries of origin,
using the Italian composition as the standard. This allows for comparison of crude death rates
without the likely differing age structures of the populations influencing the results. This part of
the analysis includes people from the countries with the five largest immigrant populations in
Italy, in absolute numbers: Romania, Albania, Morocco, China, and Ukraine. In addition, we
include immigrants from Pakistan, Nigeria, and India, which were among the five largest sending
countries in 2015-2016. Next, we calculate life expectancy for the Italian population by gender
and utilize the associated single decrement life table to compare changes in men’s and women’s
life expectancies when the foreign population is excluded from the calculation. If differences in
health between the Italian and foreign populations are profound, there may be measurable effects
on the entire population’s longevity. Lastly, we calculate the change in mortality between men
and women by citizenship (Italian and foreign) by decomposing the difference in life
expectancies at birth for these populations. This allows for the examination of the contribution of
the Italian and foreign populations to differences in life expectancies for men and women in
Italy.

Discrimination and Health

A great deal of literature speaks to the role of discrimination in adverse social and health
outcomes. Yet, as discussed in the significance section, the extent to which race/ethnicity plays a
role in experiences of discrimination is underexamined in the European context in favor of
religion as the primary motivating factor. We use respondents’ answers to the question, “In the
past 12 months have you personally felt discriminated against or harassed on the basis of one or
more of the following grounds? Was it discrimination on the basis of...? Please tell me all that
apply” and “In (OUR COUNTRY), when a company wants to hire someone and has the choice
between two candidates with equal skills and qualifications, which of the following criteria may,
in your opinion, put one candidate at a disadvantage?”” Respondents can choose multiple answers
which include skin color or ethnic origin, gender, religion or belief, age, and accent. These
questions allow us to observe the patterns of responses between individuals with different
immigrant backgrounds and between immigrants from different regions of origin. The former
question measures experiences of discrimination while the latter measures perceptions of the
motivations for discrimination. The total sample size is 17,765 for the discrimination and labor
market disadvantage descriptive statistics.

Next, using the first question above, we recode the experience of discrimination variable
as a dummy variable (1=yes, 0=no) and input it into a logistic regression model with another
dummy variable, health, as the dependent variable. This variable is based on respondents’ answer
to the question: “Do you suffer from a chronic physical or mental health problem which affects
you in your daily activities?”” In addition to discrimination, we examine the impact of religion on
this health outcome by modeling each religious denomination as a dummy variable as well.
Lastly, we made dummy variables for immigrant populations from each region of origin. Control
variables include age, occupational status, and gender. The sample size for the regression



analyses 1s 17,627 due to the exclusion of respondents that affirmed the “don’t know” option for
the chronic health question. All analyses are conducted in Stata 14.

PRELIMINARY FINDINGS

Results indicate considerable variation in mortality between populations from different
countries and regions. Overall, immigrants generally have higher mortality rates than the Italian
population, once differences in age are taken into account. Additionally, life expectancy at birth
for foreigners is lower than Italians. Immigrants report experiencing discrimination in the past
year more than those born in France, Germany, the UK, Italy or Spain. In particular, immigrants
report experiencing discrimination based on ethnic origin more than any other reason.
Immigrants from Asia, Africa, or Latin America are especially at risk of experiencing
discrimination. Immigrants and native-born respondents tend to agree which social
characteristics put job candidates with equal qualifications at a disadvantage in the labor market.
One exception to this is that immigrants more frequently perceive both skin color/ethnic origin
and accents as detrimental than native-born respondents. Lastly, compared to native-born
respondents citizens, immigrants from all regions have significantly lower odds of reporting a
health problem and those from Asia, Africa, or Latin America have the lowest odds of all
immigrant groups included. In contrast, Muslims experience 1.34 greater odds of suffering a
health problem compared to the Catholic majority in the sample population. These findings add a
more comprehensive understanding of the ways in which nationality, and by extension racialized
identities, religion, and other social variables affect the health of migrants in Italy and Europe.
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