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Abstract

In this paper1 we explore the impact of the 2007 European Union en-
largement on the mental health of documented immigrants. Using data
from a unique Italian administrative data set and a employing a difference-
in-differences individual fixed effect estimator, we find that the enlarge-
ment causes a significant improvement in the mental health of young male
immigrants. To shed light on the mechanisms behind these results, we
use data from a unique survey and show that the enlargement mitigates
sources of health concerns and increases income and employment stability
through permanent job contracts for young male immigrants. Overall,
these findings suggest that enhanced labor market conditions due to en-
largement may lead to subsequent important decrease in psychological
distress among immigrants.
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1 Introduction

Migrants in host countries often face important challenges related to their health
and mental well-being. Factors like cultural adjustment, language barriers,
labour market instability and social isolation, can contribute or exacerbate men-
tal health problems amongst migrants. Adequate healthcare support and poli-
cies that address these unique needs are crucial to ensure the health and welfare
of immigrant populations. Despite the large literature on the economic anal-
ysis of immigration, little is known about migrants’ mental health in the host
economy and how it responds to changes in uncertainty. Some recent stud-
ies focus on the effects of legalisation policy on labour market conditions (e.g.,
Devillanova et al., 2018) pointing at its important consequences on migrants’
physical and mental health (e.g., Giuntella and Lonsky, 2020). However, little
is known about the impact of policies that stimulate a reduction in uncertainty
even amongst documented immigrants.

In this paper, we study the effect of the 2007 EU enlargement to Romania
and Bulgaria on the mental health of documented migrants from these countries
arriving in Italy before 2007. The new legal framework after the EU accession
acted in practice as a “permanent” work permit, thus increasing employment
stability and reducing the uncertainty about future labour income, for both legal
and illegal immigrants.2 For undocumented migrants, the EU access acted as a
pathway to legalisation, offering the possibility of entering the formal economy,
and escaping the constant threat of deportation. On the other hand, for legal
immigrants, EU access implied the right to work without the requirement of any
permit, thus simplifying administrative procedures. Using a large administrative
data set that contains information on all individuals resident in the Lombardy
region and the health care services they receive, we construct several objective
measures of mental health well-being. Employing a difference-in-differences ap-
proach, we compare the mental health status of individuals from new Member
states (Romania and Bulgaria) with that of individuals from other candidate
countries (Albania, Bosnia and Herzegovina, Croatia, Kosovo, Macedonia, Mon-
tenegro, Serbia and Turkey), before and after the enlargement. We find that the
EU enlargement significantly reduces mental health problems of Romanians and
Bulgarians. The reduction in uncertainty for future prospects in the country of
destination due to the EU enlargement may have positive effects on the mental
health of immigrants from accession countries. One important channel through
which we expect that their mental health improves is the so-called ”labour mar-
ket channel”: a gradual increase in employment stability due for example to a
higher probability of getting permanent job contracts, will reduce uncertainty
about future labour income with positive effects of the mental health of workers.
In addition, EU enlargement has the potential to foster social integration and
inclusion. The common labour and human rights standards that apply to all
Member states may protect workers from accession countries from exploitation

2Please see Section 2 for further details on this.
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and discrimination in the workplace. This in turn may reduce anxiety and stress
amongst migrant workers. In our empirical analysis, we focus on males given
their typical role as breadwinners. Our results especially hold for young males,
who could be particularly exposed to work-related shocks relative to older work-
ers, and thus perceiving more strongly the problem of job insecurity.
In order to test the labour market channel, we complement our analysis using
data from a unique survey run by the Institute for Multiethnic Studies (ISMU)
on a representative sample of the entire immigrant population of the Lombardy
region, which provides detailed information on their labour market outcomes, in-
cluding the sector of employment (informal/formal), the types of contract and
other characteristics. This information allows us to shed light on the labour
market mechanisms through which the extension of EU citizenship affects the
mental health of immigrants from accession countries. Our results show that
EU enlargement increases income and employment stability through permanent
job contracts for legal young male immigrants. ISMU data allow us also to in-
vestigate, in selected waves, the impact of the enlargement on sources of health
concerns. In line with previous results, we find that EU enlargement is associ-
ated with an increase in no sources for concerns and a decrease in self-reported
causes related, among others, to working conditions and poverty. Our results
also point at a reduction in homesickness of migrants, potentially associated
with the increased ease of travel to their home country.

Italy provides an ideal context to study the effects of the 2007 enlargement as
it has long been one of the main destinations for both Romanians and Bulgari-
ans, even before 2007. Further, although the EU accession of Romania and Bul-
garia was an expected event, its labour market consequences in Italy were not,
and the EU accession unexpectedly implied for Romanians and Bulgarians full
rights to work. The labour market channel highlighted in our analysis is in line
with results from a number of recent studies. Adamopoulou and Kaya (2020)
study the effect of the 2007 European Union (EU) enlargement on the consump-
tion behaviour of immigrant households using ISMU data. The authors find that
the enlargement induced a significant increase in consumption behaviour due to
increased employment opportunities for both undocumented and documented
immigrants: previously undocumented immigrants experienced an increase in
the labour income by moving from the informal to the formal economy, whereas
documented immigrants benefited from the increased probability of getting a
permanent contract. Mastrobuoni and Pinotti (2015) exploit the same natural
experiment in Italy and find that immigrant crime decreases due to increased
employment opportunities, especially for undocumented immigrants. Adda et
al. (2020) exploiting the enlargements of the EU occurred between the 2004 and
2007 analyse the effects of enlargements on the marriage market in Italy via the
legalization effect. Our study adds to this literature by analyzing the effects
of EU enlargement on the mental health of (legal) immigrants in Italy. These
effects may be in part explained by the labour market channel.

A number of studies have analysed the impact of labour market conditions
on mental health status. Carrieri et al. (2014) investigate the effect of non-
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permanent jobs on a set of physical and mental health and happiness mea-
sures in Italy. Using a propensity score matching approach, the authors find a
negative effect of temporary contracts on psychological well-being, that is par-
ticularly strong for male workers. Kuhn et al. (2009) study the consequences
of job loss on a number of health costs measures in Austria, over the period
from 1998 to 2002. Results indicate that while overall expenditure on medical
treatments is not strongly affected by job displacement, job loss significantly
rises expenditure for antidepressants and related drugs, as well as for hospital-
izations due to mental health problems for men. Similar results are found by
Rocco et al. (2018), who investigate the effect of job loss on the probability that
(long-tenured) workers are prescribed anti-hypertensive and psychotropic drugs
in Italy, using administrative data on pharmaceutical prescriptions for the years
between 2007 and 2012. Results show that the probability of drug prescription
increases among under-40 males but not amongst older males or female work-
ers. One possible reason for this result is the higher vulnerability of young male
workers to work-related shocks relative to women. Moscone et al. (2016) explore
the impact of precarious employment on psychotropic medication prescription
in Italy in the years from 2007 to 2011. Results show that the probability of
psychotropic medication prescription is higher for workers under temporary job
contracts, and that more days of work under temporary contract as well as more
changes in temporary contracts significantly increase psychotropic medication
prescription. Reichert and Tauchmann (2017) investigate the relationship be-
tween workforce reduction and mental health using German data. The authors
find that workforce reduction has a negative impact on the mental health of
employees, and point at subjective job insecurity as an important channel for
this effect.

In line with this literature, our study shows that a reduction in uncertainty
due to the EU enlargement could led to a decrease in psychological distress,
which would translate in a decrease in psychotropic medication.

Our study is also linked to the recent literature on the relationship between
legalisation policy and the physical and mental health of immigrants. Giuntella
and Lonsky (2020) look at the effects of the 2012 Deferred Action for Childhood
Arrivals (DACA) on several health related outcomes, such as health insurance
coverage, access to care, health care use, and health outcomes in the U.S. Their
estimates suggest that DACA eligibility improved self-reported health, reduced
depression symptoms, anxiety, distress, and hypertension among those below
the poverty level. They claim that their results may be in part explained by
the positive effects on labour market outcomes due to the temporary work au-
thorization. In a related paper, Giuntella et al. (2021) also find evidence that
DACA significantly improves the duration and quality of immigrants’ sleep at
least in the short run. While these studies focus on (temporary) legalization
process, our analysis, given the administrative nature of our data, refers mainly
to documented immigrants. This implies, first, that our results could be seen
as a lower bound, as we would expect stronger effects for undocumented im-
migrants who benefit of a legalisation process, thus experiencing the greatest
reduction of uncertainty. Second, they imply that, even for already documented
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immigrants, permanent residency may lead to better labour market outcomes
with important effects on mental health.

The remainder of the paper is structured as follows. In Section 2 we briefly
discuss the Italian legal framework and the EU enlargement process. In Section
3 we introduce the data while in Section 4 we describe our empirical approach.
Finally, in Section 5 we comment on the empirical results. Section 6 concludes.

2 Institutional framework

Legal framework conditions to work and live in Italy differ for non-EU and EU
citizens, as only the first are subject to the provisions of the Consolidated Law
on Immigration (”testo unico sull’Immigrazione”).

The admission of immigrants from extra EU countries is regulated by a rigid
quota system. Each year, the so-called Decreto Flussi (”Flows Decree”) sets
stringent limits to the number of work permits available by type of contract and
province, requiring applicants to provide job offers from prospective employers.
Successful work permit applicants can legally reside in Italy, and their spouse
and children are eligible to obtain a residence permit for the purpose of ’family
reunion’. The temporary residence permit for work reasons has a validity of
two years for immigrants working under a permanent contract, one year for
those with fixed-term (temporary) contracts, and a maximum of 9 months for
seasonal workers.3 Permits can be generally renewed, although this is usually
subject to fulfilling certain conditions such as earning high-enough income and
not engaging in criminal activity.

Until 2012, foreign workers who had their job contracts terminated had a
period of 6 months to secure new employment. Failure to do so meant they had
to leave the country, rendering them undocumented.4 After five years of legal
residence in Italy (with no more than 10 months of absence during the five years
of legal residence, a minimum earning income, and the successful completion of
an Italian language test), immigrants become eligible for a permanent permit of
unlimited duration.5 Finally, applying for Italian citizenship requires 10 years
of continuous (legal) residence.

In contrast, EU citizens may live and work in the EU without the need of
a work permit, thanks to the free movement of persons and right of establish-
ment principles at the core of the single European market, and are guaranteed
equitable treatment in terms of employment, wages, and working condition.

Since its start in 1951, the EU has expanded a number of times by admitting
new Member states to the Union. Central to this expansion process was the in-
clusion of Bulgaria and Romania. Both countries applied for EU membership in

3See https://www.normattiva.it/uri-res/N2Ls?urn:nir:stato:decreto.legislativo:

1998-07-25;286
4The legislation has slightly changed and became less restrictive in 2012 with the so-called

Fornero reform.
5Note that the Italian language test has been introduced in December 2010.
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1995, started their accession negotiations in 2000 that successfully concluded in
December 2004. In September 2006, the European Commission concluded that
both countries where ready to carry the obligations of EU membership and on
the 1st January 2007 they finally joined the EU. However, acquiring EU status
did not automatically grant unrestricted rights for Bulgarians and Romanians
to work across the EU. The Accession Treaties, in fact, allowed existing Mem-
ber states to impose transitional labour market restrictions for a maximum of
seven years following their accession. The majority of Member states, includ-
ing Italy, announced that they would impose temporary restrictions to protect
their labour markets from an expected large inflow of Romanians and Bulgari-
ans. However, merely three days prior the EU accession, on December 28, 2006,
the newly elected centre-left government in Italy lifted restrictions for workers
employed in the following sectors6: agriculture, hotel and tourism, managerial
and highly skilled work, domestic work, care services, construction, engineering,
and seasonal work. Migration quotas were kept in the manufacturing sector, but
they were eased in order to accommodate a larger number of workers from new
Member countries. As a result, in 2007, Italy stood as the sole major economy
in Europe to lift restrictions on workers from Romania and Bulgaria, granting
them in practice full rights to work in Italy.7 In essence, the new legal frame-
work after the EU accession acted as a “permanent” work permit, for both
documented (who did not have to renew their permits anymore) and undocu-
mented (who became documented) immigrants. Although the EU accession of
Romania and Bulgaria was an expected event, the sudden, unforeseen decision
by the Italian government to remove labour market barriers turns this case into
an interesting example of a quasi-natural experiment.

3 Data

3.1 Health care data

The primary source of data is the administrative data set from the Italian region
Lombardy obtained under the ministerial project NETWORK.8 This data set
contains information on all individuals legally resident in the Lombardy region
and the health care services they received from the region over the years from
2004 up to 2021. For each individual in the data set, we know their gender, the
year and place of birth, the date of arrival in the region, and the eventual date
of death or departure from the region. Further, we have information on their
pharmaceutical prescriptions dispensed by General Practitioners (GP) or spe-
cialists. The data set includes, for each prescription, the patient identifier, the
date of prescription, the quantity prescribed, and the Anatomical Therapeutic
Chemical (ATC) code of the active ingredient in the drug. Finally, we have in-
formation on hospital admissions, specialist visits and visits to the Department

6see the law emitted on Dec 28, 2006, Prot.n.4468 Min. Interno Prot. n.23/II/2175/06
7see also Mastrobuoni and Pinotti (2015) and Adamopoulou and Kaya (2020) for a similar

discussion.
8Code of the project NET-2016 02363853
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of Mental Health and Addiction.

We build a proxy for the mental well-being of individuals in our sample by
exploiting information on their pharmaceutical prescriptions. Specifically, we
take all prescriptions of Psycholeptics and Psychoanaleptics drugs administered
by a GP or specialist over time.9 We observe that the selection of prescriptions
of pharmaceutical products with similar ATC codes has been carried by Rocco
et al. (2018) when analysing the effect of job loss on the probability that workers
are prescribed psychotropic drugs. Exploiting information on pharmaceutical
prescriptions, we build a measure of mental health that is equal to 1 if the
individual has been issued at least one of the selected prescription during the
reference year and 0 otherwise.

In our analysis we also consider two additional proxies of mental well-being,
alternative to our main pharmaceutical prescription indicator. First, we identify
all the individuals in our sample who have been hospitalised during the year
with a diagnosis (principal or secondary) that falls in the category of mental
disorders according to the ICD-9 classification.10 Using this information, we
build a measure of mental health, that we call hospitalisation, equal to 1 if
the individual has been hospitalised for mental disorders at least once during
the reference year and 0 otherwise. We build a second, alternative indicator of
mental health by gathering information on services provided by the Department
of Mental Health and Addiction (DMHA) to individuals in our sample. Such
department provides services in area of psychiatry, psychology, and substances
addiction. Accordingly, this measure, that we call DMHA visits, is equal to 1 if
an individual has received any services from this department and zero otherwise
in a given year. This variable can be considered as a proxy for the social
vulnerability that originates from mental well-being problems. We expect both
hospitalisation and DMHA visits to capture most extreme events concerning
the mental health of individuals, leading to hospitalisation or follow-up and
treatment in a DMHA center.

3.2 ISMU data

The second source of data for our analysis is an annual survey carried by the
Foundation for Initiatives and Studies on Multi-Ethnicity (ISMU) since 2001.
The aim of this survey is to document the living and working conditions of the
migrant population in the Lombardy region, which is one of largest, most pop-
ulated, wealthiest Italian regions, and accounts for 23% of the entire migrant
population legally residing in Italy in 2005.11 The data is a random sample

9More specifically, using the ATC classification, we have considered the prescription of
Antipsychotics (N05A), Anxiolytics (N05B), and Hypnotics and Sedatives (N05C), Antide-
pressants (N06A), Psychostimulants (N06B), and Psycholeptics and psychoanaleptics in com-
bination (N06C).

10We have considered all ICD codes between 290 and 319.
11See Dustmann et al. (2017).
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of roughly 8,000 random individuals interviewed every year containing informa-
tion on regular and irregular migrants resident in the region. Each wave collects
data on migrants’ demographic characteristics, such as age, country of origin,
legal status, type of residence permit, year of arrival in Italy and in Lombardy,
working and education status and some additional, wave-specific questions. We
use these data for two main reasons. First, since our health care data set has
very little information on individual characteristics, we will use ISMU data to
produce to better understanding of the composition of the treatment and con-
trol groups in the health care data set. Second, we rely on these data to analyse
the impact of the enlargement on main sources of distress and labour market
outcomes.

In the waves for the year 2004 and 2009, ISMU collects information on fac-
tors that negatively affect respondent’s health status, with 8 possible answers
namely: no reason, working conditions, housing, homesickness, poverty, unem-
ployment, communication (language problems) and information issues.12 While
this is a general question that does not refer only to mental health, it pro-
vides us with interesting information about the main sources of concern for the
respondents’ well-being. To explore the impact of EU enlargement on individ-
ual well-being and sources of distress, we have created 6 dummy variables for
selected answers to this question.13

Additionally, we use yearly waves from 2004 to 2009, to perform our analysis
on the labour market channel. In particular, ISMU data provide us information
on respondents’ occupational status, including the occupational sector (formal
or informal), and the type of employment contract (temporary or permanent).14

Finally, a self-reported measure of personal net monthly labour income is pro-
vided for employed respondents.15

3.3 Sample selection

In our analysis we want to evaluate the impact of EU enlargement on migrants’
mental well-being over the period going from 2004 to 2009 exploiting the quasi-
natural experiment discussed in Section 2. In our health care data set we define
as the treatment group the sample of migrants born in Romania and Bulgaria,
and as the control group all individuals born in Croatia, Bosnia and Herze-

12More precisely, respondents were asked to answer the question ”Which factors currently
have a negative impact on your health status?”. We note that in 2004 respondents were
allowed to choose up to two answers to this question, while in 2009 they could select up to 3
answers.

13We disregard communication and information issues as not related to our research ques-
tion.

14We construct these three variables using the question on migrants’ working status. Re-
spondents can answer if they are unemployed, students, housepersons, or if they are employed.
If employed individuals can reply if the type of occupation is with a regular contract or not,
if the job is subordinate or not, and finally if the contract is permanent or not.

15ISMU surveys directly ask the respondents their average monthly income.
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govina, Serbia, Montenegro, Kosovo, Albania, North Macedonia, and Turkey.
Migrants from those countries provide the natural counterpart to our treatment
group as all these countries were EU candidate Members at the time, so they are
comparable in terms of economic and political criteria required for admission.
In addition, with the exception of Turkey, all these countries belong to the same
geographical macro area, and share similar linguistic, and cultural characteris-
tics. We finally observe that the same country for treatment and control group
have been considered by Adamopoulou and Kaya (2020) and Mastrobuoni and
Pinotti (2015).

As a first step, we select all individuals aged between 18 and 59 in treat-
ment and control registered to the Health Lombardy System in 2004. By doing
this, we are able to focus on working age adults, plausibly not in education.16

We limit our analysis to migrants who have been continuously resident in the
region from 2004 to 2009 in order to obtain a panel data set that is balanced
both in terms of the number of individuals and time horizon in the pre- and
post-treatment periods. To avoid anticipation effects in our sample, we restrict
the analysis only to individuals who arrived in the region at most in 2004, before
the conclusion of the access negotiations.17 Further, we drop from our sample
all migrants who arrived before 2000. The reason for this choice is the fact that
(EU and Extra-EU) immigrants are eligible for citizenship after 10 years of legal
staying in Italy. Since we do not have information on the year of arrival in Italy
we assume that it corresponds to the year migrants are first registered to the
Health Lombardy System.18

In our analysis, we need comparability between the treatment and control
groups before the policy was implemented. Unfortunately, our baseline analysis
data do not contain information on migrants’ demographic characteristics. To
solve this issue we rely on ISMU data. We split the sample by sex and compare
the two subgroups on selected outcome variables. Table 1 provides summary
statistics for demographic characteristics of migrants in the pre-treatment pe-
riod. Results show that while the male sub samples from treatment and control
groups are comparable in all their characteristics, women present sharp differ-

16While the Health Lombardy System does not have information on education, ISMU data
confirm that few immigrants in the selected sample have post-secondary education or are
students. However, we perform some robustness checks on this aspect in Section 5.

17Accession negotiations to EU have been concluded on the 16th December 2004. We
assume then that all migrants who migrated in 2004 made their migration choice before this
date.

18We use ISMU data to validate this choice. Our concern is that the year of arrival in
Italy of migrants differs greatly from the year of arrival in the region. ISMU data allows us
to control for that since it reports both the timer of arrival in the country and the one in
Lombardy. First, we restrict the sample to immigrants who entered Italy between 2000 and
2004 and were residents in the region in our estimation period. We observe that over 90% of
those migrants moved into the region within one year since their arrival in Italy. As a further
check, we did the opposite operation, and we restricted the sample to migrants who arrived in
Lombardy between 2000 and 2004. Around 85% of them entered the region within one year
since their arrival in Itay.
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ences in the two groups, in terms of labour market outcomes, residence permit
typology, and education. For this reason, in the rest of the paper we restrict our
analysis only to men. After these cleaning operations, for our health care data
set we obtain a balanced panel made of 15,734 male migrants aged between 18
and 59 in 2004 over a 6 years period, with a total of 94,404 observations. Table
A1 for the health care data set. One important aspect we can notice is how
DMHA Visits and Hospitalizations are events much rarer than drug prescrip-
tions. Hence, we are going to use this last variable as the main outcome of the
analysis.

Due to the administrative nature of the previous data set, our sample refers
only to documented immigrants. In order to have a comparable sample, in the
ISMU data set we select immigrants who report having a valid residence permit
(permanent or temporary) at the time of the interview. We drop individuals
with Italian citizenship and retain only individuals with less than ten years of
residence in Italy to exclude immigrants who can be eligible to apply for Italian
citizenship.19 Therefore, we restrict the sample to migrants who arrived in Italy
after January 1, 2000, and retain only migrants who entered in Italy at the end
of 2004 at the latest, again to avoid anticipation effects. Finally, as our results
on mental health especially hold for young males, we restrict our sample only
to male migrants who belong to cohorts 1964-1986 (i.e., aged between 18 and
40 in 2004 and aged between 23-45 in 2009). The final sample is a repeated
cross-section consisting of 1,169 individual observations over the sample period.
Table A2 reports summary statistics for ISMU data.

19Another possible concern is the fact that migrants who meet certain requirements can
qualify for a permanent residence permit after five years of residence. We have checked this
potential issue using ISMU data. Looking at Table 1, less than 3% of male migrants hold
a permanent residence permit before 2007. When we restrict the sample to male migrants
aged between 18-40 in 2004 who have resided in Italy for at least five years, the phenomenon
still appears to be quite rare. Only 13.7% of eligible individuals in our sample (847 obs.)
hold a permanent permit, and this share reduces to 11.6% if we restrict the analysis only to
individuals in the control group (567 obs.).
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Table 1: Summary statistics: socio-demographic characteristics by gender of
regular migrants in the Lombardy region born between 1945 and 1986 in our
selected sample of countries (ISMU 2004-2006)

PANEL A Balance Tables - Regular migrants pre 2007: Men

Treated Control Difference

Outcome Variable N Mean SD N Mean SD Diff. p (2-tailed)
Age 207 30.271 5.153 418 27.943 6.032 2.328 0
Years Since Arrival 207 3.952 1.284 418 3.866 1.338 .086 .439
Permanent Permit 207 0.029 0.168 418 0.026 0.160 .003 .85
Residence Permit: Family 207 0.039 0.193 418 0.053 0.224 -.014 .42
Residence Permit: Work 207 0.928 0.260 418 0.840 0.367 .088 .001
Residence Permit: Study 207 0.010 0.098 418 0.074 0.262 -.065 0
Personal Income 184 1180.54 436.54 355 1175.91 417.98 4.634 .906
Employed 204 0.966 0.182 399 0.930 0.256 .036 .048
Houseperson 204 0.005 0.070 399 0.003 0.050 .002 .664
Student 204 0.005 0.070 399 0.038 0.190 -.033 .002
Unemployed 204 0.025 0.155 399 0.023 0.149 .002 .882
Tertiary Education 207 0.092 0.289 418 0.084 0.277 .008 .74
Muslim 207 0.010 0.098 418 0.519 0.500 -.509 0

PANEL B Balance Tables - Regular migrants pre 2007: Women

Treated Control Difference

Outcome Variable N Mean SD N Mean SD Diff. p (2-tailed)
Age 296 30.432 4.957 311 29.508 5.479 .924 .03
Years Since Arrival 296 3.622 1.472 311 3.691 1.352 -.07 .544
Permanent Permit 296 0.037 0.189 311 0.090 0.287 -.053 .007
Residence Permit: Family 296 0.280 0.450 311 0.572 0.496 -.292 0
Residence Permit: Work 296 0.669 0.471 311 0.305 0.461 .363 0
Residence Permit: Study 296 0.017 0.129 311 0.106 0.308 -.089 0
Personal Income 218 868.67 273.01 169 763.67 259.55 105.00 0
Employed 293 0.799 0.402 305 0.574 0.495 .225 0
Houseperson 293 0.116 0.321 305 0.275 0.447 -.159 0
Student 293 0.017 0.130 305 0.085 0.280 -.068 0
Unemployed 293 0.065 0.247 305 0.066 0.248 -.001 .971
Tertiary Education 296 0.209 0.408 311 0.125 0.332 .084 .006
Muslim 296 0.027 0.162 311 0.415 0.493 -.388 0

4 Methods

4.1 Panel data analysis

In this paper we adopt a difference-in-differences (diff-in-diff) approach to study
the effect of EU enlargement on migrants’ mental well-being. Our baseline
equation takes the following form:

hit = β · post2007 · treatmenti + ζ ′ · xit + δi + ηt + ϵit (1)

where hit represents our mental health outcome measure. The coefficient β is
our key parameter capturing the causal effect of EU enlargement on the de-
pendent variable. xit is a vector of individual-specific characteristics where we
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include age and age squared, and fixed effects for the number of years since
arrival in the region. We include time since arrival dummies to account for the
beneficial effect of a relatively longer stay in the country in terms of higher inte-
gration, better knowledge of administrative procedures and increased access to
long-term residence permits. In order to account for individual, time invariant,
heterogeneity we include individual fixed-effects, δi, while with time-fixed effects
ηt we aim at capturing the effect of shocks common to all individuals. Finally, ϵit
represents an error term with standard errors clustered at the individual level.
We first estimate equation (1) using all individuals in the sample. To explore
heterogeneity in the effect of the policy on young versus older migrants, we then
carry the analysis by splitting the sample in age groups, a younger group made
of individuals between individuals that are 18 to 40 years old in 2004 (11,571
individuals) and an older group with individuals that are 41 to 59 years old in
2004 (4,163 individuals).

4.2 Repeated cross section analysis

As discussed in Section 3 we construct some additional outcomes using ISMU
survey data. First, we analyze subjective measures of well-being using informa-
tion available from the 2004 and 2009 surveys. These measures allow us to shed
light on the factors that affect negatively their well-being, helping us to better
identify the mechanism behind our results. Hence, we exploit ISMU data to
explore the labour market channel by studying the impact of EU enlargement
on a set of labour market outcomes. A number of studies have documented
a strong relationship between migrants’ legal status and their labour market
outcomes (see, among others, Giuntella and Lonsky (2020); Adamopoulou and
Kaya (2020)). These outcomes are relevant since they directly affect individu-
als’ mental well-being and this effect is particularly strong among young male
adults (Kuhn et al. (2009); Rocco et al. (2018); Moscone et al. (2016)). To test
this hypothesis, we take the following empirical specification:

yict = β · post2007 · treatmentic + γ′ · xict + δic + ηt + ϵict (2)

where yict is our subjective well-being measure or the labour market outcome
for individual i from country of origin c, observed in year t. Also in this equa-
tion, the coefficient β is our key parameter capturing the causal effect of EU
enlargement on the dependent variable yict. xict is a vector of individual con-
trols including age, age squared, years of residence fixed effects, religion, number
of children, gender, the purposes of the residence permit,20 education, province
of residence, and marital status. We incorporate country of origin-fixed effects,
δc, to capture time-invariant characteristics common to all individuals from a
specific country, such as cultural or historical factors, and time-fixed effects ηt

20ISMU data contain information on the purposes of residence permit, whether it is for
family reasons, subordinate work, autonomous work, study, asylum, other, or not declared.
In our analysis, we exclude individuals who don’t declare the type of their residence permit.
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as proxies for shocks common to all individuals. Finally, ϵict is the error term
with standard errors clustered at the nationality×year level.

5 Results

5.1 Identification

As already explained in Section 2, to ensure the exogeneity of the treatment,
we select individuals who arrive in Italy before 2004, date in which the EU
concluded the admission procedures for Romania and Bulgaria (Council of the
European Union, 2004). The diff-in-diff approach also relies on the assumption
that treatment and control groups are comparable in the pre-treatment period,
to ensure that the β coefficient in equation (1) does not capture dynamics that
were in place before the new policy was introduced. A first piece of evidence
supporting this hypothesis on our data comes from Panel A in Table 1, which
compares exogenous characteristics in treatment and control groups in the years
2004 to 2006. From this table we can observe how, in the pre-treatment period,
men in the treatment and control group are balanced on most demographic
characteristics contained in ISMU data. We now further validate such assump-
tion by carrying an event-study analysis for our baseline equation. Accordingly,
in equation 1 we replace the treatment variable post2007 · treatmentic with a
set of year dummies interacted with the treatment group, using the year 2006
as reference year. Figure 1 displays the estimated coefficients attached to the
year dummies interacted with the treatment group and associated confidence
intervals. We perform this analysis on the full sample (subgraph (a)) and by
age group (subgraph(b) and (c)). Results show statistically insignificant pre-
treatment coefficients for the three samples analysed. Therefore, in the years
before the EU enlargement, migrants from our treatment group do not exhibit
significant differences in terms of drug prescription probabilities compared to
the treatment group.
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Figure 1: Event study for drug prescription using the health care data set

(a) Full Sample

-.0
1

-.0
05

0
.0

05

2004 2005 2006 2007 2008 2009
year

(b) 18-40 age group

-.0
1

-.0
05

0
.0

05

2004 2005 2006 2007 2008 2009
year

(c) 41-59 age group

-.0
1

-.0
05

0
.0

05
.0

1
.0

15

2004 2005 2006 2007 2008 2009
year

Notes: Each sub-figure shows the dynamic effect of being in the treatment group on drug
prescriptions keeping 2006 as the reference year. All the regressions include as controls:
year fixed effects, individual fixed effects, time since arrival fixed effects, age and age square.
Standard errors are clustered at the individual level.
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5.2 Baseline results

Table 2 presents results from the estimation of the baseline model (1), using
health care data. As before, we carry estimation using three different samples,
the full sample (Columns (1) and (4)), the 18-40 age group (Columns (2) and
(5)), and the 41-59 age group (Columns (3) and (6)). While columns (1) to (3)
present the effect of EU enlargement including only individuals and time fixed
effects, columns (4) to (6) include a full set of controls adding time since arrival
in Italy individual fixed effects and individual-specific control variables. Our
analysis points at heterogeneity in the effect of EU enlargement on the fraction
of individuals being prescribed Psycholeptics and Psychoanaleptics drugs in the
treatment group. While we do not observe any effect on older individuals, we
note a negative and statistically significant effect on younger adults. This is a
sizeable effect: EU enlargement induces a 0.31 percentage points reduction in
drug prescriptions (column 5), corresponding to a 20% reduction in the uncon-
ditional mean (see Table A1).

Table 2: The impact of EU enlargement on migrants’ mental health

Observed measure Health: drug prescriptions

Age group in 2004 Full sample 18-40 41-59 Full sample 18-40 41-59

(1) (2) (3) (4) (5) (6)

Post × Treatment Group -0.0016 -0.0032∗ 0.0031 -0.0020 -0.0031∗∗ 0.0019
(0.0016) (0.0013) (0.0026) (0.0016) (0.0012) (0.0033)

Controls × × ×
√ √ √

Individual f.e.
√ √ √ √ √ √

Year f.e.
√ √ √ √ √ √

Time since arrival f.e. × × ×
√ √ √

Observations 94,404 69,426 24,978 94,404 69,426 24,978
R2 0.44885 0.45300 0.43900 0.44892 0.45308 0.43923

Notes: We identify as treated individuals born in Romania or Bulgaria. The dependent variable
is the likelihood a migrant has been prescribed Psycholeptics and Psychoanaleptics drugs. The
sample is split according to the age of individuals in 2004: the full sample (Columns (1) and (4)),
the 18-40 age group (Columns (2) and (5)), and the 41-59 age group (Columns (3) and (6)). All
the specifications include individual and year fixed effects. Columns (4) to (6) include also time
since arrival in Italy fixed effects and individual-specific control variables (age and age2). More
details on the outcomes variables are provided in Section 3. */**/*** indicate significance at
10%/5%/1%, respectively; standard errors in parentheses clustered at the individual level.

Alternative outcomes. We now use the two alternative measures for mental
health introduced in Section 3. Results are reported in Table 3, where columns
(1) and (2) refer to DMHA visits while columns (3) and (4) refer to hospitalisa-
tions. Results show that the EU enlargement has reduced the incidence of the
most severe events, as evidenced by reduced HDMA visits and hospitalisations,
only for individuals belonging to the younger age group. As before, we observe
no statistically significant effect on the elderly group for DMHA visits, while a
positive effect is found for hospitalizations.
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Table 3: The impact of EU enlargement on migrants’ mental health: the use of
alternative outcomes

Observed measure Health

DMHA Visits Hospitalizations

Age group in 2004 18-40 41-59 18-40 41-59

(1) (2) (3) (4)

Post × Treatment Group -0.0004∗ -0.0002 -0.0007∗∗ 0.0018∗

(0.0002) (0.0003) (0.0003) (0.0010)

Controls
√ √ √ √

Individual f.e.
√ √ √ √

Year f.e.
√ √ √ √

Time since arrival f.e.
√ √ √ √

Observations 69,426 24,978 69,426 24,978
R2 0.52684 0.36763 0.24323 0.23247

Notes: We identify as treated individuals born in Romania or Bulgaria. The dependent variables
are: the likelihood an individual has used services from the Department of Mental Health and
Addiction (Columns (1) and (2)), the likelihood an individual has been hospitalized at least once
in a year for a diagnosis that falls in the category of mental disorders (Columns (3) and (4)). The
sample is split according to the age of individuals in 2004: the 18-40 age group (odd Columns),
and the 41-59 age group (even Columns). All the specifications include individual and year fixed
effects, time since arrival in Italy fixed effects, and individual-specific control variables (age and
age2). */**/*** indicate significance at 10%/5%/1%, respectively; standard errors in parentheses
clustered at the individual level.

5.3 Robustness checks

The definition of the age groups in our analysis, particularly in the choice of
the lower and upper limits of the younger age group is arbitrary. Hence, in this
section, we perform some robustness checks on the definition of the age groups
adopted in our analysis. First, we increase the minimum age of the younger
subsample to 21 years old. This exercise allows us to exclude migrants who
were still completing their education process. Table A3 shows that our results
are unaffected. Hence, we increase the maximum age of the younger subsam-
ple to 45 years old. Results of this analysis are reported in table A4. While
estimates of our baseline equation are unaffected, when focusing on alternative
outcomes results for DMHA visits are confirmed. Results for hospitalizations
lose in terms of precision and magnitude of the estimated negative coefficients
for young males, while they become negatives and not statistically significant
for the old ones. These results suggest estimates exhibit the same pattern as the
baseline ones for both the main outcome variable and the alternative outcomes,
at least for younger adults.
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5.4 Repeated cross-section analysis

In this Section, we report results of the analysis using ISMU data on self-
reported well-being and labor market outcomes for young males. All the equa-
tions follow the specification described in Equation 2. The aim of this analysis
is to shed some lights on the mechanisms through which the extension of EU
citizenship affects the mental health of immigrants from accession countries.

Sources of distress. Figure 2a and Table A5 summarise the results from the
self-reported well-being analysis. Specifically, we estimate equation (2) where
the dependent variable is given by an indicator variable for one of the 6 possible
answers to the question ”Which factors currently have a negative impact on your
health status?”. We note an overall positive causal impact of EU enlargement
on treated migrants, as documented by the positive coefficient attached to the
Post×Treatment variable when the dependent variable is an indicator variable
for the answer ”no reason”. When looking at the specific sources of distress,
we observe that EU enlargement is accompanied by a statistically significant
reduction in worrying about working conditions (-10.5%) and poverty (-8.5%),
while not significant effect can be found for worrying about housing conditions.
Further, we note an increase in the share of people for which distress is caused
by unemployment (+10.8%). This finding, despite puzzling, is in line with
our empirical evidence of EU enlargement creating the conditions for a ”less
demanding” environment for migrants, that will be discussed more in detail in
the next paragraph. Finally, Figure 2a shows that EU accession significantly
reduces by 17.2 percentage points the likelihood of migrants’ being homesick.
This result could be explained by the fact that access to the EU is likely to
have produced a reduction in the necessary documentation for travelling within
Europe. This in turn could have compressed costs for migrants who wish to visit
their home country or want to receive visits from someone in their host country.
Such result may be at the root of the improvement in migrants’ mental health
status documented by our baseline results. Overall, these results suggest that
the labour market plays a crucial role in the mechanism driving our findings,
prompting further investigation into this channel.

Labour market outcomes. Figure 2b and Table A6 report a summary of
results from estimation of equation (2) where the dependent variable is given by
an indicator variable for one of the 4 possible labour outcomes, namely income
(in logs), whether the respondent is employment, if he has a regular contract
and if he holds a permanent contract. Results show that being beneficiaries
of EU enlargement is associated with a general improvement in labour market
conditions. After 2007 workers in the treatment group exhibit higher wages
and, when employed, are more likely to hold a regular contract. If we focus on
subordinate workers we can analyze also the type of contract, and we observe
an increase in the likelihood of holding a permanent contract. More specifically,
accession to the EU is associated with 8.4% rise in salary, an increase by 2.9%
in the likelihood of holding a regular contract among employed workers, and an
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increase by 10.9% in the likelihood of holding a permanent one among subor-
dinate workers. This improvement in labour market conditions is also reflected
into a 10.5% reduction of treated migrants reporting working conditions as a
source of distress reported in Figure 2a. However, we note the marginally sig-
nificant negative coefficient attached to Post×Treatment when the dependent
variable is employment. Although this result may seem puzzling at first glance,
it can be explained by the fact that in the absence of the risk of deportation,
migrants have more time to look for better working conditions, which in turn
may increase the length of their unemployment spells. This last result may
also explain the positive effect observed on unemployment as a source of dis-
tress in Figure 2a. Our findings provide an example of how migration policies
can affect workers’ labour market outcomes, as previously documented also by
Giuntella and Lonsky (2020); Adamopoulou and Kaya (2020). Accession to the
EU has improved working conditions in our treatment group, granting them
better salaries and working conditions. This improvement in living conditions
has been translated into a reduction of distress for migrants in our treatment
group, as previously documented by Kuhn et al. (2009); Rocco et al. (2018);
Moscone et al. (2016).

Figure 2: The impact of EU enlargement on migrants’ well-being and labour
market outcomes
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Notes: OLS estimation of Equation 2 using ISMU data. Subfigure (a) reports results for migrants’
sources of stress and bad health: no source of stress, working conditions, unemployment, poverty,
housing, and homesickness. Subfigure (b) reports the results for migrants’ labour market outcomes:
personal income (log), employment status, the share of workers employed with regular contracts,
and the share of subordinate workers with permanent contracts. All the analysis includes male
migrants aged between 18-40 in 2004, holding a resident permit (if not differently stated). Standard
errors are clustered at the nationality×year level.

6 Conclusions

In this paper, we have studied the effect of the 2007 EU enlargement to Romania
and Bulgaria on mental well-being. Our results show how policies that reduce
uncertainty in the destination country can have sizeable effects on migrants’
standard of living with important consequences for their mental health. The
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study focused on migrants residing in the Lombardy region in Italy between 2004
and 2009, using a unique administrative dataset on health care services provided
in the region. We compared Romanian and Bulgarian migrants with individuals
coming from countries that were EU candidate members at the time. We find
that the EU citizenship status is associated with a decrease in mental health
services used by young male adults. We explored as main outcome variable
Psycholeptics and Psychoanaleptics drug prescriptions and find a sizeable and
significant effect with a 20% reduction in the use of these drugs among young
male adults.

To complement our analysis, we relied on a unique survey on immigrants
in the Lombardy region, which provides several labor market information, and
in selected waves, information about main sources of distress. We found that
EU enlargement is associated with an increase in no sources for distress and a
decrease in self-reported causes related, among others, to working conditions,
poverty and homesickness. Then, we investigated the effect of the enlargement
on labour market outcomes. In line with previous results, we found that the
EU accession induces more stable and better-paying jobs. We claim that these
effects induce a reduction of stress for treated individuals with a consequent
improvement in their mental well-being. From a policy perspective, our results
suggest that policies aiming at simplifying bureaucratic procedures and reducing
uncertainty in the destination countries can have sizeable effects on health and
well-being.
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Appendix

A1 Summary statistics

Table A1: Summary statistics on the health care data set

Panel A Full Sample

N Mean SD Min Max
Treatment Group 94,404 0.3930 0.4884 0.0000 1.0000
Age 94,404 37.1886 9.2774 18.000 64.000
Years Since Arrival 94,404 4.2391 2.1734 0.000 9.000
Drugs Prescriptions 94,404 0.0158 0.1248 0.000 1.000
DMHA Visits 94,404 0.0004 0.0206 0.000 1.000
Hospitalizations 94,404 0.0015 0.0381 0.000 1.000

Panel B Age in 2004: 18-40

Treatment Group 69,426 0,4024 0.4904 0.0000 1.0000
Age 69,426 32.8036 5.9552 18.000 45.000
Years Since Arrival 69,426 4.1953 2,1593 0.000 9.000
Drugs Prescriptions 69,426 0.0153 0.1226 0.000 1.000
DMHA Visits 69,426 0.0004 0.0190 0.000 1.000
Hospitalizations 69,426 0.0012 0.0353 0.000 1.000

Panel B Age in 2004: 41-59

Treatment Group 24,978 0,3666 0.4819 0.0000 1.0000
Age 24,978 49.3767 4.9732 41.000 64.000
Years Since Arrival 24,978 4.3609 2,2077 0.000 9.000
Drugs Prescriptions 24,978 0.0175 0.1310 0.000 1.000
DMHA Visits 24,978 0.0006 0.0245 0.000 1.000
Hospitalizations 24,978 0.0022 0.0469 0.000 1.000

Notes: Summary Statistics for Health care variables, for the period 2004-2009. Panel A reports
the summary statistics for the whole sample. Panel B reports summary statistics for the cohorts
aged between 18-40 in 2004. Panel C reports summary statistics for the cohorts aged between
41-59 in 2004.
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Table A2: Summary statistics on ISMU data set

PANEL A ISMU Data

N Mean SD Min Max
Treatment Group 1169 0.328 0.470 0.000 1.000
Age 1169 30.642 5.892 18.000 44.000
Years Since Arrival 1169 5.300 1.879 1.000 9.000
Regular migrant 1169 1.000 0.000 1.000 1.000
Permanent Permit 1169 0.113 0.317 0.000 1.000
Residence Permit: Family 1169 0.044 0.204 0.000 1.000
Residence Permit: Work 1169 0.906 0.292 0.000 1.000
Residence Permit: Study 1169 0.015 0.123 0.000 1.000
Houseperson 1169 0.001 0.029 0.000 1.000
Student 1169 0.017 0.130 0.000 1.000
Unemployed 1169 0.033 0.177 0.000 1.000
Tertiary Education 1169 0.082 0.275 0.000 1.000
Muslim 1169 0.363 0.481 0.000 1.000
Personal Income (log) 1033 7.092 0.347 4.615 8.517
Employed 1169 0.943 0.233 0.000 1.000
Employed (Regular) 1169 0.881 0.324 0.000 1.000
Employed (Permanent) 1169 0.632 0.482 0.000 1.000

Factors Negatively Affecting Well-being:
No reason 349 0.501 0.501 0.000 1.000
Woking Conditions 349 0.186 0.390 0.000 1.000
Unemployment 349 0.069 0.253 0.000 1.000
Housing 349 0.063 0.243 0.000 1.000
Poverty 349 0.072 0.258 0.000 1.000
Homesickness 349 0.226 0.419 0.000 1.000

Notes: Summary Statistics for the ISMU, for the period 2004-2009. The sample is made of male
migrants in the cohorts aged between 18-40 in 2004.
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A2 Robustness checks

Table A3: Robustness analysis: moving the lower limit of the younger age group
to 21 years old

health measure

Prescriptions DMHA Visits Hospitalizations

Age group (2004) 21-40 41-59 21-40 41-59 21-40 41-59

(1) (2) (3) (4) (5) (6)

Post × Treatment Group -0.0036∗∗ 0.0019 -0.0005∗ -0.0002 -0.0007∗∗ 0.0018∗

(0.0012) (0.0033) (0.0002) (0.0003) (0.0003) (0.0010)

Controls
√ √ √ √ √ √

Individual f.e.
√ √ √ √ √ √

Year f.e.
√ √ √ √ √ √

Time since arrival f.e.
√ √ √ √ √ √

Observations 66,018 24,978 66,018 24,978 66,018 24,978
R2 0.45690 0.43923 0.52688 0.36763 0.24720 0.23247

Notes: The table reports results from estimation of equation (1) where the younger age group is
made of individuals with at least 21 years old and at most 40 years old in 2004. The dependent vari-
ables are: the likelihood a migrant has been prescribed Psycholeptics and Psychoanaleptics drugs
(Columns (1) and (2)), the likelihood an individual uses DMHA department services (Columns (3)
and (4)), the likelihood an individual has been hospitalized at least once in a year for a diagnosis
that falls in the category of mental disorders (Columns (5) and (6)). All the specifications include
individual and year fixed effects, time since arrival in Italy fixed effects, and individual-specific
control variables (age and age2). */**/*** indicate significance at 10%/5%/1%, respectively;
standard errors in parentheses are clustered at the individual level.

Table A4: Robustness analysis: moving the upper limit of the younger age group
to 45 years old

Health measure

Prescriptions DMHA Visits Hospitalizations

Age group (2004) 18-45 46-59 18-45 46-59 18-45 46-59

(1) (2) (3) (4) (5) (6)

Post × Treatment Group -0.0023∗ -0.0003 -0.0005∗∗∗ -0.0001 −7.82× 10−5 -0.0007
(0.0012) (0.0035) (9.07× 10−5) (0.0011) (0.0004) (0.0009)

Controls
√ √ √ √ √ √

Individual f.e.
√ √ √ √ √ √

Year f.e.
√ √ √ √ √ √

Time since arrival f.e.
√ √ √ √ √ √

Observations 81,312 13,092 81,312 13,092 81,312 13,092
R2 0.453398 0.42457 0.50974 0.16909 0.23734 0.24589

Notes: The table reports results from estimation of equation (1) where the younger age group is
made of individuals least 18 years old and at most 45 years old in 2004. The dependent variables are:
the likelihood a migrant has been prescribed Psycholeptics and Psychoanaleptics drugs (Columns
(1) and (2)), the likelihood an individual has used services from the DMHA department (Columns
(3) and (4)), the likelihood an individual has been hospitalized at least once in a year for a diagnosis
that falls in the category of mental disorders (Columns (5) and (6)). All the specifications include
individual and year fixed effects, time since arrival in Italy fixed effects, and individual-specific
control variables (age and age2). */**/*** indicate significance at 10%/5%/1%, respectively;
standard errors in parentheses are clustered at the individual level.
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A3 Repeated cross-section analysis

Table A5: The impact of EU enlargement on sources of distress

ISMU: Reasons for Bad Health

None Working Conditions Unemployment Poverty Housing Homesickness

(1) (2) (3) (4) (5) (6)

Post × Treatment Group 0.204*** -0.105** 0.108*** -0.085** -0.009 -0.172***
(0.044) (0.048) (0.037) (0.029) (0.047) (0.030)

Demographic Controls
√ √ √ √ √ √

Province f.e.
√ √ √ √ √ √

Year f.e.
√ √ √ √ √ √

Nationality f.e.
√ √ √ √ √ √

Observations 362 362 362 362 362 362
Clusters 17 17 17 17 17 17
R2 0.23 0.22 0.23 0.21 0.13 0.26

Notes: The table reports estimation of Equation (2) focusing only on male individuals aged between
18 and 40 years in 2004. The possible sources of distress are: no source of distress (Column (1)),
working conditions (Column (2)), unemployment (Column (3)), poverty (Column (4)), housing
(Column (5)), and homesickness(Column (6)). All the specifications include country of origin and
year fixed effects, time since arrival in Italy fixed effects, and individual-specific controls. Individual
specific controls include age, age squared, years of residence fixed effects, religion, number of
children, gender, citizenship status, education, province of residence, and marital status. */**/***
indicate significance at 10%/5%/1%, respectively; standard errors in parentheses are clustered at
the nationality×year level.

Table A6: The impact of EU enlargement on migrants’ labour market outcomes

ISMU: Labor Market Outcomes

Income (log) Employed Regular Contract Permanent Contract

(1) (2) (3) (4)

Post × Treatment Group 0.084*** -0.038 0.029** 0.106***
(0.025) (0.022) (0.013) (0.032)

Demographic Controls
√ √ √ √

Province f.e.
√ √ √ √

Year f.e.
√ √ √ √

Nationality f.e.
√ √ √ √

Observations 1,060 1,169 1,102 1,022
Clusters 45 47 47 46
R2 0.27 0.20 0.16 0.17

Notes: The table reports estimation of Equation (2) focusing only on male individuals aged be-
tween 18 and 40 years in 2004. The dependent variables are: personal income (log) (Column (1)),
employment status (Column (2)), the share of workers employed with regular contracts (Column
(3)), the share of subordinate workers with permanent contracts (Column (4)). All the specifi-
cations include country of origin and year fixed effects, time since arrival in Italy fixed effects,
and individual-specific controls. Individual specific controls include age, age squared, years of res-
idence fixed effects, religion, number of children, gender, citizenship status, education, province
of residence, and marital status. More details on the outcomes variables are provided in Section
3. */**/*** indicate significance at 10%/5%/1%, respectively; standard errors in parentheses are
clustered at the nationality×year level.
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