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1.

INTRODUCTION

Recent estimates, which include also illegal and non-resident populations,
have shown that the number of foreigners in Italy has, over the last decades,
grown to 4,838,000 people, representing approximately 8% of the current Italian population (ISMU, 2010). Such an increase is accompanied by a larger
number of demographic events involving foreigners. For example, in 2010,
approximately 14% of newborns in Italy were born to two foreign parents,
while almost 19% had at least one foreign parent (Istat, 2011). These large figures motivated us to study the characteristics of foreign mothers in terms of
reproductive health, with the aim of assessing possible inequalities in the
access to and in the frequency of antenatal care which would exist between foreign and Italian women as well as between foreigners of different nations.
In order to correctly interpret the results presented here, it should be
pointed out that the use of health care is influenced by the specific policies of
the host country (Solé-Auró et al., 2009, 2012). In Italy, access to antenatal
care is universal, i.e. the Italian health service currently provides antenatal care
free-of-charge to all women living in the country, regardless of their legal status (Legislative Decree n. 286/1998). Nevertheless, even though access to care
is universal, there are organizational, cultural, socioeconomic and personal
barriers (Delvaux et al., 2001) which can preclude universal care from being
universal in its practical implementation. In particular Delvaux et al. (2001)
found that foreigners reported problems with making appointments in advance
and other cultural barriers. Other studies identify these barriers in lack of
knowledge about the health care system (Norredam et al., 2004), language difficulties (Hernandez-Quevedo and Jimenez-Rubio, 2009), more emergency
admissions by immigrant population (Lay et al., 2006), as well as more general difficulties accessing the system (Stronks et al., 2001). In the Netherlands,
for example, Stronks et al. (2001) concluded that the use of more specialized
health care is reduced in immigrant groups and that “their ethnic background
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in itself may be a factor that accounts for their consumption pattern, potentially because of a limited access to health care services by the immigrant groups”
(Stronks, et al., 2001, p.706).
Concerning antenatal care, Malin and Gissler (2009) have highlighted not
only that women of foreign origin usually receive reduced amounts of care as
compared to native women, but also that differences between the different
migrant origins are important. Ethnic studies also highlight a delayed access to
antenatal care among different ethnic minorities (Rowe et al., 2008, Kuo et al.,
2008). By distinguishing ethnic groups in terms of country of birth of the mother, Alderliesten et al. (2007) have shown that in the Netherlands different delays
in the timing of antenatal visit can be explained by cultural factors. A systematic review of British literature (Rowe and Garcia, 2003) has confirmed that
women of Asian origin are more likely to delay the start of antenatal care than
white British women: women of Pakistan and Indian origin had fewer antenatal
visits than white British women.
Various studies carried out in different developed countries have also
shown that the length of time lived in the host country, when other social/economic and health characteristics are held constant, has a marked effect on the
utilization of health services. More recent immigrants have a much lower probability of receiving the proper healthcare, compared to both natives and foreign
women that have lived in the host country for a longer period of time (Cho et
al., 2004, Sosta et al., 2008). Being less structurally integrated into the country increases the risk of poor health mainly during pregnancy (Wolff et al.,
2008). Having a partner from the host country may also be a factor which
induces foreigners to adopt behaviour that is more similar to that of the natives,
as shown by Saenz et al., (1994). Belonging to minority ethnic groups (Miller
et al., 1996, Rowe and Garcia, 2003), being born outside the country studied
(Rowe et al., 2008) or having foreign citizenship (Solé-Auró and Crimmins,
2008) appear to negatively influence the punctuality and regularity of access
to the health system during pregnancy.
The review of international literature also shows that the use of health services depends not only on factors described above, but also on other factors such
as individual demographic and socio-economic characteristics, the social and
economic context (Leclere et al., 1994, Reijneveld, 1998), as well as on the specific features of the health system. Actually, several studies carried out in North
America, Australia and Europe associate late and poor access to antenatal services with low individual income or modest socio-economic status (Essex et al.,
1992, Sword 2003, Dwyer et al., 2003), young maternal age (Buck et al., 1992)
and high parity (Delvaux et al., 2001).
Nevertheless, another element may be relevant for interpreting the use of
health care by foreign populations. For instance, the so-called healthy immigrant
effect (Burón et al., 2008, Muennig and Fahs, 2002) can explain the lower utilisation rates which are exhibited by immigrant populations.
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Analyzing the Italian case, Cacciani et al. (2006) have explained a reduced
use of health services and lower rates of care among foreigners with a good
health status and with the existence of administrative, linguistic, and cultural barriers. Spinelli et al. (2003) showed a poorer quality of care among the indicators
of antenatal care for the foreign women compared to the Italians. Lauria and
Andreozzi (2012) confirmed how foreign women are less able to take advantage
of health system opportunities and seemed to lack necessary information. Fedeli
et al. (2010), focusing on the Veneto region, extracted differences between Italian, regular and irregular immigrants concerning reproductive behavior, health
status, and patterns in the access to health services. Other authors have previously highlighted the greater difficulty experienced by foreign women in obtaining
access to information and social/health services (Bona et al., 2001). After the
introduction of the Legislative Decree n. 286/1998, which also extended the right
to antenatal care to irregular immigrants, Spinelli et al. (2002) found this difficulty had attenuated. As shown by other international studies (Saenz et al.,
1994), differences between foreign and Italian women seem to decrease when
the partner is Italian or natives (Mussino, 2010).
Based on these observations, we stress that in the case of foreigners it is
important to include in the analysis information concerning their legal status in
the host country (Carrasco-Garrido et al., 2007). However, a correct estimation
of inequalities between Italian and foreign women must also take into account
differences in demographic and socio-economic characteristics.
The aim of this study is therefore to compare access to and adequacy of
antenatal care between Italian and foreign women in Italy, where the access to
care is universal. The working hypotheses to be tested here are summarized as
follows:
1. foreign women display a later and lower degree of attendance of antenatal care as compared to Italian women;
2. different patterns of behaviour exist within the foreign population,
which in turn are associated with different national origins;
3. the inadequacy of antenatal care is less for foreign women who have
high level of structural social integration: thus, having residency in Italy and having an Italian partner are both protective factors;
4. controlling for the demographic and socioeconomic characteristics
reduces differences between foreign and Italian women.
2.

DATA AND METHODS

2.1 Data

The study is based on data from the Certificates of Healthcare at Delivery (CeDAPs). The CeDAPs are a detailed mapping of births, deliveries and
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outcomes of conception, collected by the Italian Ministry of Health which
covered 84%1 of all births in Italy in 2003 (Ministero della Salute, 2005). The
CeDAPs data are collected by the Ministry of Health and are passed to the
National Institute of Statistics (Istat). In 2003, Istat made a special effort to
test and validate the CeDAPs, integrating various administrative and survey
data (e.g. P4-Survey on Live Births and Birth Sample Survey). This work
allowed the validation of the main demographic variables, such as the citizenship of the parents of the newborn child. The experiment was conducted only
for the year 20032, which is why we use this specific year for our analysis. The
data form includes a section concerning the pregnancy, which provides information on the care that the woman has received during her pregnancy (i.e.
time of first visit, number of visits, number of scans, antenatal diagnosis). It
also includes a section on the demographic and socio-economic characteristics of the parents. This information allows us to analyse the social and health
aspects of antenatal care of all women who have given birth in Italy, including the various components of the foreign population. With respect to foreign3
women, we have made a distinction between those who are resident in Italy
and those who are “otherwise present” (i.e. either legal non-resident, irregular and illegal). This differentiation enables us to analyse whether one aspect
of structural integration (namely residency status) helps in reducing inequalities in healthcare between Italian and foreign women. Since this study aims
to compare antenatal care between Italians and foreigners, we have intentionally excluded data concerning mothers for whom citizenship information is
not available. Moreover, we have excluded the pregnancies obtained with
Assisted Reproductive Technologies (ART), because they have to schedule
their first visit when they go through the procedures. So, the population
analysed includes 442,773 women, of whom 395,070 are Italians, 43,932 are
foreigners with residency and the remaining 3,771 are foreigners “otherwise
present” (respectively 89.2% Italians, 9.9% foreigners with residency and
0.9% foreigners “otherwise present”).
1

Data for 2003 is missing for the regions of Molise and Calabria and for the autonomous
province of Bolzano.
2
The years 2002-2003 were a turning point in the history of immigration in Italy: the foreign
resident population grew by about 630,000 individuals in just two years, and about half of these
flows were women. In these two years alone more than 94,000 new-born with at least one foreign parent were registered in the municipalities. In the following years, the inflows remained
high and the main communities in Italy began to show signs of stabilization. While the most
important laws related to immigration (Law 40/1998 Legge Turco-Napolitano and
Law189/2002 Legge Bossi-Fini) were approved before 2003, and illegal immigration was still
not considered a crime. Thus, births registered by foreign women were independent of their
immigrant status. For all these reasons we believe that the choice of 2003 does not affect our
results. The confidence in our findings is further strengthened by similar conclusions drawn in
other recent studies (Morrone et al., 2004, Lauria and Andreozzi 2012, Lauria et al., 2013).
3
The foreign population is defined by using the information on citizenship.
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2.2

Indicators of antenatal care

Three indicators of frequency and adequacy of antenatal care were constructed, based on national and international guidelines4.
CeDAPs report the time of the first antenatal visit, measured in weeks.
Since both Italian and international guidelines recommend that the first visit
should take place by the end of the 12th week, we have constructed an initial
indicator based on the following categories: within the 12th week (on time),
from the 13th to the16th week (moderate delay), after the 16th week (considerable delay). The latter category includes those cases where no antenatal visit
takes place at all.
For the number of visits, we use the indicator already classified in the
CeDAPs: none, up to 4, more than 4. Note that this classification is consistent
with international guidelines, which recommend 4 visits, but not with the Italian ones, which prescribe 8.
The third indicator relates to the number of scans received by the women
during her pregnancy: since national guidelines prescribe 3 scans5, we have
classified the number of scans as 1 or 2, 3 or 4, and more than 4.
2.3

Multivariate approach and independent variables

We first performed a descriptive analysis based on the three indicators just
described. Next, multinomial logistic regression6 models were used in order to
identify the factors which differentially influence Italian and foreign women’s
access to antenatal care. We use the time of the first visit as the dependent variable for the following reasons: early antenatal care makes it possible to identify and to properly monitor problematic pregnancies, as well as to inform
women about suggested antenatal care and health behaviour during pregnancy.
Another advantage is that both Italian and WHO guidelines agree in recommending that the first visit should take place within the 12th week. This makes
it possible to assess punctuality (and therefore lateness) of the first access to
antenatal care services in an unambiguous way, both at the national and international level. Finally, this variable does not suffer from the excess of medical
treatments which often characterizes pregnancy in Italy, and is therefore wellsuited to investigating situations where antenatal care is likely to be insufficient.
By means of this indicator, we are able to evaluate simultaneously the
risk of having the first visit between 12 and 16 weeks (moderate delay) or
4

Italian guidelines: Ministerial Decree, n. 245/1998. International guidelines: Villar for the
WHO Antenatal Care Trial Research Group, 2002; Banta for Health Evidence Network-WHO
Regional Office for Europe, 2003.
5
Let us keep in mind that the WHO suggests a single scan during pregnancy.
6
The statistical software used to conduct the analysis is Stata 11.
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after 16 weeks (considerable delay), as compared to having it within the first
12 weeks (on time). The nominal, multiple-category nature of the dependent
variable allows us to work with a multinomial logistic regression model (Hosmer and Lemeshow, 2000).
In order to test our hypotheses, we have constructed two different models, one for all women and the other just for foreign women. Both models
include the following independent variables7:
1. social/demographic characteristics of the women: age (< 24, 25-29,
30-34, 35-39, 40+), citizenship (Italian vs Foreign), education (as measured
by a categorical variable with three possible values, namely low, medium and
high level, corresponding respectively to the person being educated up to a
low secondary school level, up to an upper secondary school level or at the
university level). Concerning foreigners, two characteristics are taken into
account in order to measure the level of structural integration: residency status (with residency vs “otherwise present”) and national origin (the country
of citizenship is aggregated in developed countries, Romania, Albania,
Morocco, China, other high migration pressure countries)8;
2. child’s area of birth within Italy as a proxy of context of pregnancy
(North-West, North-East, Centre, South and Islands), to take account of the
strong north-south gradient in socio-economic and healthcare conditions typical of the Italian context;
3. social/demographic characteristics of the partner: citizenship (Italian/foreign), education (low, medium and high level).
3.

RESULTS

3.1 Level and timing of antenatal care

Table 1 provides the distribution of the indicators by mother's citizenship.
Time of first antenatal visit shows how utilization of the health service takes
place sooner among Italian women (94% before 12 weeks of pregnancy) than
among foreign women (80% and 68% in the case of foreign women with residency and those “otherwise present”, respectively). But above all, this indicator reveals that a much higher proportion of foreign women - almost 25% in
the case of those present without residency - make their initial contact after the
16th week of pregnancy. This latter group thus displays a marked delay.
Regarding the number of visits, it emerges that only 0.6% of Italian
women fail to have any visit at all, while the same figure exceeds 2% in the
7

See table A1 in the Appendix.
We have focused on Albanian, Moroccan, Romanian and Chinese women because they represent the four largest immigrant groups residing in Italy (both presently and in 2003, i.e. at the
time of the study). Moreover, these groups have different migratory histories, characteristics
and distributions in Italy (Mussino and Strozza, 2012a).

8
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case of foreign women with residency and 9% in the case of foreign women
“otherwise present”. It also appears that 19% of Italian women have 1-4 antenatal visits, which is insufficient according to Italian guidelines, which recommend having 8 visits. Among foreign women, 25% with residency and
32% “otherwise present” fall short of the minimum recommended visits.
The greater utilization of antenatal care by Italian women is also evident
from the number of scans performed during pregnancy: almost 55% have
more than 4 scans; the same pattern of behaviour is exhibited by 26% of foreign women with residency and by 14% of those “otherwise present”, which
provides additional confirmation of the fact that they experience fewer medical treatments than native born Italian women.
Table 1 – Indicators of antenatal care by citizenship, residency status
and national origin (percentage values)

Notes: In the variable number of scans missing values are recorded with a zero so it is difficult to estimate
the number of women with no scans at all. According to multipurpose system data this percentage is 0.1 (our
elaboration on “Indagine di salute e ricorso ai servizi sanitari 2004-2005”), so we assume that the data
recorded with a zero is missing.
Source: our processing of CeDAP data 2003.

In order to assess whether there are different patterns of behaviour by
national origin, we have analysed the frequency and timing of antenatal
care in the four largest communities of foreigners: Romanians, Albanians,
Moroccans and Chinese. These groups altogether represent approximately 42% of foreign women with residency and 54% of those “otherwise
present”.
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Table 1 shows that there are different profiles by national origin. By considering the whole set of indicators, it is possible to infer that both Chinese and
Romanian women have the lowest access to health services during pregnancy.
Indeed, it emerges that, when compared to the other two communities, a higher
percentage of Chinese and Romanian women have the first visit very late or have
no visit at all, and just one or two scans. This may be due partly to different
behaviours by national origins, and partly to structural barriers that women “otherwise present” can experience. In fact, in these two groups, the proportion of
foreign women “otherwise present” is higher compared to the other two foreign
groups examined9. Finally, focusing on the number of visits, we see that the percentage of women who make no use of antenatal care during pregnancy is lower
in their home country than in Italy: 3%, 6%, 10% and 32% respectively for Albanians, Romanians, Chinese and Moroccans (WHO, 2009).
3.2

Multivariate analysis

The bivariate analysis just described has shown that foreign women experience difficulties in gaining access to the antenatal care, reflected by the postponement of the first visit, the high proportion without any visits and the small
number of scans compared to Italian standards. In order to better analyse this situation of disadvantage, we have chosen to test our hypotheses by means of a
multinomial logistic regression, using the time of first visit as the dependent variable, as already illustrated in the method section. In this work we focus on the
relative risk ratio (RRR) of experiencing a considerable delay (Table 2)10.
The two variables, citizenship and residency status, have been combined
and considered in an initial base model as the only independent variable: the
risk of having the first visit very late is significantly higher for foreign
women, especially for those “otherwise present” (RRR = 5.61 and 13.15
respectively). Lack of citizenship and residency status indicates difficulties in
the process of structural integration. Exactly the same pattern is observed for
the combination of citizenship and residency status in the complete model
when we check for the other covariates, although the intensity of risk is lower
(RRR decreases to 2.64 and 5.06 respectively). While a strong difference
between foreign and Italian mothers still persists, especially if they are “otherwise present”, these results suggest that the socio-demographic characteristics also significantly contribute to explaining the delay in access to antenatal
care. The profile by age features a U-shaped trend, i.e. there is a greater risk
of having the first visit very late among the younger and older age groups.
Women with a low level of education have a higher risk of delay, while there
does not seem to be any significant difference between those with an average
9

The percentage of foreign women “otherwise present” is 17.5% for Romanians, 6.3% for
Albanians, 3.1% for Moroccans 15.9% for Chinese.
10
The risks for moderate delay were calculated, but are not listed in this work.
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(secondary school) level and those with a high (university) level of education.
Women with a foreign partner have a higher risk of having their first visit
after 16 weeks, whereas intermarriage can facilitate the socio-structural integration into the mainstream population. The partner's level of education has
the same influence as the mother’s. Giving birth in the South of Italy appears
to be a disadvantage: being pregnant in this area is a factor which hinders the
prompt provision of antenatal care. Indeed, a greater risk is observed of considerable delay in benefiting from antenatal services.
The model with only foreign women allows us to better test the two
hypotheses regarding structural integration, i.e. the importance of being officially resident and the influence of having an Italian partner, as well as differences
between areas of origin. As hypothesized, being “otherwise present” significantly increases the risk of having the first visit very late. Note also that the intensity of RRR decreases less than in the previous set of models when we introduce
the other covariates in the model for foreigners, while its significance is unaltered. This is mainly caused by the fact that the socio demographic characteristics differ less between foreigners than they do between Italian and foreign mothers. Lack of Italian citizenship and especially lack of residency appear to be a
significant factor in access to antenatal care. A low educational level on the part
of the mother is a risk factor (as in the model for all women), while a high level
of education turns out to be a protective factor only for foreign women. Having
an Italian partner is associated with more timely access to health services, but in
this case the most disadvantaged are single women.
Giving birth in the North East significantly increases the probability of a
delay, while giving birth in the Centre and - rather surprising - also in the
South decreases it. This result contrasts with that obtained for the model for
all women. This is probably caused by self-selection on the part of the foreign
women becoming mothers in the South of Italy. Previous research (Strozza,
2008) has in fact shown that the foreign population is less settled in the South,
but women who decide to have a child there are generally more stable in Italy
than the foreign population as a whole. This is also confirmed by the percentage of foreign mothers with residency, which is higher in the South than in
other geographical areas of Italy.
Moreover, the country of origin has a significant impact, as expected.
The relative risk ratio of a late first visit is higher for Chinese and Romanian
women, as compared to women from other countries. Considering we controlled for residence status, this result may be affected by a cultural effect and
not only by a structural explanation as previuosly concluded in the descriptive finding. In fact, in order to test this hypothesis, we performed additional
simulations by combining the two variables (national origin and residency
status). The results of this model show that, even when considering women
with residency, Romanians and Chinese exhibit a higher risk. This tendency
is even more pronounced when considering the “otherwise present”11. In sum11

Results of the combination are not shown.
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mary, individual demographic factors do matter, but the structural factors
(especially ones comprising the socio-legal and structural context surrounding immigration and citizenship) can facilitate the access to the health system.
Table 2 – Models of multinomial regression for all women and for foreigners
only (relative risk ratios for considerable delay and its significance)

Notes: The model takes account of the missing figures those RRRs are not presented in the table. HMP
stands for “high migration pressure”. *** < 0.001; ** < 0.01; * < 0.1.
Source: our processing of CeDAP data 2003.
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4.

DISCUSSION AND CONCLUSION

This work is based on CeDAPs, which collect information concerning the
entire universe of women who have given birth in Italy, including all foreign
women who have delivered in the country. By using this source, we do not
have the problems of sample selection related to, e.g., language knowledge or
territorial mobility. These data allowed us to identify differences between Italian and foreign women, by considering the different origins and various level
of structural integration of the foreign population. Note that this is usually not
possible, even with administrative data. Indeed, previous Italian studies are
based on local or survey data, which are often not representative of the foreign
population, especially the proportion without residency. However, it is important to remember that in 2003, CeDAPs were a relatively new survey, the
regions of Molise and Calabria and the autonomous province of Bolzano were
still missing and the collection of information was still not uniform throughout
the country. Furthermore, CeDAPs do not include any information concerning
the time of arrival in Italy, i.e. we do not know whether all foreign women who
gave birth in Italy were already present in the country when their pregnancy
started. Nonetheless, previous studies, which simultaneously addressed fertility and the migration patterns, show that the risk of moving to one host country in the year before the delivery is quite low, see e.g. Bueno and Devolder
(2010) for the case of Spain, and Mussino and Strozza (2012a,b) for the case
of Italy. Another limitation of the dataset is represented by the fact that the
classification of some indicators we used is not consistent with international
guidelines. We have remedied this situation by choosing appropriate dependent variables. Therefore, we can safely assume that the shortcomings mentioned above are unlikely to affect our results.
In accordance with published findings and with our hypotheses, the results
show that there are strong underlying inequalities in the healthcare received
during pregnancy between Italian and foreign women, both in terms of promptness and in terms of intensity of care (Morrone et al., 2003, Lauria and
Andreozzi, 2012, Lauria et al., 2013). The disadvantage is less in the case of
foreign women who are more structurally integrated, i.e. with residency in Italy
or with an Italian partner. This finding is in line with other international studies, which suggest that minority ethnic groups and foreign women, especially
those without residency, experience a delay in their first contact with antenatal
care services (Kuo et al., 2008, Rowe et al., 2008, Malin and Gissler, 2009),
and that a greater level of structural integration reduces this disadvantage, both
in terms of promptness and in terms of appropriateness (Wolff et al., 2008).
Partner’s citizenship appears to play a role in the timing of antenatal care: having a foreign partner increases the risk of delayed access to the first visit.
Socio-demographic diversities explain a large proportion of the differences between Italian and foreign mothers in access to antenatal care, but only
a small proportion of differences among foreigners. The level of structural
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integration remains a significant factor which explains differences in the timing of access to antenatal care in the Italian health system. The analysis performed on the four largest communities of foreigners has shown that health
seeking behaviours vary by national origin.These differences may also be
attributed to the specific cultural context of each community, which affects
ease of access to knowledge about or use of the health service facilities, as
suggested by Shaffer (2002), Tsianakas and Liamputtong (2002) and Alderliesten et al. (2007). Additionally, these differences may also be related to different migration histories, i.e. how settled each community is and how long it
has been in Italy. In particular, it turns out that the Chinese and Romanians
exhibit a more marked delay in the first antenatal visit compared to foreigners of other nationalities. In the case of Chinese women, it is worth stressing
that they often make use of parallel forms of healthcare provided by members
of their own community. Moreover, the linguistic differences between the
country of origin and the host country presumably play an important role in
the difficulty of access to antenatal care experienced by Chinese women. In
the case of Romanians, on the other hand, the delay may be explained in terms
of the recent nature of their immigration to Italy.
Similar to earlier studies on specialized care (Hernandez-Quevedo and
Jimenez-Rubio, 2009), this study confirms that, regardless of their level of structural integration, immigrants experience barriers in accessing antenatal care.
Understanding the very nature of these barriers is essential for the design of more
effective health policies. Considering that foreign women may constitute a risk
group, health policies should specifically target them. It is important to investigate the access to health services, in order to better understand their health needs,
remove barriers to health care and eventually promote adequate programs and
policies (Cacciani et al., 2006). The delay in the access can also contribute to
overcrowding of emergency services. Hernandez-Quevedo and Jimenez-Rubio
(2009, 375) in Spain found that “they can use hospital emergency services to
overcome, to some extent, the barriers that they face in accessing specialist services.” Even though the Italian law guarantees the right to receive the necessary
antenatal care free of charge for all women in the country regardless of legal status, this study shows that foreign women without residency have considerable
disadvantages, probably due by structural differences (i.e. socio-legal and institutional barriers regarding citizenship and residency). This finding may also be
explained by the fact that the illegal and irregular component of this group of
women is generally afraid of being reported to the police by the health service,
although this practice is forbidden by Italian law. The results presented in this
study prompt us to question the effectiveness of the policies for providing information to foreign women and, as Lauria and Andreozzi (2012) have already
pointed out, how the presence of cultural mediators, adequate health personnel
training in communication and information skills could be a first step towards
ensuring better quality and more equitable access to prenatal care and health
services in general for foreign women.
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Appendix
Table A1 – Women giving birth in Italy in 2003 by socio-demographic
characteristics, citizenship, and residency status (percentage values)

Notes: Data for 2003 are missing for the regions of Molise and Calabria and for the autonomous province
of Bolzano. HMP stands for “high migration pressure”.
Source: our processing of CeDAP data 2003.
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