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Abstract 

While the relationships between social networks and health are widely acknowledged in the literature, few of these studies 
have covered the population of refugees living in makeshift camps. In our analysis of a nationally representative Italian 
survey of individuals living in informal settlements, we find that many had weak family relations: only 10 per cent had 
one or more family members in their settlement. The paper analyses the effects of individual social network on two measures 
of health, and finds that the refugees’ health conditions were associated with both their personal characteristics and the 
characteristics of the settlement. The results show that more than 50 per cent of these foreign nationals recently had health 
problems, and that those with no family members in the settlement had significantly higher chances of both being in bad 
or very bad health and having experienced a health problem in the last month. 
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Refugees’ Social Networks, Social Capital, and Health 

Health is a popular topic in refugee studies, as it is highly correlated to people’s current and 
future well-being, and it affects nearly all dimensions of human life. Health is a serious concern 
for refugees living in camps in poor bordering countries, as well for those who have arrived 
in high-income host countries, and are experiencing marginalisation and deprivation (Paul, 
2020). An individual’s health status is based on past and current conditions, and it is related 
to multiple domains of personal experience via relationships that are bidirectional, and that 
change over time (Karademas et al., 2008).  

The healthy immigrant theory – which argues that migrants are positively selected in terms of 
health compared to non-migrants in their country of origin, and are in better health than 
natives of the host country – does not apply to refugees. This is mainly because refugees often 
have prolonged stays in refugee camps, and undergo arduous journeys that undermine their 
health (Matlin et al., 2018). Indeed, in all phases of their journeys (pre-departure, travel, 
destination, interception, and return), forced migrants encounter a range of conditions, and 
are at high risk of experiencing traumatic events (Zimmerman et al., 2011; Mendola et al., 
2020).3 Moreover, after reaching their country of destination (the “destination phase”), 
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refugees may feel excluded, and find it difficult to cope with different cultural norms, and 
with having a different role in society. These feelings can, in turn, make it more likely that 
refugees will experience identity crises, social marginalisation (Bernier, 1992; Lamba & Krahn, 
2003), poverty, and housing problems.  

An interesting study by Lambda & Khran (2003) noted that the health of refugees depends in 
part on whether they can rely on familial and extra-familial ties4 (which can be seen as 
indicators of social capital). The authors pointed out that a “refugee reporting no one with whom to 
discuss such issues [economic, personal, or health problems] might be an individual without reliable 
and trusted contact(s), or in other words someone with a limited stock of social capital” (ibidem: 350).  

Particularly in recent years, a growing number of studies have examined the characteristics of 
refugees’ social networks and social capital, and how those characteristics affect their 
likelihood successfully integrating and remaining in good health (see, e.g., Cheung & 
Phillimore, 2014). Being able to rely on others for practical and emotional support is of 
paramount importance for the well-being and resilience of refugees, even after they have 
arrived at their destination.  

Unlike most “voluntary” migrants, “refugees often have their social and family networks severed in the 
process of fleeing from persecution” (Cheung & Phillimore, 2013: 10). Thus, after arriving in the 
receiving country, refugees have to establish new connections, friendships, and relationships. 
They also experience the so called “refugee gap” (Connor, 2010; Ortensi & Ambrosetti, 2021) 
as a condition of lower integration into the labour market, with respect to not-forced migrants. 
Indeed, these formal and informal social networks may prove to be very helpful in supporting 
refugees as they deal with financial, employment, personal, or health problems (Lamba & 
Krahn, 2003); and having shared experiences is often employed as a support-seeking strategy 
(Simich et al., 2003). Indeed, as Elliott and Yusuf (2014) have pointed out: “conceptualised as 
social capital, these relationships provide the invisible glue holding society together” (ibidem: 101). 

Only a few previous studies have attempted to provide a comprehensive and systematic 
enumeration of refugees' social networks, or to describe the specific links between these 
valuable social ties and health. One of these studies, by Cheung & Phillimore (2013), reported: 
“living as part of a family at baseline has clear health benefits with 71% reporting good health […] while 
those who lived with friends [were] also healthier but those who had lived in NASS [National Asylum 
Support Service in the UK] provided accommodation [were] the least healthy” (ibidem: 27). In 
addition, based on qualitative interviews with service providers and policymakers, Simich et 
al. (2005) found that “social support is perceived to play an important role in immigrant settlement and to 
have a positive impact on immigrant health” (ibidem: 259). Similar findings were reported by Pedersen 
(2002), who examined the health of people in countries affected by war and political violence 
(as is often the case for refugees before they start traveling to Europe), and found that 

 
phase” – i.e., the period of temporary detention or interim residence – is particularly important for forced migrants, irregular 
migrants, and undocumented workers, and is associated with a high risk of developing psychological and/or mental health 
problems. According to most of the literature on migrant health, the main health risks in the “destination phase” are connected 
to the socio-economic, living, and working conditions of migrants. The “return phase” refers to the stage when individuals go 
back to their origin countries, and may involve physical and psychological well-being risks due to the cumulative exposure to 
unfavourable social environment in the migration process. It has been pointed out that most refugees “may keep contact with home 
countries but […] return is not an option and new communities are built across national boundaries” (Williams, 2006: 869). 
4 “Familial ties include spouse or partner and children, as well as extended family members (parents, siblings, and other relatives). 
Extra-familial ties include: (a) friends; (b) ethnic group ties such as religious and community leaders and members; (c) extra-
familial host community ties such as sponsors, service providers, employers, co-workers, teachers, and classmates; and (d) one-
self” (Lamba & Krahn, 2003: 350). 
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“disruption of social networks, low social cohesion and relative isolation from their peers, lack of food and 
shelter” (ibidem: 185) are especially likely to affect the most vulnerable people, such as widows 
and single mothers.  

Against this background, our paper focuses on the importance of family networks for refugees 
in the “destination phase” of their journey, and, in particular, on how these health risks are 
connected to the lack of familial and social networks, and to the detrimental living conditions 
of refugees and asylum-seekers living outside the formal reception system in Italy. In 
particular, we study the effects of the presence or absence of family networks in Italy, the 
presence or absence of an ethnic group of the same nationality in the camp, and the level of 
stability in the settlement on two different indicators of health: self-reported health, and 
whether the respondent had any health problems in the four weeks prior to the interview. The 
analysis is based on the results of the first survey of asylum-seekers and refugees in Italy, 
which included responses from refugees and holders and seekers of international protection 
status living in informal settlements in Italy (Mendola & Busetta, 2018). 

Survey Data and Some Descriptive Statistics  

In recent years, there has been a growing and unstable number of makeshift settlements in 
Italy that host foreign nationals with different juridical statuses (Belloni, 2016; Busetta et al., 
2021). These settlements are not organised and are not official refugee camps; they are 
completely self-managed settlements, although some receive help from humanitarian 
organisations and local NGOs. In our study, we use data from the MSF-DSEAS Italian survey 
“Asylum-Seekers and Refugees in Italy: Informal Settlements and Social Marginalisation” 
(Médecins Sans Frontiers 2016; Mendola & Busetta, 2018). This was a probability survey that 
covered the whole Italian territory, and focused on medium to large informal settlements5 
(i.e., with at least 50 inhabitants). These informal settlements were located in eight regions 
spread across the country. The survey collected information on both the makeshift 
settlements and the socio-economic and demographic characteristics of their inhabitants, with 
a special focus on health-related issues. A total of 565 interviews were carried out using a 
PAPI technique between April and December 2015 on people aged 18 and over (for technical 
details, see Mendola & Busetta, 2018).  

Informal settlements and their inhabitants 

In 2015, the MSF-DSEAS researcher team surveyed 27 informal settlements of medium to 
large size across Italy. About 40 per cent of these settlements were located in the big cities: 
i.e., in Rome, Turin, Palermo, and Bari. Most of them were occupied buildings (just under 70 
per cent), while others were outdoor camps, mixed arrangements, or tent camps. The 
conditions of these settlements were often very poor, and the services they provided were 
frequently deficient. Of these 27 settlements, 11 sites were not equipped with running water, 
13 lacked electricity, two had no drinking water, 12 lacked showers, and six lacked toilets. 
NGOs and/or associations provided aid of various kinds in 15 sites. Moreover, health care 
services were provided in 11 sites, and legal aid services were provided in nine sites. Only two 
sites had food distribution services, while four sites had clothing distribution, and one site had 
a literacy training service.  

 
5 Settlements with foreign nationals related to agricultural work were not included in the survey. 
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Among those who arrived in Italy fewer than three months before the interview, the majority 
were asylum-seekers, and were waiting to access the host system (about 90 per cent), others 
had escaped from the official reception centres (Stranges & Wolff, 2018). We found that of 
the individuals in the settlements who had been in Italy for three or more months, most were 
foreign nationals who were holders of international and humanitarian protection, but were 
outside the official reception system, including refugees (just over 20 per cent), holders of 
subsidiary protection (27.4 per cent), holders of residence permits for humanitarian reasons 
(22.8 per cent), asylum-seekers (5.7 per cent), individuals without any permit of stay (11.3 per 
cent), and other typologies (11.2 per cent).  

Due to the hard (and sometimes extreme) living conditions, and to the prevalence of men 
among the irregular immigrants to Italy, most of the people living in these settlements were 
men (86.3 per cent).6 Around 70% of the foreigners were under age 35 (the median age was 
30). Almost one-third of the inhabitants had never entered the official reception system or 
institutional projects (29.3 per cent), while a small share had previously lived in more than two 
reception centres (3.3 per cent). The survey uncovered a high degree of ethnic concentration 
across the camps, with more than 75 per cent of these foreign nationals living in settlements 
in which their nationality was the prevalent one.7 When we looked at the distribution of these 
foreign nationals by the year since their arrival in Italy, we found that a significant proportion 
(38 per cent) had reached the country before 2011, while only 27.5 per cent had arrived from 
2013 onwards. Most of the foreigners we interviewed had a regular permit of residence in the 
country, but were poorly integrated into the labour market;8 11% of them were not able to 
read and write. In addition, our observation that most of these foreigners had no family 
networks in the settlement was a sign of their severe and long-lasting social marginalisation. 
The survey found that less than 10 per cent of the inhabitants had one or more family 
members in the settlement, and one-quarter had no family network, even in their home 
country.  

Health conditions of refugees living in informal settlements 

The health of the refugees was measured using two indicators: self-reported health status (with 
the traditional five ordered options) and the reported occurrence of any health problem in the 
last four weeks. According to the literature (e.g., Burström & Fredlund, 2001; Hernández-
Quevedo et al., 2004), these two measures capture different aspects of health. Self-assessed 
health is generally seen as a reliable general indicator of “true” unobserved health, although it 
may be affected by self-reporting bias related to socio-economic characteristics and individual 
lifestyles. The reporting of recent health problems is a measure of an individual’s current 
health status that is able to capture both major and minor health problems. It is assumed that 
this indicator is less affected by memory bias or intervening factors, even if it does not allow 
us to distinguish among different types of health problems (e.g., infectious disease or mental 
health problems) and their severity. 

 
6 This gender unbalance is due also to the fact that women and minors are more likely to find assistance from NGOs, or to be 
moved to available official shelters.  
7 Among the 27 settlements, five camps had a prevalence of Nigerians, and four camps had a prevalence of Eritreans. Four 
camps were occupied mostly by Ghanaians, a further four camps had a prevalence of Somalis, and three camps were occupied 
mostly by Afghans. 
8 In general terms, only a quarter of the refugees had a job in Italy. Among those who had arrived in Italy at least three months 
before, there was still a high degree of social marginalisation: i.e., even among those who arrived before 2011, the percentage 
who had any employment was below 35 per cent. 
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The survey uncovered disturbingly high levels of poor health: 86.5 per cent of the refugees 
who had arrived in the settlement less than three months previously, and 50.6 per cent of 
those who had been in Italy for at least three months, reported that they had experienced at 
least one health problem in the last month.  

Given the poor health conditions reported by these refugees, their level of access to health 
care was insufficient.9 Among those who had arrived less than three months previously, only 
two per cent were registered with the NHS (Italian National Health System). Moreover, even 
for those who had been in Italy longer, the share who were registered did not rise above 70 
per cent. Thus, it appears that the health care needs of these refugees were unmet by both 
formal providers of health assistance (primary care, emergency room, outpatient, public health 
services dedicated to foreign nationals, private practice, health services in the official reception 
sites, clinics or services in the settlements, or pharmacists) and informal providers of health 
assistance (association for assistance to foreign nationals, healers, mediators, family and 
relatives, employers, Italian friends, or immigrant friends). The survey found that 56 per cent 
of the refugees who had recently arrived and 28 per cent of those who had been in Italy for 
longer than three months had not seen any health care provider, despite having health 
problems.  

Modelling the Relationship Between Availability of  A Social Network and 
Health Outcomes  

Our paper offers some insights on how the refugees’ ability to rely on their own social 
networks shaped their probability of reporting being in poor health, even in an extreme 
context such as that of an informal settlement. 

To compare the associations of a set of covariates with the two selected health outcomes, we 
decided to code self-reported health as a dichotomous variable, with very bad and bad health 
making up one category. This approach allowed us to model both health outcomes using 
binomial logit models. Table 1 displays the survey weighted estimates from two logit models 
for the two poor health outcomes, which refer, respectively, to general perceived health and 
the occurrence of recent health problems.10  

The regressors are the same for both models. The regressors of interest for this study are 
those that can tell us, directly and indirectly, about the availability of social networks that 
refugees could rely on in case of need. Based on the thematic literature and on the constraints 
of the available information and the parsimony criterion, we selected three indicators of the 
presence of a social network: a) whether the refugee had any family member in the settlement 
(such as father, mother, cousins, sons/daughters, brothers, sisters, ....); b) the duration of the 
refugee’s residence in the settlement; and c) whether the refugee belonged to one of the 
predominant nationalities in the settlement. While our choice of (a) should not require further 

 
9 Evidence of unmet needs was also provided by Busetta et al. (2018), who documented that there were considerable disparities 
in access to medical care, both between citizens and non-citizens, and between regular and irregular immigrants in Italy. It has 
also been reported in the literature (e.g., Fiorillo 2020) that among refugees, there is an interplay between the lack of family 
networks and unmet medical needs. Unfortunately, we do not have room here to deal with this additional health outcome. 
10 Estimates are presented as odds ratios: an estimated odds ratio greater than one tells us that the chances (odds) of being in bad 
health was greater for those respondents in a particular category of the explanatory variable than for those respondents in the 
reference category of the same explanatory variable (this corresponds to a positive value of the corresponding beta coefficient). 
Conversely, an odds ratio of less than one means that being in that specific category of the explanatory variable is better than 
being in the reference category, as it lowers the odds of reporting bad health. 
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explanation, we should make clear that (b) and (c) can be used as proxies for the refugees’ 
available social capital. In particular, we assume that the longer a refugee stayed in the 
settlement, the greater the likelihood that s/he would establish new trusting and mutually 
supportive relationships with other settlement inhabitants, and, when present, with NGO 
representatives supporting the settlement. Moreover, we assume that it was an advantage for 
individuals to have the option to stay connected to a broad community of people from the 
same country, who likely had similar life experiences and religion (Rödlach, 2019). Indeed, as 
Belloni (2016: 509) pointed out, this kind of communal living can foster integration via easier 
access to “useful information to navigate the new environment and by facilitating access to crucial economic 
and social resources”, such as information on acquiring accommodation and employment, and a 
range of community benefits, including friendship and marital prospects. 

The two models shown in Table 1 also include some control variables referring to the personal 
characteristics of the refugees (sex, age, years since migration in Italy, and literacy level) and 
to site-specific characteristics (access to water and electricity, options to shelter from bad 
weather, size of the settlement, geographical location of the settlement).11 

The presence of family members in the settlements was found to be a strong protective factor 
that reduced the probability of reporting being in bad or very bad health. This result is clearly 
consistent with the main literature on migrants and refugees (see, among others, Cacioppo et 
al., 2002; Kim, 1999). The survey showed that not having relatives in the settlement increased 
the odds of reporting being in bad or very bad health currently by about 23 times. By contrast, 
the other two indicators of social network availability were not shown to have any statistically 
significant effect.  

Among the other covariates in model 1, living in a medium-sized settlement was found to be 
associated with a higher propensity to report being in bad health than living in a large 
settlement. Specifically, the survey found that living in a smaller settlement increased the odds 
of reporting being in bad health by about two times. This was likely because these settlements 
had lower visibility (they were often in rural areas), and thus received less support from NGOs 
or civic associations.  

The foreigners who reported being healthier were disproportionately younger12 and male. 
None of the other covariates were found to have significant effects on the propensity to report 
being in bad health. 

The results of model 2 (on the occurrence of health problems in the last four weeks), which 
are displayed in Table 1, tell a very similar story. In line with the findings reported above, the 
analysis showed that having relatives in the settlement decreased the odds of reporting health 
problems in last four weeks by about eight times, which further confirms that having a family 
network had a positive impact on health (see also Kim, 1999; Ponizovsky & Ritsnerb, 2004). 
In addition, the model found there were non-significant effects for belonging to one of the 
three main ethnic communities in the settlement. Each increase of one year in the age of the 
respondent increased the odds of reporting health problems by about four per cent. 
Furthermore, being unable to write and read (even in the native language) nearly doubled the 
odds of reporting recent health problems. When we look at the settlement characteristics, we 
find that living in a settlement with poor endowments (namely, a lack of access to water and 

 
11 This control was introduced because in Italy, the national health care system is arranged on a regional basis. 
12 No quadratic effect of age was detected. 
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electricity) increased the refugees’ odds of having recent health problems by more than five 
times.  

Table 1. Determinants of bad health conditions (odds ratios; survey estimates) 

  Model 1 Model 2 
 (overall health) (health problems) 

SOCIAL NETWORK    

Having family members in the settlements 0.044** 0.115*** 
Belonging to the predominant nationality of the settlement 1.039 1.297 
Long residence in the settlement (ref. 0-3 months) 0.901 0.815 

PERSONAL CHARACTERISTICS   

Male 3.252* 1.195 
Age 1.061** 1.044** 
Illiterate 1.090 1.712* 
Years since arrival in Italy 0.971 0.971 

SETTLEMENT CHARACTERISTICS   

Poor shelter 1.009 0.951 
Lack of water/electricity  1.425 5.233*** 
Medium-sized settlement (ref. large) 2.324** 0.996 
Area (ref. North of Italy)   

Centre of Italy 0.369 1.453 
South of Italy 0.590 0.794 
Constant  0.012*** 0.254* 
No. of obs 466 498 

* p < 0.10   ** p < 0.05   *** p < 0.01 
F (12, 454) =4.93 
Prob (F>f) = 0.000 

F (12, 486) =5.33 
Prob (F>f) = 0.00 

 

Figure 1 shows that the average marginal effect (AME)13 of having bad health increased with 
the age of the respondent. Not having family members in the settlement increased significantly 
the odds of reporting both being in bad or very bad health and having experienced a recent 
health problem for the respondents aged 15 to 45 (who made up around 95 per cent of our 
sample). Moreover, we found that the lack of social networks mainly affected the objective 
indicator. 

 

 

 

 

 

 

 

 
13 AME expresses the effect of a change of an explanatory categorical variable 𝑥1 from one category to another, or the effect of 
an infinitesimal increase for a continuous variable, averaged across the values of the other covariates introduced in the model, 
on each modality of the ordinal response variable (see also Cameron and Trivedi, 2005). 
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Figure 1. Average marginal effects of having family members in the settlement on the 
probability of reporting being in bad or very bad health (left panel) and of reporting 
experiencing health problems in the last four weeks (right panel) by age  

  

Discussion 

Our aim in this contribution was to add to the debate on the relationship between refugees’ 
health and their own social capital, with social capital being defined as being able to rely on 
familial networks in the usual place of residence; having a long-lasting, stable presence in the 
settlement (and thus the ability to establish new relationships with other settlement 
inhabitants, and, eventually, with NGO representatives supporting the settlement); and being 
a member of one the three larger national groups in the settlements. To the best of our 
knowledge, this is the first attempt to assess this relationship among refugees living outside 
the official reception systems and in extreme living conditions, such as those of informal 
settlements. 

The analysis was carried out on a sample of foreign nationals, applicants, and beneficiaries of 
international protection who were living in informal settlements in Italy. Although most of 
these foreign nationals were young, more than 50 per cent had recently experienced health 
problems, and their poor health was found to be strongly associated with the lack of family 
networks in the settlement, even controlling for both personal and settlements characteristics.  

Moreover, we found that even for those refugees who belonged to one of the three main 
ethnic groups in the settlements, the community networks did not protect them from having 
bad health. Interestingly, our results are consistent with those from a report from the Nuffield 
Foundation - University of Birmingham (Cheung et al., 2013) on refugees in UK, which 
highlighted that “between the different types of network or capital refugees most valued, friends and then 
family were more important than religious, co-national and co-ethnic and other groups”; and that rights to 
family reunion are rated higher than other kinds of social networks or capital, “perhaps 
emphasising the level of importance placed on family for those who had none in the UK” (ibidem: 10).   

The settlement characteristics were also shown to matter. Living in a smaller settlement 
(generally, smaller settlements had worse living conditions and no services for foreigners) 
increased the probability of being in bad health, whereas the lack of access to water and 
electricity increased the probability of having experienced a health problem in the last four 
weeks.  
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Naturally, this study has limitations. First, little information was available on the family 
networks of the foreign nationals in their destination countries and their countries of origin, 
and no information was available on the sizes and the characteristics of the social networks 
they had in Italy. Moreover, we had no information on the quality and quantity of the contacts 
among the foreigners and their social networks. Having access to such information would 
enable us to better understand the relationships at the centre of this study. 

Second, for economic and ethical reasons, we were not able to accurately assess the health 
status of the respondents, and we acknowledge that self-reported health might be affected by 
some reporting biases.14 We recognise that “individuals report health differently depending upon 
conceptions of health in general, expectations for own health, financial incentives to report ill health and 
comprehension of the survey questions” (Bago D’Uva et al., 2008: 351). Unfortunately, we were not 
able to optimally control for these confounding factors.  

Third, this paper did not provide causal explanations of the effects of social networks on bad 
health outcomes for several reasons. In particular, we were unable to control for some key 
explanatory variables (such as real medical conditions, mental health, and the effects of 
victimisation during the journey), and for the refugees’ initial conditions (such as their health 
status at the time of their arrival in Italy or at the time of migration). Finally, we were 
constrained by the small sample size, and had to be careful to avoid over-parameterising the 
model.  

We are, however, confident that our results can contribute to the knowledge about a 
phenomenon that has certainly grown in importance in recent years, and that remains critical: 
namely, that of the health of refugee populations. 
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