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European Migrant Crisis 2015
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What do they do?

Worse employments (“three D”), particularly non-EU citizens:
Migrant women: further disadvantaged group
Different lifestyles

Poor housing

Poor working conditions; no social security/legal protection
Over-qualification

(Source : Access to Health Care for Undocumented Migrants in
Europe , PICUM : Platform for International Cooperation on
Undocumented Migrants Gaucheretstraat 164 1030 Brussels
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The Risky Exposures of Migrants

Temperature. migrant workers employed in natural resources, construction,
and maintenance often work outside and are subject to extreme weather
exposure

Pesticides. Among the 2 million agricultural workers in the United States, an
estimated 10,000— 20,000 pesticide injuries are medically treated each year
(Niosh, 2017)

Chemicals. Exposure to dangerous chemicals is common in many of the
industries in which immigrants work. Housekeepers in residences or hotels,
Hotel cleaners; nail salons; dry cleaning; constructions.

Physically demanding jobs: . high risk of injuries and fatalities

Physical hazards: housekeeper changes body position every three seconds
while cleaning a guest room. Hotel housekeeping results in the potential for
muscle strain related to body position, repetitive motion, fast-paced work, and
heavy lifting of cleaning equipment, such as industrial-strength vacuum
cleaners ((The Canadian Center for Occupational Safety and Health)




The European Working Conditions Survey

* Analyzed nearly 30,000 workers in 31
European countries

* higher rates of negative occupational
exposures among migrants when compared

with native workers.

* More likely than native workers to be
exposed to high temperatures, loud noises,
strong vibrations, and fast work speeds and
to stand for long periods of time.




The European Working Conditions Survey,

Often worked without contracts and had unfavorable
work schedules

The industries most likely to employ migrant workers
are often those that carry the most risk for adverse
worker health.

According to the US Census of Fatal Occupational
Injuries, 15% more likely to be fatally injured on the job
than native-born counterparts

Less likely to have a permanent job contract

Greater reporting of poorer health to be associated with
the lack of a permanent job contract
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And what about their health?

Worldwide, higher rates of negative occupational
exposures, leading to poor health outcomes, workplace
injuries, and occupational fatalities.

In 2014, 2.3 million occupational fatalities from a variety
of different sources (ILO, 2014)

The higher rates of occupational fatalities among
attributed to inherent risks in the jobs themselves and
the lack of training and protection

The incidence decreases over time from migration




Migrants and Covid Pandemic

They come from the countries where the epidemics is worse

They live in conditions in which close contacts and infections are
possible

An ltalian study: proportions of natives and migrants among the
COVID-19-related deaths (97.5% and 2.5%, respectively) were
similar to the relative all-cause mortality rates estimated in Italy
in 2018 (97.4% and 2.6%, respectively).

The clinical phenotype of migrants dying with COVID-19 was
similar to that of natives except for the younger age at death.
International migrants living in Italy do not have a mortality
advantage for COVID-19 and are exposed to the risk of poor
outcomes as their native counterparts (Canevelli et al, 2020)







Mortality in migrants: unexpected data

Hazard ratios of cause-specific mortality among male immigrants
relative to the UK-born population in England and Wales

Model 2b (male) Respiratory Infectious

Haz ratio Sig 95% Cl Haz ratio Sig 95% Cl

Country of birth

England and Wales 0.26 T 0.25-027 0.02 e 0.02—0.03
Scotland 0.35 T 029-043 0.06 O 0.04-0.10
Northern Ireland 0.37 T 0.26—-0.52 0.01 = 0.00—0.08
Republic of Ireland — 0.01 O 0.00—-0.03
India 0.06 = 0.04-0.08
Pakistan

Bangladesh

Jamaica 0.05 O 0.02—-0.08
Other Caribbean

East and Southern Africa 0.08 O 0.04—-0.15
West and Central Africa
Western Europe
A== | Eastern Europe

. China
Mlller’ " Other Asia

Rest of the World

0.02 T 0.01-0.04

0.01 T 0.00—0.08

0.05 T 0.02—-0.09




Allergy as a case study: asthma in migrants: from Asia to UK

* Crude prevalence of asthma: 10.9% (95% Cl 9.4-12.4)
in south Asian women; 21.8% (20.6—-22.9) in white
women (P < 0.001), unadjusted OR of 0.44 (0.37-
0.52).

Factors positively associated with asthma prevalence:
being born in the United Kingdom or having migrated

before age five, speaking English, eating mostly an
English instead of an Asian diet and active smoking.
Factors negatively associated: limited education,
overcrowding, lack of electricity for cooking and lack
of central heating










O
Urban vs Rural

In Europe: Poverty = rural origins
a. Daily exposure to animals and their waste
b. High turnover of orofaecal and food-borne infections

A+b = protection from the atopic phenotype

Towns: environmental risk factors aggravating asthma: smoking,
overcrowding, poor ventilation, inadequate heating or faulty air conditioning
and cooking gases

Psychosocial risk factors; unawareness of asthma,
dysfunctional families
Inadequate social support

‘Poverty’ in inner cities: indoor allergens (e.g. cockroaches, rodent urine)

orofaecal infections less relevant
Higher risk for migrants in towns???
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Some data from ICRH (Milano)

M I1L-10 = inhibits secretion of various cytokines by Th1
cells, promoting Th2 responses

B IL-6 = induces the expansion of the Th2 effector
cells, which are major players of the humoral
i adaptive immune responses

"W Over activation of Th2 cells can be responsible for
M the exacerbation of allergies










Thank you for
your attention




