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Outline

1. ECDC epidemiology of infectious diseases among migrants in
the EU/EEA
- HIV
- TB
— Hepatitis Band C

2. Evidence-based guidance on screening and vaccination of

infectious diseases among newly arrived migrants in the
EU/EEA



Putting migrant health and infectious diseases in
context

512 million persons living in the EU-28 in 2017 (15t January)*

Migrants are disproportionally affected by some \
infectious diseases:

> 40% of all HIV diagnoses in the EU in any given year
> 30% of all TB diagnoses in the EU in any given year

> 25% of hepatitis B and C diagnoses in the EU in any given year

Some sub-groups of migrants have significantly lower vaccination rates \illion foreign-born
compared to the general population

Some sub-groups of migrants & asylum seekers are over represented when
it comes to multidrug-resistance bacteria compared to the general
population

*Eurostat: https://ec.europa.eu/eurostat/statistics-explained/pdfscache/1275.pdf



Surveillance of infectious diseases among migrants
in the EU/EEA
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Burden of infectious diseases among migrants
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2014 5582

Objective: To produce a comprehensive
i overview of the key infectious diseases

affecting migrant populations in the EU/EEA

TB RUBELLA
HIV GONORRHOEA
TECHNICAL REPORT
e HEPATITIS B SYPHILIS
Assessing the burden of
key infectious diseases
affecting migrant populations HEPATITIS C MALARIA
in the EU/EEA
MEASLES CHAGAS DISEASE
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Migrant related variables collected through The European
Surveillance System (TESSy) S0

Country of
birth

Country of
nationality

Probable
country of
infection

Imported

Region of
origin

*Not under EU surveillance
ECDC. Assessing the burden of key infectious diseases affecting migrant populations in the EU/EEA. Stockholm: ECDC; 2014. 4
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__ pleteness (%) of migrant related variables collected
through TESSy (2011-2013)

Conclusions: disease®

= @Gaps in national data surveillance systems make it difficult to draw overall
conclusions on the health of migrants

In ECDC’s surveillance system, which includes more than 50 infectious
diseases, it was concluded that meaningful analysis of migrant health data
was only possible for HIV and TB

The biggest contribution to improving our understanding of migrant health
would be to work with European Member States to discuss how we can
better support them in collecting the ‘country of birth’ variable

ECDC. Assessing the burden of key infectious diseases affecting migrant populations in the EU/EEA. Stockholm: ECDC; 2014.
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HIV diagnoses, by route of transmission,
2008-2017, EU/EEA e
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Data is adjusted for reporting delay. HIV diagnoses reported by Estonia and Poland excluded due to incomplete reporting on transmission mode during some
years of the period; diagnoses reported by Germany, Italy and Spain excluded due to incomplete reporting during a portion of the period.

Source: ECDC/WHO (2018). HIV/AIDS Surveillance in Europe 2018- 2017 data




New HIV diagnoses, by year of diagnosis, transmission B

and migration status, EU/EEA, 2008-2017 eCcoC
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Proportion of HIV diagnoses among natives and migrants* Fans
EU/EEA, 2017 ecdc
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Data include only cases with known region of origin;
No data were reported by Germany in 2017 and zero cases were reported among migrants in Hungary or Liechtenstein

Source: ECDC/WHO (2018). HIV/AIDS Surveillance in Europe 2018— 2017 data



Proportion HIV diagnoses in migrants® by origin of report,
EU/EEA 2017
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Where do migrants acquire
HIV infection (prior to or after
arrival to the EU)?

Fakeya ef ol BMC Fublic Health (2015) 15:561
DO 10.1186/51 288901 5-1852-5

BMC
Public Health

A systematic review of post-migration @

acquisition of HIV among migrants from
countries with generalised HIV epidemics
living in Europe: mplications for effectively
managing HIV prevention programmes and

policy

Ibidun Fakoya", Débora Alvarez-del Arco™, Melvina Woode-Owusu®, Susana Monge™, Yaiza Rivero-Mortesdeoca™,
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Migrant health:

Sexual transmission of HIV
within migrant groups in
the EU/EEA and implications
for effective interventions




Where do migrants get infected with HIV (prior to or after
arrival to the EU)?
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Where do migrants get infected with HIV (prior to or after

arrival to the EU)?
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Proportion of migrants who acquired HIV post-migration in
Belgium, Italy, Sweden and the United Kingdom

Multi-country estimates

among 24,000 migrants
diagnosed between 2000-2013

Over 1/3 of migrants

diagnosed acquired HIV post-
migration in 2011

MSM migrants were
particularly affected with more

than 40% estimated to have
acquired HIV post-migration
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High levels of postmigration HIV acquisition within Qecéc
nine European countries e

Debora Alvarez-del Arco®”<, Ibidun Fakoya®, Christos Thomadakis®,
Nikos Pantazis®, Giota Touloumi®, Anne-Francoise Gennutlef,
Freke Zuure®", Henrique Barros', Cornelia Staehelini, Siri Gﬁpe[",

Christoph Boesecke', Tullio Prestileo™, Alain Volny-Anne®,

Fiona Burns™*, Julia del Amo®”*, on behalf of the Advancing Migrant

Access to Health Services in Europe (aMASE) study team

Objective: We aimed to egimate the proportion of postmigration HIV acguisition
among HIV-positive migrants in Europe.

Design: To reach HIV-positive migrants, we designed a cross—sectional study per-
formed in HIV clinics.

Methods: The study was conducted from July 2013 fo July 2015 in 57 clinics {nine
European countries), targeting individuals over 18 years diagnased in the preceding 5
years and born abraad . Electronic questionnaires supplenented with clinical data were
complated in any of 15 languages. Postmigration HINV acquisition was estinmated
through Bayvesian approaches combining extensive information on migration and
patients’ characteristics. (D47 cell count and HIV-RMA trajectaries fram seroconmver-
sion were estinated by bivariate linear mixed modebs fitted 0 natural history data,
Postmigration acquisition risk facions were investigated with weighted logistic regres-
sian.

Results: OF 2009 participants, 4 6% were M5 and a third ariginated from sub-Saharan
Africa and Latin America & Caribbean, respectively. Median time in host countries was
& years. Postmigration HV acquisition was 63% {95% confidence interval: 57-6"%);
7% among M53M, 58 and 51% in bhelerosexual men and women, respectively.
Pestmigration HNV acquisition was 71% for Latin America and Caribbean migrants
and 45% for people fram sub-Saharan Africa. Factors ssociaked with postmigration HIV
acquisition among heterosesoual women and MM wene age at migration, lengthof stay
in host country and HIV diagnosis yvear and amsong heterosescual men, length of stay in
host country and HINV diagnasis year.

Source: Alvarez del-Arco, et al. High levels of post-migration HIV acquisition within nine European countries. AIDS, 2017.
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Source: Alvarez del-Arco, et al. High levels of post-migration HIV acquisition within nine European countries. AIDS, 2017.
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Why is this important?

= Screening newly arrived migrants at point of entry is not enough

= Some sub-populations of migrants are at-risk for HIV acquisition
many years after arrival to the EU

= Countries should develop and deliver targeted primary HIV
prevention programmes to migrant populations at risk

- Including for those visiting friends and relatives

Source: Alvarez del-Arco, et al. High levels of post-migration HIV acquisition within nine European countries. AIDS, 2017.



| Availability of ART for undocumented migrants
2018
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Why is it important to provide ART to
undocumented migrants:

" From a clinical perspective, treatment reduces morbidity and
mortality

From a public health perspective, you are 96% less likely to transmit
HIV if you are on ART and virally suppressed

From a cost-effectiveness perspective

From a human rights perspective, it is the right thing to do

To meet the Sustainable Development Goals

Source: ECDC. Dublin Declaration monitoring 2018; validated unpublished data.
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Proportion of TB in persons of foreign origin, &
EU/EEA, 2016 o0

33% (~19 000) of all TB cases were
notified in migrants (range 0.2-96.0%)

Proportion of cases
110 9.9%
<1%

10 to 49.9%

Not reporting

Source: ECDC/WHO (2018). Tuberculosis surveillance and monitoring in Europe 2018-2016 data



- TB rates per 100 000 population @

EU/EEA, 2006-2015 ecoC

= Rate per 100 000 total population: stable between 3.1 and 3.5

= Percentage of cases in migrants: increased from 18% in 2006 to
30% in 2015
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TB notification rates by origin and year, B
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Region of origin of TB cases among those born outside the EU/EEA, @
2007-2013 €COC
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Hepatitis B and C




Completeness (%) of migrant related variables collected
through TESSy (2011-2013) -

Chagas
disease*

Gonorrhoea Syphilis

Country of

birth 62 95.6 19.1 14.4 17 26

Country of
nationality

28 96.3 6.8 6.6 4 17

Probable

country of 17 20.2 7.6 9 10 3 5 90.1
infection

Imported 39.1 40.5 82 96 98.7

Region of
origin

62.5

*Not under EU surveillance

ECDC. Assessing the burden of key infectious diseases affecting migrant populations in the EU/EEA. Stockholm: ECDC; 2014.



*""'“j'HEB;;Eitis B and C among migrant populations in B
the EU/EEA ecdc

Ahmad et al. BMC Infectious Diseases (2018) 18:34 @ S

DOI 10.1186/512879-017-2921-8 BMC Infectious Diseases bt

CrossMark

Estimating the scale of chronic hepatitis B ®

virus infection among migrants in EU/EEA  succa sucieo oeame aor e
. DONOTIBE/12675: 01725082 BMC Infectious Diseases
countries

Amena A. Ahmad ', Abby M. Falla**', Erika DuffelP, Teymur Noori®, Angela Bechini®, Ralf Reint
and Irene K. Veldhuijzen™’

Crosshark

Estimating the scale of chronic hepatitis C ®
Abstract . . . .
Background: Chronic hepatitis B (CHB) related morbidity and mortality can be reduced through risk VIrus IﬂfECtIOﬂ N the EU/EEA d foc us on

linkage to care and anti-viral treatment. This study estimates the number of CHB cases among foreigr

in the European Union and European Economic Area (ELUVEEA) countries in order to identify the mlg ra nts from d ntI_HCV ende mlc cou ntrles

migrant populations. 1.2%¢ 3 a1 : 5 T
) i o i ] ] ACM Falla™ ", A A Ahmad™™, E Duffell”, T. Noori™ and | K. Veldhuijzen®
Methods: The CHB burden was estimated by combining: dermegraphic data on migrant population

of birth in the EU/EEA, extracted from European statistical databases; and CHB prevalence in migrants

birth and in EU/EEA countries, derived from a SEtOIT‘lELiC literature search. The relative contribution of Abstract

Background: Increasing the proportion diagnesed with and on treatment for chronic hepatitis C (CHO) is key to
the elimination of hepatitis Cin Europe. This study cortributes to secondary prevention planning in the European Union/
European Economic Area (EU/EEA) by estimating the number of CHC (anti-HOV positive and viraemic) cases among
migrants living in the EU/EEA and born in endemic countries, defining the most affected migrant populations, and
assessing whether country of birth prevalence is a reliable proxy for migrant prevalence.

Methods: Migrant country of birth and population size extracted from statistical databases and anti-HCV prevalence in
countries of birth and in EU/EEA countries derived from a systematic literature search were used to estimate caseload
among and most affected migrants. Reliability of country of birth prevalence as a proxy for migrart prevalence was



Foreign-born population (%) and proportion B
from HBV-endemic countries ecoC
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Source: ECDC. Epidemiological assessment of hepatitis B and C among migrants in the EU/EEA. Stockholm: ECDC; 2016.
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CHB burden in migrants: the 10 migrant groups from intermediate/high endemic (@&S
countries with the highest number of CHB cases in EU/EEA countries CCOC

Population Estimated number of chronic
5“!0 CI hepatitis B cases
-WW-%
cases range
9,555,893 | 0.2 | 01 [ 04 | 19112 | 9,556 | 38,224 _

43,966 12.4 8.89 15.92 5,452 3,909 6,999
27,422 10.23 9.35 11.11 2,805 2,564 3,047

-momn-

Former Yugoslavia
(bf. 92) 69,269 398 1.32 b.64 2,757 914 4,599
Country of Afghanistan 21,484 10.46 5.85 15.07 2,247 1,257 3,238
origin of first IELt 13,735 15.52 2.02 29.02 2,132 277 3,986
generation Bosnia and
migrants Herzegovina 56,595 3.63 2.26 5 2,054 1,279 2,830
Tran 65,649 3.1 2.69 3.5 2,035 1,766 2,298

Thailand 35,554 5.54 4.64 6.43 1,970 1,650 2,286

Vietnam 15,677 12.48 11 45 13 5 1,956 1,797 2,116

ke 45,085 4.29 1,934 1,668 2,200
-IE--IE--E!_

. 284,070 10.23 9.35 11.11 29,060 26,561 31,560

Nigeria 201,185 13.31 11.57 15.06 26,778 23,277 30,298

India 722,435 3.23 2.92 3.55 23,335 21,095 25,646

i Pakistan 502,795 4.17 3.59 4.75 20,967 18,050 23,883

il Zimbabwe 123,670 13.91 10.7 17.11 17,202 13,233 21,160

generation Kozt 95,665 13.44 10.5 16.38 12,857 10,045 15,670

. Somalia 103,050 12.4 8.89 15.92 12,778 9,161 16,406

South Africa 203,475 6.2 4.68 7.71 12,615 9,523 15,688

Bangladesh 214,090 4.83 4.02 5.64 10,341 8,606 12,075

Philippines 129,835 7.36 6.32 8.39 9,556 8,206 10,893

Source: ECDC. Epidemiological assessment of hepatitis B and C among migrants in the EU/EEA. Stockholm: ECDC; 2016.
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ECDC TECHNICAL DOCUMENT

Infectious diseases of specific relevance
to newly-arrived migrants in the EU/EEA

19 November 2015

1. Infectious disease risks among newly-arrived migrants in
the EU/EEA

Migrant populations entering the ELWEEA, and particularly children, are at risk of developing infectious diseases in
same way as other EU populations, and in some cases may be more vulnerable. It is important, that

they should benefit from the same level of protection as indigenous populations with regard to infectious diseasss,

including these which can be prevented by routine vaccinations. In addition, these populations may be subject ta

[ ] [ ]
specific risks of infectious diseases in relation to their country of origin, countries visited during their journey as
a ‘ ‘ I n a I O n S migrants and the conditions they experienced during migration. This document serves as a reminder for frontline
healthcare workers of the risks of infectious diseases for newly-arrived migrants. It doss not cover risks related to
chronic dissases and mental problems that may affect these populations.

Thie risk for EU/EEA countries of infectious dis=ase outhreaks as a consequence of the current influx of migrants is
axtremely low. Although the likelihood that the specific infectious disease risks highlighted in this document will
occur among migrants is low, or in some cases very low, they should still be considered, to ensure that they are
recognised and treated in a timely manner, or prevented by immunisation when indicated. They do not reprasant a
significant risk for ELUfEEA populations.

2. Infectious diseases to consider according to country of
origin

Table 1 provides examples of which infectious diszases to be aware of when screening symptomatic and
asymptomatic newly-arrived migrants, The countries highlighted in the table are among the top five countries of
arigin for migrants entering the EU in 2015, excleding European countries (source: Eurostat™*), The list of
infectious diseases is not exhaustive but can be ussd as an initial indication of where to focus atrenton. It is
important to note that we cannot fully rely on epidemiology from the countries of origin when determining the
infectious diseases to be vigilant for, Those who migrate are often younger and healthier and may therefore not be
representative of the population of arigin. In addition, a longer period in transit from country of origin to final
destination, through a number of countries and settings with different dis=ase epidemiology will influence the
diszases to consider. Mewly-arrived migrants with dlinical complaints should receive diagnostic testing guided by
their symptoms.

* Eurostat news release. 1632015 - 18 September 2015, Asylum in the BU. Ower 210 000 first-time asylum seskers in the EL in
the second quarter of 2015

T Asum statistics EUROSTAT. (Retrieved 4 September 2015). Available from: hitp://eceunmpa. su/sunnstaty sEatistics-
explained/index php/Asylum_statistics

Suggested diation: European Centre for Disease Prevention and Control. Infectious diseases of specific relevance to newly-
arived migrants in the ELVEEA — 19 Nowember 2015, ECDC: Stockholm; 2015,

(€ European Centre fior Disease Prevention and Control, 2015

ECDC. Infectious diseases of specific relevance to newly-arrived migrants in the EU/EEA — 19 November 2015. ECDC: Stockholm; 2015.
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Table 3. Vaccinations to be offered in the absence of documented evidence of prior vaccination

. Vaccination should be

Priority vaccinations

Offe re d a S n e e d e d Measles, mumps, rubslla Administer to individuals = 9 months of age. Administer one or two dosas of MMR to all

Two doses of MMR* should be administered at | individuals, according to national guidelines®

according to the national st ane month part bt prfrably longer

according to national guidelines, Measles vaccine

immunisation guidelines povided efore 12 mnths of e doss o

induce protection in all and should be repeated

after 12 months of age.
Diphtheria, tetanus, pertussis,  Administer to individuals = 2 months, three Administer to all adults, three doses of TdaP-
polio, Hib doses of DTaP-IPV-Hib (Hib-component only for | IPY- ** containing vaccines according to national

|| Pr‘ior‘it Should be given children <6 years unless other country-specific guidelines

recommendations) containing vaccines at least

1 1 one month apart, followed by a booster dose
tO e a S I y t ra n S m Itte d according to national guidelines. Pentavalent-
1 1 1 d h lent combinati i
and/or serious infectious e— o un o o v of s
d 1 To be considered
I S e a S e S Hepatitis B Administer to individuals = 2 months, three Administer to all adults, with or without previous
doses according to national guidelines™** screening, according to national guidelines

Administer to new-bom infants of HBsAg-positive
mothers within 24 hours of birth, according to
national guidelines

Meningococcal disease National guidelines for meningococcal vaccines
against serogroups A, B, C, W135 and ¥ should

= Additional vaccinations b Clove, ks s sl s
S h O u I d b e CO n S | d e re d — Pneumococcal dissase Administer to individuals = 2 months with 1-3 | Administer to individuals = 65 years, according

doses of conjugate vaccine at least one month | to national guidelines.

d e p e n d i n g O n : apart, according to national guidelines

Varicella National guidelines should be followed unless the |National guidelines should be followed unless the
.. .. epidemiological situation sugogests otherwise. If | epidemiological situation suggests otherwise,
o | IvViN g con d |t 1ons used, administer to infii\.riduals 2 11 months of | Consider va-:;inaljng_l non-immune non-pregnant
age, two doses of varicella at least one month  'women of childbearing age.
o apart, but preferably longer.,
season Influenza National guidelines should be followed unless the |National guidelines should be followed unless the
epidemiological situation sugoests otherwise. epidemiological situation suggests otherwise.

e o p i d emio I Og ica I S |tu at ion Consider vaccinating risk groups over six months  Consider vaccinating risk groups, including

of age ahead of and during influenza season. pregnant women, ahead of and during influenza
Season.

Tuberculosis Administer BCG according to national guidelines. | BCG is generally not recommended for adults,
Re-vaccination with BCG is not recommended.  |unless specific reasons suggest otherwise.

ECDC. Infectious diseases of specific relevance to newly-arrived migrants in the EU/EEA — 19 November 2015. ECDC: Stockholm; 2015.
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Vaccine ﬂ(‘
Table 7

Information on vaccines delivered to migrants: data sharing with other centres/institutions (N = 28).

Contents lists available at ScienceDirect

Countries n %

Are individual/faggregated data made available and transmitted from the sites where vaccinations are delivered to other centres or institutions?

wml  [ndividual data

(No AT, EE, EL, FR, HU, LT, LU, LV, MT, PL, PT, SE, SI 13 46.4 |
To centres where migrants are relocated or mowved BE, O, DK, FI, IE, NO, 5K 7 25.0
To the Ministry of Health - -

To the National Public Health Institute HR, NL, UK’ 3 10.7
To the Regional Health Authorities ES 1 3.6
To the Local Health Authorities A, IT, UK’ 3 10.7
To the national/regional Epidemiology Centres HR, IS 2 7.1
To international institution (ECDC, IOM, WHO, UNHCR) UK (1OM) 1 3.6
Information not available at the national level BG IT 2 7.1
Other BE", DE”, DK™, 3 10.7

# lﬂgqregnred data

No AT, DE, DK, FR, IE, IS, LU, LV, MT, NO, PT, SE, 5I, SK, UK 15 53.6 )
To the Ministry of Health BG, CY, EL, ES 4 14.3
To the National Public Health Institute BE, EE, H, HR, NL 5 17.9
To the Regional Health Authorities BE, BG, DE, EE, LT 5 17.9
To the Local Health Authorities EE, HU, IT 3 10.7
To the national/regional Epidemiology Centres PL 1 3.6
To the national/regional Migrant Health Centres A 1 3.6

To international institution {ECDC, IOM, WHO, UNHCR)

other centres/imsttutions In 13 and 13 countries, respectively. I'wenty countries | r




Evidence-based guidance on screening
and vaccination of infectious diseases
among newly arrived migrants in the
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Public health guidance on
screening and vaccination for
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re newly arrived migrants having an impact on @
infectious disease epidemiology in your country? ecoc
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Yes

No




Does your country have national guidelines on &

screening for infectious diseases among migrants? ecoc

o VT o

Yes

No

| don't know
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Would European guidance on screening for i@g
infectious diseases among migrants be useful? -

No
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VWP?iority conditions in ECDC guidance @&s
S

Active TB Latent TB

Hepatitis B Hepatitis C

Routine vaccinations

* Measles e Diphtheria
e Mumps e Tetanus

* Rubella e Pertussis
e Hib e Polio




Key overarching questions

= Should newly arrived migrants be offered screening for active TB, LTBI, HIV,

hepatitis B, hepatitis C, strongyloidiasis, and schistosomiasis? Who should be
targeted and how?

* Should newly arrived migrants be offered vaccination for measles, mumps,

rubella, diphtheria, tetanus, pertussis, polio, Haemophilus influenzae type B
[HiB] and hepatitis B?

= What are the implementation considerations in EU/EEA countries?
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Two scientific panel meetings

15t Scientific panel
meeting (Nov 2015)

MEETING REPORT

EVIDENCE-BASED GUIDANCE: PREVENTION OF INFECTIOUS
DISEASES AMONG NEWLY ARRIVED MIGRANTS IN THE EU/EEA

Stockholm, 12-13 November 2015

Key issues emerging from the meeting

* Migrants do not pose @ heaith threst to the citizens of the EU/EEA.

- ion and of i i among newly smived migrants is
eszential to address the heaith neecs of migrants themseives.

- mesan:edfor ..,. g

i mwmum-mmsm
mewmwmumnmmmmmm

* ECDC wil produce usefu, reievant and dursdie voluntary guidance Dased on sound
evidence that can be usec by policy makers, public heaith experts and practitioners
working in settingz where newly armived migrants prezent for health care.

- mmﬂwmﬁu’*dmm if folow up
and care can de DI provide ions on what ions to aszess and
what not to assess, and aszist countries to set prionities anc make the best use of
availadle resources.

* The == of in the gui muzt oe Stive to political i ¢ to

umwwwmepﬁoﬁ

® There iz also a need for i to be ped in the to assist
mwwmmmmwnmmmmm

among the jarge numbders of migrants

mmnmﬂVEE&Mnsmmednmm

® Efforts are reguirec to adcress the immediste hesith care needs of these migrants,
m:mngmemausngmmwofmmmmmmmmm

physical injuries anc

mmmqmmmmmmnmmmm
while in transit.

*  Itis critical to sddress the living ions in centres of ption and Son in which

migrants and refugees reside.

Reports available from: https://www.researchgate.net/profile/Teymur_Noori

2"d Scientific panel
meeting (Oct 2016)

MEETING REPORT

280 ADVISORY GROUP MEETING TO DEVELOP EVIDENCE-BASED
GUIDANCE ON PREVENTION OF INFECTIOUS DISEASES AMONG NEWLY

ARRIVED MIGRANTS IN THE EU/EEA
Stockholm, 5-6 October 2016

*

Key issues emerging from the meeting

The swvidence bass for the guisance should be broacensd to BOArEsSs EARS in SystEmEtc
reviews. Specifically, there is a nesd for selective primary or scoping reviews that draw on
Erey literature, sxisting puidelines, suisting screening programmes, expert opinion, sood
practics and qualitative research.

he zui will need to i st the same time a5 being
sufficiently flexible to reflect the diversity of migrants, couniry contexts and hesith
systems.

There is a need for different strategies in cifYerent settings (2 g point of entry, temporany
residence in recepbion c=nires or camps. community settings] and this should be
meflected inthe guidamoe.

The guidance should provide clesr recommendstions on who should be soreamed for
which infectious diseases, but the main focus should be on implementation as, for many
EU/EEA countries, guidanos on how to most effectively reach and offer soeening to
migrants will b2 more useful than guidance on what to screen for,
The guicance should incwde core public hesith valees and principles [e.g. acoess to
health care, ol nen-discrimination, human rights], use appropriate
i and include i on how to invohve migrant comm unities and
arganisations.
‘The guidance should consider the critical rale of primary health care, in view of the need
to integrate screening and care for newly arrived migrants into the health system, taking
imto socount the mobility of migrants anog p ch =g P P
trestment may be approprists in some cases, innovative spproaches to health records
miay b requires].
The guicancs will nesd to be updated on & regular basis in future to address changing
REECs BN NEW Evidene.

Thellua need for ECDC to huzlmni-dm'fguup rrreehnghr.isuush:llm
2 andr i imchusding oosts
and eguity.




Methods

Open Access Protocol

= Evidence on screening for infectious diseases among
migrants is limited

=" Therefore the certainty of the recommendations are
conditional on prevalence in country of origin

= Very challenging task to develop guidance in the area of
migrant health

TS T T ST R AT AT T T = RS
» Prapublication history and periussis, poliomyelitis (polio), Haemaphius infuenza md m data in this porfion of the project
additional material for this disease, strongyloidiasis and schistosomiasis. » Synthesis of data from various systematic reviews
paper are availabla onfine. To Methods and analysis The search strategy will identify will require close focus on research questions.

view theze files plaass visit the E"ﬂdEI'I{.‘r' from ex ]"hl'h] systematic reviews and mf-n Updates synthesis will need to focus
inurnal online (hito:'dx doi. ke Hhm cBmnkimnane nnd aned cBeekmnnenn asdanne L> ~ _II_'IZ_EI'EII - wil o L1




Systematic reviews
underpinning the
guidance

Accessibility
and
acceptability

Intestinal
parasites

Linkage
to care



Annual immigration to the EU/EEA, @
2008-2017 ecdc

3 000 000

’N
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’I’
2 500 000 < ,', = == +Routine permits (all)
\\ a’\ P4
S~ \\ P ’/
N\ -
\--~_/’ Routine permits (> 12 months)
2 000 000
e Asylum applications
1 500 000
= == «|nt. Protection (all)
1 000 000
e |nt. Protection (= 12 months)
500 000
e Jnauthorised landings
0

2008 2009 2010 2011 2012 2013 2014 2015 2016 2017

Source: Eurostat. Eurostat migr_resfirst, migr_resoth. [Available from: http://ec.europa.eu/eurostat/statistics-
explained/index.php/Residence permits_statistics#First_residence_permits_by reason.



http://ec.europa.eu/eurostat/statistics-explained/index.php/Residence_permits_statistics#First_residence_permits_by_reason

Refugee flows from 2002-2015

@ CGlobal Refugee Flow: 2000 - 2015 (UNHCR)

1 dot = ~17 refugees

United Kinadis

United States
of America 3 South'Korea

SeEacl Arahia

MeXICi

Indid

Vietham
Papua New Guinea

- - /%‘%”r:!i.!
South Africa

Argentina

EarthTime
CMU CREATE Lab

https://earthtime.org/stories/global_refugee_crisis_the_big_picture



Top 10 countries of births of immigrants and top 10 B
nationalities of asylum seekers (average 2014-2016) eco

AN NN 1o
vl ae e T B0y
oA

immigrants asylum seekers
Total 1,226,859 % Total 1,037,378 %
Syria 94,356 8 Irpportant to give Syria 270,728| 26
China 83,883| 7 &;T;erri ';f,f,"::ﬁx Afghanistan 137,500| 13
India 77,002 6 makers an indication Iraq 99,930( 10
Morocco 50,469 4 2 v;?;:?;::i‘crt;ous Pakistan 41,447 4
United States 43,132 4 prevalent in the Albania 39,595| 4
Pakistan 35,764 3 coun.tries of or.igin, Nigeria 38,535| 4
Ukraine 35,384 3 Whlch can guide i

. screening efforts at Eritrea 31,682| 3
Moldova 29,606 2 countries of Iran 28,159 3
Russia 24.976 2 destination KOSOVD 27200| 3
Brazil 24,915 2 Russia 18,121 2
Other 727,371] 59 Other 304,482 29

*Covering 56% of non-EU/EEA immigrants

Source: Eurostat migr_asyappctza



Outline of the evidence for each condition in B
the ECDC screening guidance S5

Burden of disease™

Summary of evidence, focusing on effectiveness and cost-effectiveness
Implementation considerations™

Ad-hoc scientific panel opinion

ECDC assessment*

Evidence gaps and future research needs

Recommendations from other national and international guidelines™



Burden of disease: TB &

€CO0C
.

Figure 2. WHO global map of TB incidence

SR

Incidence per
100 000 population
per year e,

L |02 \
[ ] 25-99

[ ] 100-199

I 200-299 %l
B =300 o
|:| No data

N ]
- Not applicable
Source: Global tuberculosis report 2017. Geneva: World Health Organization; 2017.




" Burden of disease: HIV @

Figure 3. UNAIDS global map of HIV prevalence

Source: UNAIDS Report 2016. Geneva: 2016.



Key implementation considerations for infectious disease screening (@
and vaccination programmes targeting newly arrived migrants ecoC

= Ensure all screening and vaccination is voluntary, confidential, non-stigmatising and
carried out for the benefit of the individual



I

Key implementation considerations for infectious disease screening @
and vaccination programmes targeting newly arrived migrants ecoc

o VT o
A0 oW

= Ensure all screening and vaccination is voluntary, confidential, non-stigmatising and
carried out for the benefit of the individual

" Provide free screening, referral, and linkage to care and treatment for all individuals
who require it, including undocumented migrants

Equity

Identifies differences and AN
tries to reduce the gap TT—
between groups

ae——1" A—_—w '/ M === }i}

——=d) e

= o prm— ——] T ———y




Key implementation considerations for infectious disease screening @
and vaccination programmes targeting newly arrived migrants elels

Ensure all screening and vaccination is voluntary, confidential, non-stigmatising and
carried out for the benefit of the individual

Provide free screening, referral, and linkage to care and treatment for all individuals
who require it, including undocumented migrants

Consider the unique needs of newly arrived migrants when offering screening and
vaccination, in terms of delays to presentation, follow-up appointments, and uptake
and completion of treatment, and take steps to reduce post-screening/testing drop-
out from care

= Recognise that newly arrived migrants face a range of issues (e.g. shelter, sanitation,
food, water, employment, mental health problems) that may take precedence over
seeking preventative health care and that may increase the risks or consequences of
infectious diseases



[ ] [ ]
Final evidence-based statements
Active TB Schistosomiasis
Offer active TB screening using chest x-ray (CXR) soon after arrival for migrant Offer serological screening and treatment (for those found to be positive) to all
populations from high TB incidence countries. Those with an abnormal CXR migrants from countries of high endemicity in sub-Saharan Africa, and focal

should be referred for assessment of active TB and have a sputum culture for areas of transmission in Asia, South America and North Africa.
Ve . .

Adaptation of this guidance should be based on a
country-specific assessment that considers:

= The numbers and types of migrants arriving in the country

= The legal and organisational context in which national health systems
operate

Offer hepatitis B vaccination series to all migrant children and adolescents from Offer vaccination to all adult migrants without immunisation records according

intermediate/high prevalence countries (2% - 5% HBsAg) who do not have to the immunisation schedule of the host country. When this is not possible,
evidence of vaccination or immunity. adult migrants should be given a primary series of diphtheria, tetanus, and polio
vaccines.
Hepatitis C

Offer hepatitis C screening to detect HCV antibodies to migrant populations
from HCV endemic countries (22%) and subsequent RNA testing to those found
to have antibodies. Those found to be HCV RNA positive should be linked to
care and treatment.

o VT o




- Recommendations from other national and international guidelines

7\
Table 17, International guideline VPD recommendations for refugees and/or other migrant
populations €CO0C
| jerai
Country How and who to vaccinate
Ireland (3) Assess all MIQrants fof previous Meases vaosination,
MMR
All migrants without documented evidence of previous Measks: VECrination should be offersd MMR
vacrination as foliows:

« Al children in accordance with the routine childhood immunisation schedule at 12 months and 4-
5 years of age (2 dases)
« Ml others acoording to the late entrants cabch-up schedule’ for chiidren and adults, a5 foliows:
— 12 months to 4 years, 1 dose MMR, 2nd dose at 4-5 years of age
— 4 years to <18 years of age, 7 doses MMR at one monkh interval
—  Adulls aged 18 years and cider, 2 doses MMR at one month intesval
DTaP-IPY

«  Vacrinate all aduit immigrants without mmunisation records using a primary series of tetanus,
diphtheria and nactivated poiio vaodne (thres doses), the first of which should incude acellisiar
pertLSsEs vacoine,

«  Vacrinate all immigrant chiidren with missing o wncertain vacdnabion reconds using age-
appropriate vaconalon for diphtheria, pertussis, tetanus and polio.

Itmly (13, 393) Primary prevention interventions [vaccinations) s well a5 secondary presention inferentions ane
recornmendad in the serond reception phass.

Dﬂm[&lim]mnﬂﬂﬂmwﬂummummm:m
in accordance with te national schedule, depending o age.

AU will uneCertain oF no vaocnalon history:

" r_‘.:ﬂ

= measkes, mumps, ubells, dhickenposd, ssduding pragnant women

«  diphihesia, tetanus, pertussis, HEY for the entire adult population screenad in accondance with
guiciedine recnmmendations. (migrants from HEY incidence of HBSAD = 2%, magrants with sk
factors, and pregnant women) and negative for seriogical markers,

UK (32, 333) = The UK offers vaotnations in Bne wilh the national imnmunsation schedule o any migrant wihose
immunisation stafus s ncefain or incomplete, in accondance with guidance for individuals with
uncestain of incomplkede immunisation status.

« Al migrants are sligible for vaccines through the National Immunisation Programme and can

= Refugess who ame to be resetiied in the UE through a fommnal refuges resetilement scheme ans
offered vaodnalion pre-geparture, in line with e national immunisstion schedule.

= Aadum seskers in initial acoommodation centres in the UK are offered vaodnation as part of ithesr
initial health assessment.



P .
Conclusions

=  Most migrants entering th groups of migrants carry

a disproportionate burden @é&  lower vaccination
coverage depending on co m

= Major gaps in the scientifi d cost-effectiveness of

screening and vaccination '
41 ' )
| [

0
= Available evidence suggesﬂﬁﬂ |
| Al

- ltislikely to be both effe” or active TB and LTBI, HIV, HCV,

HBV, strongyloidiasis and===

SCIENTIFICADVICE

Public health guidance on
screening and vaccination for
infectious diseases in newly

= However, this is condition: arrived migrants within the EU/EEA ts' countries of origin

- There is a clear benefit t es as per national guidance

for key infectious
d migrants

= Consensus on the need fo
disease for all migrants in
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