Haykosi ornaau

YIK 616-002.5-036.2:314.72

L.D. Todoriko',
V.P. Shapovalov',

REVIEW ARTICLE. MIGRATION AS A
SOCIAL DETERMINANT OF THE

INCREASED ACTIVE TB AND MDRTB

L.O. Semyaniv',
E.V. Lesnic?

Higher State Educational Establishment of
Ukraine "Bukovinian State Medical
University", Chernivtsi';

Department of Pneumophtysiology,
Nicolae Testemitsanu State University of
Medicine and Pharmacy?

INCIDENTS

Key words: tuberculosis, migration,
risk factors.

Abstract. Background: Ukraine and R. Moldova report the biggest
incidence of tuberculosis and the highest rate of migrants among

European Region countries. For an average 1 bilion migrants, for

whose this process - migration, is an effectively and immediately tool
to reduce poverty, conflict and escape for improving the life condition
for their families. Migrants are the backbone of health systems in all

OECD countries and the safety valve in the global economy. On the
other hand the migration is a big challenge, especially for the TB
epidemiological security. At the most of migrants the risk for active
TB developmen and the increase of mult-idrug resistant TB incidents.
is correlated with social risk factors (low life conditions, overcrow-
ding, disruption from the health care services), epidemiological risk
factors (infectious contact) and biological features (young age, male
sex, some physiological conditions, associated diseases). Risk factors
association values more evident than the severity of an one risk
factor. The review study was conducted using relevant scientific

resourses.

Conclusions. Despite of high trends of migration noted in the 20th
centery the phemonen of migration as risk factor for TB development
is low studied. Massive irregular emigrants automatically involves
the reducing of the public health actions for providing the TB
epidemiological security goals both hosting countries and country of
origin, where is a high burden for TB, especially MDR-TB.
Radiological and immunological screening in pre-departure is the
most important procedure for decreasing of the rates of TB. Raising
awareness among migrants about TB, emphasizing that diagnosis
and treatment is free of charge and independent regarding migration
status are important TB control actions. Considering high relevance
of migration on the risk of TB development a TB national survey in
the actual geopolitical context must be performed in both hosting
countries and country of an origin.

Introduction

As it is known tuberculosis particularly affects
poor and vulnerable populations, and migrants being
assessed as of key affected population [34]. On 19
May 2014, in the frame of the 67th World Health
Assembly were adopted the new post-2015 global
TB targets and strategy [32]. It is built on a "know-
your epidemic" approach and focuses particularly on
serving those not reached/hard-to-reach as well as
most vulnerable and marginalized populations [33].
For an average 1 bilion migrants, for whose this pro-
cess - migration, is an effectively and immediately
tool to reduce poverty, conflict and escape for impro-
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ving the life condition for their families [32]. Migrants
are the backbone of health systems in all OECD
countries and the safety valve in the global economy
[30].

So Ukraine gets the largest share of remittances
from migrants living in Russia, USA, Germany, Gree-
ce, Italy and the UK. The amount of private money
transfers received in Ukraine in 2012 is estimated at
about 7.5 billion US dollars. which is 4% of Ukraine's
GDP in the same year. Migrants are the major source
of income for the R. Moldova national economy, with
total remittances from moldovan living abroad
estimated at 1 billion dollars per year. During 2000-
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2010, the number of legal moldovan migrants working
abroad increased from 138,300 to 311,000 thousand
persons, which represents about 27% of the working
age moldovan population [30]. This process is enc-
reased due to expanding of European Union border in
2006 and due to changing of visa status for some
cathegory of population, for example for moldovan
with Romanian passports.

At this moment can be identified three types of
international migration specific for migrants of CIS
citizens [34]: 1) short international migration - labour
migrants go to work in the Community of Inde-
pendent Stats (CSI); 2) long international migration -
labour migrants go to work in the states of European
Union; 3) long legal international migration - migrants
go to live in US and Canada.

According to the study conducted by the State
Statistics Service of Ukraine 204,000 residence per-
mits were issued to citizens of Ukraine in EU. In
2011 Ukrainians constituted the largest group of the
third-country nationals who have received such per-
mits in the EU. 1.2 million persons, or 3.4% of the
population aged 15 to 70 years had been working or
looking for work abroad from January 2010 to June
2012.

Among Ukrainian labor migrants working abroad
in 2010-2012, 38% had a residence permit and work,
13% - a work permit, 24% - a temporary residence
permit, 17% did not have legal status, and 4% were
in other countries only on a tourist visa. However,
most of these permits were short-term (one year).
156 thousand were issued by Poland for seasonal
work.

In mid-2013 there were 1.4 million citizens of
Ukraine who lived in on a permanent and temporary
basis on the account of the Federal Migration Service
of Russia. There were 127.8 thousand Ukrainians
having work permits among them, that was 11% of
foreign workers in Russia.

Since conducting a similar study in 2008. the trend
of migration remains fairly constant. The balance
between Ukrainian migrants working in Russia and
in the EU, is about 50/50 persons making up about
two-thirds of migrant workers.

Only some Ukrainian migrants find work corres-
ponding to their skill level abroad, while almost all of
them, regardless of their educational level have low-
skilled jobs. In light of the inconsistency of migrant
skills and the work they perform abroad, Ukrainian
labor migrations, at least to some extent, can be
described as "brain drain". This discrepancy is evi-
dent too if data regarding employment of migrants
abroad is compared with their level of education.

According to research conducted by the National
Bureau of Statistics, 60% of moldovan migrants are
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dirrected to CIS countries, mainly to the Russian
Federation and 40% of them to EU countries, mainly
to Italy. Characteristics of migrants working in CIS
are the predominance of male and people from rural
area, Only less than 3% of immigrants will rest in the
destiny country for all their life.

Estimative every second citizen of R. Moldova
has the status of migrant obtained due to internal and
external migration [38]. Due to a low economical
growth, the moldovan rural population rests without
jobs being pushed to leave the family and to perform
internal or external migration with the aim for finding
a well paid place of work. Actually Moldova expe-
riences a mass migration phenomenon due to its
weak economy [29].

Finding work in a foreign country for a labor mig-
rant is complicated by a multitude of problems: first,
the residence visa issues, secondly - problems with
the police, thirdly - problems with the crime orga-
nizators, fourth - low salary from the employer, the
fifth - the problem with healthcare services. A se-
rious problem for migrant in this regard is the lack of
health insurance (56%), its high price (32%) and the
absence of a residence address (4%) [20].

Research data showed that migrants have long
absences at the medical addressing. So the moldovan
migrants are visiting health care services 2 times less
frequently than the population not involved in mig-
ration. Number of the visits to the general prac-
titioner of migrants is average 1.5 visits/year versus
3.2 visits/year of the individuals not involved in mig-
ration.

Migration is a big challenge, especially for the
epidemiological security. Massive immigration auto-
matically involves the reducing of the public health
actions for providing the epidemiological security
goals. If the epidemiological security of the population
immigrated from the country of origin is lower than
the epidemiological security of the host country, mig-
rants will bring with them infections and will be de-
fined as public threat for the hosting population. This
phenomen is well established for UE countries,
where massive migration of groups originary from
high burden for TB, especially MDR-TB countries,
such as CSI countries, decreased the epidemiolo-
gical security [1, 11].

In Western Europe, more frequently multidrug-
resistant TB (MDR-TB) is diagnosed in immigrants
from Eastern European countries. MDR-TB is very
difficult and expensive to treat. Resistant TB deter-
mines a substantial economic impact on the hosting
country (ex. UE countries that are low TB-incidence
countries). As well as the transmission of TB infec-
tion from foreign-born to native European populations
is well documented, by this way being established
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the epidemiologic danger of immigrants. There are
data showing that in low TB-burden countries, 20%
to 70% of notified TB cases are foreign-born indi-
viduals.

Upon returning in the origin country, migrants
who lived in poor housing, received low wages and
had limited access to health services are returning
home less healthy than when they left. When mig-
rants return to their place of origin with detected,
untreated TB, erroneously treated TB, or comp-
lications, they become an important load on their
health care system and manifest profound health
implications for their families and communities. By
this way migrants determine high financial burden on
their households if they do not have adequate health
and social protection upon returning in their places of
origin [1]. Another negative economical effect of
migration is the increasing of consumption, non-pro-
ductiveness and the remitence depending by the non-
migrant population.

Migrant vulnerability to tuberculosis:

Social-related factors: stigma, lack of awareness
of health services, low health-related spending capa-
city, as well as migrant-unfriendly health services, all
lead to delaying in seeking for health care [20]. Due
to social risk factors, migrants often do not have ac-
cess to correct TB-related information as conse-
quence of language barriers and cultural beliefs.

Risk factors for TB development in migrants -
they face to a higher exposure to TB infection due to
overcrowded living and working conditions. Due to
poverty they have increased vulnerability to HIV
infection contact, malnutrition and substance use.

Delays in TB diagnosis among migrants are com-
monly associated with difficulty in healthcare access,
lack of education, poor health-seeking behaviors,
cultural beliefs, stigma and marginalization.

Nkulu F. in the study regarding social features of
migrants living in Sweden was established that imp-
licated risk factors for TB are the language barrier
and unfamiliarity with the Swedish Health Care Sys-
tem.

Among migrant workers with a legal status, their
access to TB diagnosis tools and health care is de-
termined by the health insurance coverage, provided
by the State or by the employer [2].

[llegal migrants face with the fear of deportation
that reduces their access to diagnostic and treatment
services. Moving to a new place of residence, such
patients often remain unknown by new TB facilities
and, therefore, do not receive an appropriate treat-
ment, also in their environment are not carried out the
necessary preventive measures. If TB is diagnosed,
the migrant is pushed to leave the destination country.
Deportation during the anti-TB treatment causes the

incompliance or interruption of anti-TB treatment
which leads to development of drug resistant TB and
increased danger of such patients on the health sys-
tem of origin, transit and destination countries.

Irregular migrants may face violence and be held
in detention centers with poor nutrition and venti-
lation, often in close proximity with others with
preexisting TB. At destination migrants' integration
into the host country's health system, social services,
accessing of housing, jobs is difficult. The continuous
risk to be expulsed from the arrival country dimi-
nishes the health care seeking due to mistrust. As
well as migrants' own health seeking behavior and
cultural practices may affect their use of TB ser-
vices. Discriminatory practices such as deportation
after positive TB diagnosis is an important barrier for
migrants for seeking TB services in the country of
destination [23].

Posey D.L in the study of the implementation of
new TB screening requirements for US immigrants
and refugees established that the risk for deve-
lopment is highest among foreign-born groups and is
up to 50 times higher than in native populations. The
increased risk among foreign-born individuals may
continue for 20 years after migration due to reac-
tivation of latent TB infection contacted in their
country of origin.

Kruijshar M.E. in a study regarding TB in mig-
rants from UK established that 28% of migrants had
positive results at interferon gamma release assays,
that means that one third of migrant population of
UK have latent TB infection and a high risk for TB
development [21].

Local studies noted a high prevalence of mol-
dovan migrants with tuberculosis returned form Rus-
sia (64%), Ukraine (12,1%), and other countries
such as Italy, Turqgie. It was established prevalation
of severe forms: caseous pneumonia and fibro-
covitary tuberculosis in 19,6% of migrants. Low suc-
ces rate, high default rate (10,6%) and deaths (5%)
were more evident than in local resident population
[10] .

According the data of Todoryko L.D. [41, 43, 44]
social factors that may influence the development of
MDR TB in Bukovinian region have been distributed
as follows; unemployee - 56.5%; irregular labour
migrants -39.1%, low income - 17.4%; and contact
with MDR-TB patients - 12.7%, and 4,7% of relea-
sed from confinement (see diagram).

So the largest social factors of MRTB risk hold
the unemployee (56.5%) and the labour migrants
(39.1%).

It is well established the negative influence of
migration on the anti-TB treatment compliance.

So Chen Jing evaluated TB among migrants in
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Shanghai China [41]. In China there are registered
one million TB cases, the second largest number in
the world with a global incidence of 75/100.000
population. There were established risk factors for
default of anti-TB treatment in Chinese migrants:
self-administrated treatment, being a retreatment
case, and age of the patient over 60 years. A national
study assesses that almost one third of patients with
TB who interrupted or defaulted the TB treatment
were migrants.

International experience of screening for
tuberculosis in migrant population:

Migration as a social determinant of the increased
TB-related morbidity and mortality. There are
specific differences in migrant screening procedures
in the pre-departure phase and post-arrival phase for
each country. Those differences influence TB-
related morbidity and potential public health impact
on the health system [28].

The majority of European countries continue to
use chest radiography for screening and detection of
TB among applicants for permanent residence

According Posey DL In 2007 the US national
algorithm was enhanced by including additionally
sputum cultures as diagnostic tool for TB screening
of those with suggestive findings for TB. In pediatric
population TB screening from 2009 tuberculin skin
test was replaced by interferon gamma release
assays (IGRAs). The author demonstrated the
importance of serological screening of foreign born
migrants through IGRAs for identifying the latent TB
infection [27].

Farah MG recommended the vigilance regarding
migrants due to the high risk for TB disease that lasts
many years after arriving in the hosting country.

Conclusions

TB is a big challenge worldwide. Massive irre-
gular emigrants automatically involves the reducing
of the public health actions for providing the epi-
demiological security goals both hosting countries
and country of origin, where is the high burden for
TB, especially MDR-TB. Radiological and immu-
nological screening in pre-departure is the most
important procedure for decreasing of the rates of
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TB. Raising awareness among migrants about TB,
emphasizing that diagnosis and treatment is free of
charge and independent regarding migration status
are important TB control actions.

Considering high relevance of migration on the
risk of TB development a national survey in the ac-
tual geopolitical context must be performed in both
hosting countries and country of origin.
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OIVIAAOBA CTATTA. MITPALIA SAK COLIAJIBHA
JAETEPMIHAHTA 3HAYHOI'O PIBHS
3AXBOPIOBAHOCTI HA TYBEPKYJIBO3 TPYJOBUX
MIT'PAHTIB

JILA. Tooopiko, B.I1. Illlanosanos, 1.0. Cem'anis,
E.B. Jlechuk

Pe3tome. Ykpaina i Pecriy6nika MomnoBa moBiJOMIISIFOTH
PO BUCOKHI piBEHb CBOIX TPYAOBUX MIiTpaHTIB y KkpaiHax
€Bpomneticekoro Coro3y Ta piBeHb 3aXBOPIOBAHOCTI Ha TyOep-
KyJb03 cepell HUX. Y CBiTi HApaXxOBYEThCS OiJish OMHOTO MiJbsIp-
Iy MITpaHTiB, AN SKUX Mpolec Mirpamii € epeKTUBHUM i
MIBUJIKUM iHCTPYMEHTOM MOJ0JIaHHS OiHOCTI, YHUKHEHHS
BiiChKOBHMX KOH()TIKTiB Ta MOJIMIIEHHS CTaHy KUTTS CBOIX
pOAWH.

TpynoBa Mirpaiis BBakacThCs 3aM00iKHAM KJIallaHOM y
CBIiTOBIlf eKOHOMIIli. 3 iHITIOTO OOKY, Mirparlisi CTBOPIOE cep-
Ho3Hy TIpo6IIEMYy, 30KpeMa, II0JI0 eMigeMioToriyHoT 6e3nekn. Y
3HaYHOI YaCTMHU MITrpaHTiB PU3MK 3aXBOPIiTH aKTUBHHUM TYy-
6epKy1p030M Ta TyOEpKyIH030M 3 MHOXKHMHHOIO JTiKapChKOIO
CTilKiCTIO KOpeToe 3 haKTOpaMH COLiaTbHOTO PU3UKY (HU3BKHI
piBEHB XKUTTS, NIEPEHACENEHICTh, 0OMEXKEHNUN TOCTYI 10
MEAWYHUX TOCIYT), €IiIeMioNOTiTHHUMHA pu3nKaMi (iHdek-
iHUI KOHTAKT) i Gi0JIOTTYHUMH 0COOIUBOCTAMHU (MOJIOINIA BiK,
YOJIOBiYa CTaTh, NIKiAJIMBI 3BUUKH, CYMyTHI XBopoon). [Ipraomy
CYKYITHICTh (DaKTOPiB pU3UKY Ma€ OiJIbIT BAroMe 3HAYCHHS, HixK
HasBHICTh 3HAYMMOTO, ane oJHoro (akropy. Orsa Jiteparypn

OyB mpoBeNEHNUI 3a aHATi30M AOCTYMHHUX iHPOpMaLiiftHIX
JDKepert.

Ha cporoani, He3BaXar0un Ha BUCOKi TEMIH Mirpariii, cam
(¢eHomeH Mirpanii sk gakTop pU3MKY MOUIUPEHHS TyOep-
KyJ1h03y Majio BUBUCHHUI. MacoBa HeJlerajbHa eMirpaiis
AaBTOMATHYHO Tependadac 3HIKEHHS e)eKTUBHOCTI MPOTHIIT
TyGepKyIb03y 3aKJIa/liB OXOPOHM 30POB'S Ta 3a0€3MEUCHHS
enizemionoriynol 6e3mekn moa0 060X CTOpiH K KpaiH, Mo
MPUIMAIOTh MirPaHTiB, Tak i KpalH X MOX0MKEHHS, 0COOIMBO 3
BHCOKHM TSITapeM aKTHBHOTO Ta MYJIETUPE3UCTEHTHOTO TyOep-
KyJIb03y.

PenTrenonoriunuii Ta iMyHOJIOTiYHUI PECKPUHIHT MiK-
pPaHTiB € Ii€BMM 3aX0J0M IIOA0 3HWXEHHS PiBHS 3aXBO-
proBaHOCTi Ha TyOepKynb03. BakIMBOIO CKIa0BOIO TaKOX
BBAXAEThCS 00i3HAHICTH MITPAHTIB HE TiJBKU MIOJO CTAaTyca
MirpanTa, a if 3aXBOPIOBaHHS Ha TyOEpKyIb03, MOXKINBOCTEH
fforo 6€3KOMTOBHOT AiarHOCTHKY i JTiKyBaHHS. Y reomno-
TITUIHOMY KOHTEKCTi, BpaXOBYIOUM BHCOKY PEBAJCHTHICTh
Mpolecy Mirpamii Ta pu3uk akTUBHOTO TyOepKyIb03y, Mpo-
(inakTiaHe 00CTEXEHHS MIirpaHTiB TOBUHHI BUKOHYBAaTH 0OMIBI
CTOPOHHU: sIK IIpUIiMaroya KpaiHa Tak KpaiHa MOXOKEHHS.

Kuarouosi ciioBa: TyOepkynbo3, Mirpais, gpakropu pu-
3UKY.

OB30PHAS CTATHhA. MUT'PALINA KAK
COHNUAJIBHAA JETEPMUHAHTA 3HAYUTEJIBHOT'O
YPOBHA 3ABOJIEBAEMOCTHU TYBEPKYJIE30M
TPYAOBbIX MUT'PAHTOB

JILA. Tooopuko, B.I1. lllanosanos, 1. A. Cemanua,
E.B. JIechuk

Pe3tome. Ykpanna n Pecriy6nmka MonnoBa coo0maror o
BBICOKOM YPOBHE CBOMX TPYIOBBIX MUIPAHTOB B CTpaHax
EBpomneiickoro Coro3a 1 ypoBeHb 3a0071€Ba€MOCTH TyOepKy-
J€30M cpely HUX. B Mupe HacuuThIBacTCs OKOJO OLHOTO
MUJIJIMapaa MUTPAHTOB, JJs1 KOTOPBIX MPOLECC MUTPALIUU
saBiseTcs 3G PEeKTUBHBIM U OBICTPBHIM MHCTPYMEHTOM TIPEO-
JoNeHus OETHOCTH, M30eXKaHMsT BOCHHBIX KOH()IUKTOB 1 yITyd-
LIEHUS COCTOSTHUS JKU3HU CBOMX CEMEN.

TpynoBasg MUrpanus CYATAETCS NPEAOXPAHUTEIBHBIM
KJIAIAaHOM B MUPOBOi1 3koHOMUKe. C 1pyroil CTOPOHbI, MUT-
parus co3aeT cepbe3Hylo MpobiieMy, B YaCTHOCTH, OTHO-
CHTENBHO JTHAEMUOIOTIECKO# 6e30MacHOCTH. Y 3HaUMTETbHON
YacCTU MUIPAHTOB PUCK 3a00JIETh aKTUBHBIM TyOepKyJIe30M 1
TyOepKyJIe30M ¢ MHOXECTBEHHOM JICKapCTBEHHOMN YCTOM-
YUBOCTBIO KOPPEIUPYET ¢ (hakTopaMM COLMATHHOTO PUCKA
(HM3KHMit YpOBEHB JKM3HH, NIEPEHACETIEHHOCTh, OTPaHNIEHHBIN
JIOCTYII K MEIULIUHCKUM YCIIyram), SIMUJEeMUOJIOTMYECKUMH
prckamMu (MH(QEKIIMOHHBI KOHTAKT) U OMOJIOTUYECKUMHU 0CO-
OeHHOCTAMH (MOJOJ0# BO3pACT, MYXCKO# 1MOJ, BpeIHBIE
MPUBBIYKH, COIyTCTBYIOINE Ooe3Hn). [Iprdem coBOKYTHOCTh
(haxTOpOB pricka NMeET O0JIee BECOMOE 3HAUEHHE, YeM HATIHE
3HAYMMOT0, HO oJHOTO dakTopa. O630p AUTEpPATYPHI OBLT
MPOBEJICH COTTACHO aHANN3Y AOCTYIMHBIX WH(OPMAIIMOHHBIX
HCTOYHUKOB.

Ha cerognsimHuii n1eHb, HECMOTPSL HA BBICOKUE TEMIIBI
MUTpaIHY, caM (EHOMEH MUTpaLny Kak (akTop prcka pacn-
pocTpaHeHMs TyOepKyie3a Malo u3ydeH. MaccoBas Hele-
rajbHas SMUIpaLysl aBTOMaTU4ECKH ITPELYCMATPUBAET CHUKEHNE
3¢ eKTHBHOCTH MPOTUBOACHCTBHS TYOEPKYIe3y yUpekaeHHH
37paBOOXpaHEHHs M 00eCIeUeHNe YNAEMUAOTIOTHIECKOi 6e30-
MAacHOCTH OTHOCHUTEIBHO 00EMX CTOPOH - KaK CTpaH, KOTOpPbIE
MPUHUMAIOT MUTPAHTOB, TaK U CTPAH UX MPOUCXOKACHUS,
0COOEHHO C BBICOKMM OpEMEHEM aKTUBHOTO W MYIBbTH-
PE3UCTEHTHOTO TyOepKyie3a.

PenTreHonorndeckuii 1 MUMMYHOJIOIMYECKUI IPECKPUHUHT
MUTPAHTOB SIBJISIETCS AEHCTBEHHON MEPOU CHUXKEHUS yPOBHS
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3a00J1eBaeMOCTH TYOepKyne30M. BaxkHoii cocTaBmstoeii Takke
M0JIaraeTcs 0CBENOMJIEHHOCTh MUTPAHTOB HE TOJIBKO OTHO-
CUTEJIBHO CTaTyca MUTPAHTA, a U 3a00JICBaHUS TyOEPKYIE30M,
BO3MOJKHOCTEH ero OecIIaTHON AMarHOCTUKU U jcucHus. B
reonoJMTUYECKOM KOHTEKCTE, YUUTHIBAs BHICOKYIO pEBa-
JIGHTHOCTH MPOTIeCCa MUTPAITH U PUCK aKTUBHOTO TyOepKyIie3a,
npoduiakTuaeckoe 00cIeI0BaHNE MUTPAHTOB TOJKHBI BbI-
MOJIHAITH 00€ CTOPOHBI: Kak MPUHUMAIOLIas CTpaHa, Tak CTpaHa
MIPOUCXOXKIICHUSL.

KuaroueBsbie cioBa: TyOepkyne3, Murpanus, GakTops!
pHcKa.

Briciiee rocynapctseHHoe yueOHoe 3aBeeHHe
""ByKOBHHCKHUIA rocyAapcTBEeHHbIH MeIULIUHCKU
yHuBepcuTet', I. YUepHoBLbI;

TocynapcTBeHHbI YHUBepCUTET MeAULIMHBI M (papMaluu
umenu Huxonas Tecremunany

Clin. and experim. pathol.- 2015.- Vol 14, Ne2 (52).-P.261-266.
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