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Learning Objectives:

By the end of this session, participants will be able to:

e Appreciate that im/migration is a structural and social determinant
of health

e Understand the strengths and limitations of the Immigration &
Refugee Citizenship Canada (IRCC) database housed at ICES

e Describe the uptake of COVID-19 vaccines among immigrants and
refugees in Ontario

e Describe the barriers, facilitators, and determinants of vaccine
uptake in migrant populations



Outline

* Canadian immigration policies, immigrant selection

* Current immigration system and trends

* Immigration as a Social Determinant of Health (SDOH)

* Distribution of SDOH among immigrants (Statistics Canada)

* Immigration Refugee Citizenship Canada database at ICES
* Data elements, data quality
e Guidance for anti-racist approaches to use of race, ethnicity, immigration data
e COVID-19 vaccine uptake among immigrants and refugees in Ontario

 Barriers, facilitators and determinants of vaccine uptake
* Importance of community engagement in vaccine uptake strategies



Recent-ish history of Immigration

“Immigration legislation is ultimately a reflection
of society’s beliefs and attitudes, revealing
Canada’s history of inclusion and exclusion

V4

— Canadian Museum of Immigration at Pier 21

Chinese Immigration Act, 1885

* Continuous Journey Regulation, 1908
Order-in-Council PC 1911

White Paper on Immigration, 1966
Order-in-Council PC 1967
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April 26, 1879 — “The Heathen Crimes in British Columbia”



1967: Shifting Immigration Needs

* More “objective” admissions process

* New point system, score in 9 categories: education/training, personal
character, occupational demand/skill, age, French/English etc

* Predecessor to points system used today for economic immigrants;
other inclusion/exclusion criteria characterize other pathways

* Immigration to Canada is highly structured/selective; primary
purpose is to fill economic needs, enhance prosperity



Chart 5
Distribution in percentage of the foreign-born population, by place of
birth, Canada, 1871 to 2011
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Permanent Resident (PR) Application Criteria

Three broad immigration categories:

* Economic immigrant — highly selected based on “points system”
(~60%/yr)

e Family class — sponsored by CDN family members (~30%/yr)

* Refugee — meets UN definition of refugee (~10%/yr);
e “vulnerable” based on UNHCR criteria (GARs, BVORs, some PSRs)
* have family in Canada (PSRs), often family members of GARs
e Refugee claimants (aka asylum-seekers) are unsponsored

* Can apply for Canadian citizenship if meet eligibility criteria



Immigration Medical Exam (IME)

All permanent residents must undergo an immigration medical
exam as part of their application.
3 possible reasons for inadmissibility based on IME:

e danger to public health;

* danger to public safety or;

 projected “excessive demand” of health or social services.

* Economic immigrants and most family class immigrants are
rejected if exceed “excessive demand” threshold

* Refugees & some family cannot be rejected based on
“excessive demand” (as of 2002)



Permanent Residents:
Health coverage eligibility ((&)one /IFHP)

* Economic and family class immigrants eligible 3 months after arrival

* Resettled refugees (GAR, PSR, BVOR) eligible for OHIP at arrival,
additional benefits coverage through Blue Cross for 15t year

* Refugee claimants become OHIP eligible after successful asylum claim
hearing (transition to PR, “protected person”).

* While awaiting hearing refugee claimants are eligible through IFHP
* Not possible to track health service use through IFHP at ICES

* Numerous barriers to accessing IFHP funded health services

 Chen YBetal (2018). “A Legacy of Confusion”: An Exploratory Study of Service Provision under
the Reinstated Interim Federal Health Program”. Refuge: Canada’s Journal on Refugees, 34(2),

94-102.



Temporary Residents

* Includes: temporary foreign workers (TFW),
international mobility program (IMP),
international students, refugee claimants

* OHIP eligible with valid work permit + fulltime
work = 6 months

e Cannot directly apply for Canadian citizenship
(need PR first, if possible)

 TFW (“unskilled”) have no/limited pathways to
permanent residency

* Exception: “caregiver” stream

* Many undocumented persons in Canada
initially enter as TR or PR; have not always
been without legal status

oo 4
Migrant workers make our agricultural industry
viable. Why do we treat them as disposable?

8y Maryth Yachnin
Chris Ramsaroop Contributors

Migrant farm workers do some of the most dangerous work in Ontario; this has
been especially true during the pandemic. Last year, 2,852 farm workers suffered
COVID-19 infections from their work, making them second only to health-care
professionals for COVID risk
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Recent Immigration Trends in Canada

 Permanent residents

e Was ~250,000/yr for many years
* Since ~2015 increased intake to 300,000

* Projected to accept >465,000 in the coming years pmp-= wee

* Temporary residents
* In 2021, ~900,000
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Poll #1

In which immigration category do
immigrants NOT have to undergo an
Immigration Medical Exam (IME)?

1. Economic Immigrants

2. All immigrants must undergo an I@
3. Refugeesa Iy class

immigrants, since they cannot be
rejected for admission based on
“excessive demand” determined by
the IME

4. No immigrants undergo an IME



WHO Conceptual Framework on SDOH

Immigration,
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Migration: A Social Determinant of the
Health of Migrants

International Organization for Migration (IOM)

Background Paper

In the framework of the
“Assizting Migrants and Communities (AMAC): Analysis of Social Determinants of Health
and Health Inequalities™ project
Co-fimded by the European Commission DG Health and Consumers® Health Programme
2006 and the Portuguese High Commissariat for Health
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iz Anna Basten
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IO Migration Health Department
(Geneva, Switzerland
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Immigration as a Social
Determinant of Health

Heide Castafieda,* Seth M. Holmes,**-*
Daniel S. Madrigal,” Maria-Elena DeTrinidad Young,*

Naomi Beyeler,” and James Quesada®
! Deparement of Anthropology, University of South Florida, Tampa, Florida 33620
email: heasaneda@ust odu

25chool of Public Health and ' Graduste Program in Medicsl Anthropology, University of
California, Berkeley, California 84720; email: sethmholmes@berkeley_edu,
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Keywords

immigration, immigrant health, migrant health, social determinants of
health

Abstract

Although immigration and immigrant populations have become increasingly
important foci in public health research and practice, a social determinants
of health approach has seldom been applied in this area. Global paterns of
morbidity and moreality follow inequities rooted in socieral, polineal, and
economic conditions produced and reproduced by social structures, policies,
and institutions. The lack of dialogue between these two profoundly related
phenomena—social determinants of health and immigration—has resulved
in missed opportunities for public health research, practice, and policy work.
In this arucle, we discuss primary frameworks used in recent public health
literature on the health of immigrant populations, note gaps in this litera-
ture, and argue for a broader examination of immigration as both socially
determined and a social determinant of health. We discuss priorivies for fo-
ture research and policy to understand more fully and respond appropriately
to the health of the populations affected by this global phenomenon.
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Integrating social epidemiology into immigrant health research: A cross-national

framework

Dolores Acevedo-Garcia®*, Emma V. Sanchez-Vaznaugh <, Edna A. Viruell-Fuentes9, Joanna Almeida®

Social Science & Medicine, 2012
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Fig. 1. Cross-national framework for research on immigrant health.




I*I Statistics ~ Statistique
Canada Canada

Statistics CanadaCensus 2021 Statistics CanadaCensus 2021
"Visible Minority" status of Immigrants "Visible Minority" status of Non-Immigrants _0.5%
: . 2.8% -0:5% 0.3%
® South Asian ® South Asian [ 19%:s:
‘ 247 Q9% 0.2%
. . 0.7%
® Chinese m Chinese
- 0.3%-0.2%
m Black m Black / _0.7%
= Filipino ® Filipino
30.7% white
m Arab m Arab

m Latin American m Latin American

® Southeast Asian m Southeast Asian

® West Asian » West Asian

» Korean 11:26; » Korean

» Japanese 0.4% » Japanese 88.6% white
Visible minority, n.i.e. 1.7% Visible minority, n.i.e.

Multiple visible minorities 3.1% Multiple visible minorities

Not a visible minority ' Not a visible minority

* 70% of immigrants in Canada are racialized (“visible minorities”) vs. 11% of non-immigrants
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Statisti Statisti
Bl 25as S5eid® Census (2016)

Language Used Most Often at Work (%)

by Sex and Immigration Category
® Non-Official language | ® One or both of E/F, non-official = English and French ™ French ™ English
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"Perceptions of Discrimination in Health
Services Experienced by Immigrant

Minorities in Ontario”
Pollock et al, 2015 — Welcoming Communities Initiative funded by CIC

* Very little research exploring how discrimination influences
newcomers relationships with HCPs/healthcare system

e Literature review — most discrimination is subtle

* Key informant interviews

* Interpersonal discrimination: denial of service based on language ability,
insurance type; discrimination based on accent, language etc

* |leads to not accessing services, changing HCPs, seeking HC and meds from other
countries, seeking alternative forms of HC, engaging in advocacy

 Systemic discrimination: lack of information about HC system, lack/underuse
of cultural interpreter services, immigration medical exams etc
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Statistics
Canada

Statistique

Canada  Census (2016)

Highest education (%) by Sex and Immigration Category
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Statistics
Canada

Statistique

Canada  Census (2016)

Difference in average income for Immigrants vs. Non-immigrants
within NOC categories by Sex
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Substantial Employer Discrimination

American Economic Journal: Economic Policy 3 (November 2011): 148-171
hitp:ffwwwacaweb orglarticles. php ?doi— 10 1257/pol 3.4. 148

Do Large Employers Treat Racial
Minorities More Fairly? An Analysis of
Canadian Field Experiment Data

Why Do Skilled Immigrants Struggle in the Labor Market?

A Field Experiment with Thirteen Thousand Resumes’

By PuiLir OreorouLos®

o

Thousands of randomly manipulated resumes were sent in response
to online job postings in Toronto to investigate why immigrants,
allowed in based on skill, struggle in the labor market. The study
finds substantial discrimination across a variety of occupations
towards applicants with foreign experience or those with Indian,
Pakistani, Chinese, and Greek names compared with English names.
Listing language fluency, multinational firm experience, education
from highly selective schools, or active extracurricular activities had
no diminishing effect. Recruiters justify this behavior based on lan-
guage skill concerns but fail to fully account for offsetting features
when listed. (JEL J15, 124, J61)

RUPA BANERJEE
Ted Rogers School of Management, Ryerson University, Toronto, Ontario

JEFFREY G. REITZ
R.F. Harney Program, Munk School of Global Affairs, University of Toronto, Toronto, Ontario

PHIL OREOPOULOS
Department of Economics, University of Toronto, Toronto, Ontario

Analysis of amended data from a large-scale Canadian employment audit study (Oreopoulos 2011) shows
substantial organization size differences in discrimination against skilled applicants with Asian (Chinese,
Indian, or Pakistani) names in the decision to call for an interview. In organizations with more than 500
employees, Asian-named applicants are 20 percent less likely to receive a callback; in smaller organiza-
tions, the disadvantage is nearly 40 percent. Large organizations may discriminate less frequently because
of more resources in recruitment and training, more human resources development, and greater experience
with diversity. Anonymized résumé review may allow organizations to test hiring procedures for dis-
crimination fairly inexpensively.

Keywords: audit [-;I:ud}f_. hiring discrimination. immicration. racial minorities. emnlover siee

© Canadian Public Policy / Analyse de politiques, March / mars 2018



Statistics ~ Statistique
I*I Canada Canada Cﬁus 2016

Natonal ccupatlonal Category mapped to
COVID exposure risk (VSE COVID Risk
Assessment)

Occupational COVID Exposure Risk Level (%) by Sex and Immigration Category
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Statistics
Canada

Statistique
Canada  Census (2016)
living alone
Household Type for Private Households (%) e e o utendloml peteons
® >=2 person non-census-family hshids
® multigenerational hshlds

by Sex and Immigration Category
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Poll #2

According to the literature review
conducted by Pollock et al (2015),
how do newcomers describe
discrimination experienced in
Canadian health care settings?

1. Overt

2. Newcomers did not experience
discrimination in health care
settings in Canada

3. Frequent

e




Immigration, Refugees and Citizenship
Canada Permanent Residents DB

* Permanent residents who intended to land in Ontario, 1985-
2017

* Immigrants arriving <1985 or migrating to Ontario from other
provinces before or after 1985 cannot identified

* Data elements collected during the immigration application
process — mostly entered by the IRCC, some by CBSA (successful
refugee claimants)

* Some data elements verified for economic principal applicants;
self-reported by principal applicant for other immigration
categories and by principal applicant for other family members



IRCC Data Elements + Data Quality

Immigration category (fine categories, some short-lived), roll up to common
categories

Family status (principal applicant, parent, child etc)
Educational qualification at arrival

Years of schooling at arrival

Official language ability at arrival

Mother tongue (hundreds)

Country of birth/country of citizenship (+ regional classifications)
* does not translate well to race/ethnicity categories
* Borders are man-made (socially constructed)

Year of Permanent Residency (“landing” date)
* +service use dates = duration of residence/length of stay,

National occupational classification — NOC
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EEF1%t_f:'gﬁf£ﬁﬁf;§§:§m and Decsion Making (2016) 16:135 BMC MEd [Call:gnfqrmatl]f End
eCision Viaking

Describing the linkages of the immigration, ® e
refugees and citizenship Canada

permanent resident data and vital statistics

death reqistry to Ontario’s administrative

health database

: - 1 g ' : 2 ' : ' 3
Maria Chiu’, Michael Lebenbaum’, Kelvin Lam®, Nelson Chong', Mahmoud Azimaee', Karey Iron”,
4 . - 1%
Doug Manuel” and Astrid Guttrann

* QOverall linkage rate between IRCC-PRD and RPDB was 86.4%
* 68.2% after at least 3 deterministic passes, 18.2% were linked

probabilistically
* Few systematic differences between unlinked and linked individuals
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New |IRCC Datall

A

* National file — can ID immigrants re-migrating to Ontario from other
provinces

* Includes temporary residents who transition to permanent residents

* Includes those who held temporary permits and did/could not remain
in Canada as permanent residents

* Includes arrivals up to September 2020

* Application identifier — all persons on a given immigration
application, family and extended family



Poll #3

Resettled refugees must wait 3
months before being eligible for
OHIP.

Resettled refugees are the

only group of immigrants
1. True eligible for OHIP when they

Q False> arrive.

3. Resettled refugees are not
eligible for OHIP.
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ICES Guidance for Anti-Racist Approaches
to Research and Analytics at ICES

* Acknowledges race and related data (ethnicity, mother tongue, country of
birth etc) are social constructs, have no biologic or genetic relevance

* Use data to illustrate impact of racism on health, advance health equity or
evaluate solutions to improve health

Goals:

1. Guide appropriate use of race and related data

Promote community-driven research

Sustain anti-racist research with meaningful community engagement

Develop community data governance

s Wi

Ensure accountability and transparency



Characteristics of COVID-19 vaccine recipients in Ontario by
immigration variables (Vaccination dates from 14DEC2020 to

08AUG2021)
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COVID-19 Vaccination status (Dec 2020-Aug 2021)
by Immigration Categories (1985-2017)

B Unvaccinated

[Governement Privately Blended Visa
Assisted Sponsored Office Referred
Refugee Refugee (N=2,167)
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Refugees
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Proportion (%)
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COVID-19 Vaccination Status (Dec 2020-Aug 2021) by

Recency of Immigration (1985-2017)

<10 yrs (n=97,318)

>10yrs (n=330,952) <10 yrs (n=407,416) >10yrs (n=1,527,873)

Refugees Non-refugee immigrant

B Unvaccinated ™1 dose = 2 doses
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COVID-19 Vaccination Status (Dec 2020 - Aug 2021) by Immigrant Region of Birth (arrivals 1985-2017)

MW Unvaccinated m 1 dose 2 doses

: 7.6
52
7.7
31.1
Central Africa Vestern Africa East Africa Southern Middle East  North Africa Central South America | Caribbean JNorth America | East Asia [ Aus & Oceanid Southeast Asia South Asia Eastern Europe other (n=9,884,687)
(n=10,684) (n=39,986) (n=72,330) Africa (n=226,466) (n=40,571) America (n=117,779) n=144,111) (n=49,739) (n=341,751) (n=6,682) (n=262,398) (n=595,801) Europe (n=172,793)
(n=11,369) (n=48,351) I (n=222,704)
Sub Saharan Africa N. Africa & Mid-East Americas Asia Europe Other Ontario

Residents

* Reports generated for Toronto, Ottawa, Peel & Hamilton PHUs

Team presented to immigrant-serving organizations working with Toronto Public
Health in Fall 2021

TPH held focus group discussions with agencies serving the Eastern European
population in Nov 2021 = winter 2022 re-analysis indicated improved uptake

36



&3 ICES IRCC contacts

Sujitha Ratnasingham, Director of Strategic Partnerships

* Manages partnership with IRCC
e sujitha.ratnasingham@ices.on.ca

Astrid Guttmann, Chief Science Officer

* Helps with partnership and scientific lead for IRCC data
e astrid.guttmann@ices.on.ca

Hong Lu, Associate Methodologist

 main contact for IRCC database
* hong.lu@ices.on.ca
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Vaccine Uptake among Migrants
Barriers, Facilitators & Dete

Available online at www.sciencedirect.com
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By refusing or delaying vacsination, uaccine hestant

and the pr jon, and

uttimately, elimination of communicable dsesses against
which safe and efiective vaccines are available. We reviewed
recent evidence of vactine hesitancy within migrant
communities in the context of increased human mobility and
widespread artidmmigrant sentiment and manifest
xenophobia. Among mery immigrant parents and families,
vaccine hesitancy is largely associsted with fears and
mizinformation about vaccine hams, limited knowledge of
both preventsble diseases and vaccines, distrust of host
countries’ health systems and their attendant intentions,
languags bamiers, and perceived incompatibility between
vaccine uptake and migrants' religion. Hesitancy tward
measles, influsnza, and human papillomavins vaccines are
mast discemible, and main migrant populstions involved
inciude Somalis and Poles.

Addresses
* Department of Heath Servioss, Urivemsity of Washinglon School of
Public Health, Seattis, WA, USA

? Degadrrent of Pspuug)- &md Human and Corerurity

g Souh AFa
3 Department of P:,um-,u rd Behavirsl Sceres, Sentle Griden's
Hosgital and University of Washinglen, Seatfa, WA, USA

“ Department of Healh Matics Scences, Uriversty of Washingion
Sohool of Madizine, Seatle. WA USA

* Departrment of ke eus Disaase Epidarriclogy, Lendon Sehael of
Hygune and Trapical Medscine, Landon, UK

“Cochrane South Afica, South Afécan Medical Resesarch Councl, Cape
Tewn, South Afica

7 Department of Giokal Heth, Stelerbosch University, Cape Town,
South Afica

7 Sehod of Public Hasith ared Farrily Madicina, University of Cape Town,
Cape Tewn, Seuth Aldca

Comesgonding auther:
Tankwanchi, Akhanaten Siankam jsbe tankwanchilgrmal com)

Current Opinion in Immunology 2021, T1:62-68
This review comes Fom a hamed ssue on Vaccines
Exfinc by Chardes S Wiysonge and Sara Cooper

Itps:fasod ong 101 0164001 2021 05.009
0B2-THSE 2021 Publshed by Blsevier Lid

)
(=

Introduction

In 2019 the World Health Organizad on (WHO) re ported
that measles, a disease for which a safe and effective
vaccine has been available for more than half a century,
had seen a 30% global increase in cases since 2016, and
severl counmies that were either measles-free or
approaching measles climination s@ius had ecorded a
resurgence of the highly contagious respiratry disease
[1,Z]. This worrying situation comes nearly a decade after
WHO Member States endorsed the Global Vaccine
Action Plan at the Waorld Health Assembly in May
2012, resolving to climinate measles in five of the six
WHO regions by the year 2020 [3]. The Decade of
Vaccines (2011-2020) has come and gone, and no
WHO region has achieved and maintained measles elim-
ination [4]. Evidence from systematic reviews suggests
stagnating and declining measles vaccination rates arc
due in part to vaccine hesitancy [5], broadly defined by
the WHO Stmtegic Advisory Group of Experts on Immu-
nization {SAGE) Warking Group on Vaccine Hesitaney as
the delay in acceprance orrefusal w vaccinate oneself or
others despite availabilicy of vaccination services [6]
Grounded in umors and misinformation about the safery
and effectiveness of vaccines [77], and digitlly enabled
by the internet and social media [5.9], the viral spread of
vaccine hesimney has been associaed with diminishing
public trust in science and in vaccination in muldple
countries [140, *]. WHO declared vaccine hesitancy
as one of the world’s wp 10 global health threats in
2019 [13), urging regular monitoring of vaccine sent-
menes at national and subnational levels o gauge
declining trust in vaccination and prioritize research
and interventdon in populations and subpopulations most
at-risk for hesitancy. This paper reviews recent evidence
of vaccine hesitancy among migrant populations.

Ourinterest in migrants is motivated veral factors, At
the 72nd World Health Assem blyof 2019, WHO prioritized
the healthof refugees andmigrants, recognizing that access
to healtheare services induding vaccination is more diffi-
cult for migrants and people on the mave [14,15]. Further,
human mobility is often linked t infectious disease trans-
mission [16]. Although vacdmation is oftcn required for
immigntion and refugee resemlement, many immigrant
communitics expericnee lower immunization raws and

* Given his rale as Guest Editor, Charles Shey Wivsonge, had na imvalvement in the peer-mview f this article and has no acoess to informatan
regarding its peer-review. Full respansibility far the editorial process for this article was delegated to Sara Caaper.
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Review

Defining the determinants of vaccine uptake and
undervaccination in migrant populations in Europe to
improve routine and COVID-19 vaccine uptake:

a systematic review

AllsonF @rawshaw, YosminFarah, Anna Deal, Kleran Rustage, Sally £ Hayward Jessic Carter, FelictyKnights, Lucy P Gddsmith,

Ines Ct Fatma warle, aj

Allce 5 Forstar,

Understanding why some migrants in Furope are at risk of underimmunisation and show lower vaccination uptake
for routine and COV1D-19 vaccines is critical if we are 1o address vaccination inequities and meet the goals of W HO's
new Immunisation Agenda 2030, We did a systematic review (PROSPERO: CRDM42020219214) exploring barriers and
facilitators of vaccine uptake (categorised using the 5As tavonomy: access. awareness, affordability, acceptance.

activation) and socodemographic determinants of undervaccination among migranis in the EU and European

Economic Area, the UK, and Switzerland. We searched MEDLINE, CINAHL, and PsycINFO from 2000 to 2021 for
primary research. with no restrictions on language. 5259 data sources were screened. with 67 studies included from
16 countries, Tepresenting 366529 migranis. We identified multiple access barriers—inchuding langmage., literacy,
and communication barriers, practical and legal barriers to accessing and delivering vaccination services, and service
ham:rs such as ]acl ul spmﬁc Qllﬂl:lluﬁ and knowledge of hulﬂ)—cm professionals—{or key vaccines including

Lot . human

. influenza, polio, and COVID-19

vaccines. A(ocpmoc hmu's weTe moslly reported in eastern European and Muslim migrants for human

papillomavirus, measles, and influenza vaccines. We identified 23 significant determinants of undervaccination in *

migrants (p<0-05), including African origin, recent migration, and being a refugee ot asylum secker. We did not
identify a strong overall association with gender or age. Tailored vaccination messaging, communily sutreach, and
behavioural nudges facilitated uptake. Migrants® barriers 1o accessing health care are already well documented. md Pt

this Review confirms their role in limiting vaccine uptake. These findings hold
high-income countries, including for COVID-19, and suggest that tailored, culturally
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and health system strengthening

are ue:d.nd to address access and acceptance harriers ko vaccination in migrants and create spportunities and pathways

for offering catch-up vaccinations o migrants,

Introduction

Some migrent populstions (defined s foreign-bom
individuals) are known ww be ar risk of under-
fmmunisztion' end have been involved in recent
outbreaks of vaccine-prevenizble diseases in the EU and
Furopean Economic Area (EEA)* The severe health
inequities exposed by the COVID9 pendemics?
including barriers o accessing vaccination services,”
have highlighted the need for novel strategies to improve
engagement with underimmunised groups, address
barriers 10 COVID-9 vaccine upizke, and fcilie
countries in meeting their vaccination targets, relieving
their health systems, and recpening their economies. ™
Emerging evidence shows lower COVID-19 vaccine
uptake in some migrant and ethnic minority populations,
groups which have been disproportionately affected
by the disease’™ Adolescent and adult migrants
might be particularly at risk of underimmmunisation
for Toutine vaccinations and exchuded from initiatives
to promote cawch-up vaccination on arrival in some
Furopean countries. Migrants also face well documented
barriers to accessing health care™ but it i unclear to
what extent this impacts on their ability o access
vaccination services or how cultural, personal, and

weuows Sheiaret comjinfection. Vol 22 September 2071

langnage harriers also influence vaccine uptake.® Despite
known gaps in uptake, there is limited research exploring
these facinrs and how levels of vaccination coverage and
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uptake vary within and between migrant ulations.

International migrants are a diverse group, induding
refiigees, asyhum seekers, iregular migrants, international
students, and labour migranis, with varying social
determinants of health and ressons for migration.
Understanding the factors that influence low vacdnation
coverage and upzke in some migrants and id.cmiﬁ-in;
which subpopulations specifically are affecied are critical
to driving improvernents in vaccination programmes and
national vaccination strategies, including in the immediate
term for COVID-19. It abso suppons key objectives of
WHO's new Immunisation Agenda 2030 [LA2030/* o
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improve vaccine coverage for vac ke diseases,
achieve equishle acress for vilnershle populations.
and integrte vaccination throughout the lifecourse,
induding a focus on catching-up older migrants with
missed vaccines or doses” A present, inconsistent use of
terminalogy complicates the discourse around vacdnation
{and migrant health more generally} and might contribute
to the design of interventions that fail 10 account for the
fuall renge of reasons for suboptimal vaccination. ™ Several
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engagement matters more than ever

Eremh

Published Online
Decernber 10, 2030
Doiips:hdol om0 1016/

SO140-673

608

The announcement of effective and safe vaccines
for COVID-19 has been greeted with enthusiasm.
Discussions continue about the ethical challenges
of ensuring fair access to COVID-19 vaccines within
and across countries, and which groups should be
pricritised * There are concerns about equity in accass
to COVID-19 vaccines. Estimates as of Dec 2, 2020,
suggest direct purchase agreements have allowed high-
income countries to secure nearly 4 billion confirmed
COVID-19 vacdne doses, compared with 27 billion
sacured by upper and lower middle-income countries *
Without such agreements, kow-income countries would
probably have ta rely on COVAX, which would achieve
only 20% vaccination coverage 3 States such as the UK,
Russia, and Germamy have promised or begun rapid
access to vaccines, some early this month ¢

While COVID-19 vacdnes bring potential hope for
a return to some kind of normality, vaccine-based
protection is contingent on  sufficient population
coverage and requires effective governance. organisa-
tional, and logistical measures within a wider COVID-19
control strateqy that includes continued surveillance
and appropriate countermeasures® In this new phase
of the COVID-19 response, successful vaccine roll-out
will anly be achieved by ensuring effective community
engagement building local vaccine acceptability and
confidence, and overcoming cultural, socioeconomic,
and political barriers* that lead to mistrust and hinder
uptake of vaccines.

From the ouwtset it is important to distinguish
between peaple wholly opposed to vaccination (anti-
vaxxers) and individuals with limited or inaccurate
health information or who have genuine concerns and
questions about any given vaccine, its safety. and the

extent to whi

it is being deployed in their interests
before accepting it (vaccine hesitancy)” In conflating
and problematising the spectrum of those who do not
accept vaccination, authorities might further erode
trust and confidence, thereby exacerbating rather than
resolving the factors underying waccine hesitancy.
COVID-19 wvaccines arrive as the social contract
between some governments and their populations is
being eroded" and when many people. espedially those
in vulnerable groups, have little confidence that their
government will protect them. In the UK, for example,
a parliamentary report highlighted that more than
60% of Black people do not believe that their health is
protected by the Mational Health Service to the same
extent as White people *

Globally. the COVID-19 pandemic has further mar-
ginalised historically oppressed and excluded groups,
including people with disabilities and growing num-
bers living in precarity.”® These groups have suffered
disproportionate economic and health consequences,
and have been largely excluded from social protection
and resources needed to minimise their contracting
the virus. The widespread impacts of the pandemic
have dlluminated the structural violence embedded
in society.” Mow these communities are being asked
to trust the same structures that have contributed to
their experiences of discrimination, abwse, trawma,
and marginalisation in order to access vaccines and to
benefit the wider population.

Given such realities, it is instructive to reflect on the
complex history of mass dreg administration (MDA)
and wvertical immunisation programmes globally which
remind us that there are no magic bullets. For example,
Sudar's Blue Nile Health Project (1980-90), a programme

wew thelancet com Vol 307 january 2, 2021
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Determinants of Vaccine Uptake

(Crawshaw et al, 2022)

Significant association with undervaccination?

Number of studies
finding a significant
association/number of
studies investigating
the determinant

Individual characteristics

Geographical origin:?62- 24595054 62707173 8188586878593 African region

(Africa, 7% syb-Saharan Africa,**"*">" north Africa,”*™ Morocco, ™%
Eritrea,’® Suriname,” Somalia®); European region (eastern Europe,?77%
central and eastern Europe,” Europe,* western Europe,” Turkey®*7#); eastern
Mediterranean and Middle Eastern region (eastern Mediterranean,*

Middle East,” Syria,* Iraq,**"* Afghanistan,”®* Iran*’); Asian region

(Asia, %52 mid or eastern Asia,” western Asia,”); Americas (central or
SOUth Americaf&ﬁ AmericasTlS-E); Other*SG'TI'TS'ESLS4'8:90'9L93

Having recently migrated to the host country3-34s48788284
Being less acculturated to the host country®
Gender or SEx:27‘.4—‘-.45.47‘.43.50.?8,8!,33,94 be| ng -Female;s'ls-‘i being male?&s-‘i

Age (OI' b“-th year or b|rth COhOrt)2:31_3144'45'48'SI:I'RTS'SI:I'SZS‘L88'91'94

Being a refugee or asylum seeker=**

Income (household or disposable):*+*#& hayving higher income;*** having
lower income®

Not having accessed health care/GP in past 12 months**

Not havina private health insurance**

Studies finding a significant
association: 16,3131 45.47.50.54.62.70.7173-77.81.84 86,87 85-03
r

not finding a significant association®

studies

Studies finding a significant association;* 374428
studies not finding a significant association®+*

Studies finding a significant association®

Studies finding a significant association;*7#3¢
studies not finding a significant
aSsociationl"ﬁ“—‘l.-ii-ﬁ.:tsﬁlﬂ

Studies finding a significant association;
rRaisnnasstydies not finding a significant
a Ssociati0n313 24578828488

Studies finding a significant association;**studies
not finding a significant association®

Studies finding a significant association*+*#%

Studies finding a significant association***

Studies findina a sianificant association**

25/26

517

171

3/10

9/16

23

4/4

2/2
212
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Barriers and Facilitators To Vaccine

(Crawshaw et al, 2022)

Panel 2: What are the barriers to and facilitators of vaccine uptake in migrants?

Access

A

+ Language, literacy, and communication
L 2 [ it’rigﬁﬂﬂaGﬁiiiB-&O&aﬁiﬁi

» Resource and capacity constraints®#-47s258.6165
+ Practical barriers? 44244454259

- legal barriers®+

Facilitators
« Health promotion and awareness®>*—eg, health educational
programmes, being aware of benefits of vaccination

Acceptance
D

« Trust in the provider, system, or State**®

Affordability
Barriers

9o

« Distrust of health system or authorities; sense of alienation
and disempowerment®3*335+¢
S

«  Specific provider-level barriers*#44:5860¢2__aq health
professionals lacking specific knowledge of migrant
entitlements or catch-up vaccination guidelines, missed
opportunities to vaccinate

Facilitators

» Social integration***#4% __eg, engaging with health or
vaccination system, having citizenship

« Service coordination, orqzlnisation, and infra_structure’m“

-_Worries about vaccine safety and side-effects=+ 20655054

» Cultural, religious, and social barriers**¥4545%__eq, stigma
around specific vaccines, vaccination unfashionable in homé
country

D;ICLL LUOLS
+ Indirect costs®*—eg, cost of travelling to vaccination
appointment

Culturally competent and migrant-sensitive
29,34,38,41,53,59,60,63

care

—eg, inclusive services and policies,
gesspoints

« Distrust of health system or authorities, sense of alienation
and disempowerment®34>5529

+ Misinformation or lack of information?336s5s%0

« Low perception of risk of disease or importance of
Vacc"nationﬂ,Eﬂ,Ezdz,SEfﬁﬂ,ﬁd

= Vaccination not physician-recommended

Facilitators
+ Positive perceptions of vaccination®*¥3#¢
- Positive social norms**%#**—eg normalisation of vaccination

I- Tailored INTormation sources: > I

. vaccnation policy "—eg, policy to vaccinate in absence of

vaccination card
I- Trust in the provider, system, or State** I

+ Tailored approaches, information, and messaging***—eg,
emphasising that human papillomavirus vaccine prevents

cervical cancer, rather than a sexuvally transmitted infection

«  Access to credible information sources¥*"*

Activation

Rarriore

- L

Facilitators
+  Cost offsetting3%*#4%_gg, free vaccination,

Convenience®*—eg, walk-in clinics rather than pre-booked

appointments, flexible appointments

Uptake

Activation
Barriers
+ Lack of information or practical support from health-care

professToTaisTriTerTtesTe

Blanket approaches®—eg, vaccination reminders sent via letter

Facilitators

.

» Catch-up vaccination initiatives***—eg, on-arrival health
screening and vaccination for asylum seekers, mass
vaccination campaigns

+ Mandates**—eg, mandatory workplace vaccination

+ Provider recommendation®

- Health promotion and education®

Awareness

Barriers

« Lack of knowledge about disease or need for
Vacc‘lnatiOn&2&3&135.37.3&42.41454&5L5455J5&60J64

+ Lack of knowledge about entitlement to vaccination®**

= Personal health stewardship*®**—eg, knowing own medical
and vaccination history

+ Misinformation or lack of information®****—eg, about
the vaccine or its availability

+ Culturally tailored and community-based
interventions®#*—eg, face-to-face communication,
personalised reminders, community advocates

Other
Barriers
- lack of vaccination documentation or record#-4%

Facilitators
+ Not applicable
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Community-Based Participatory Approaches

Toronto

 LocaL:wews |
20 townhalls later, here's how Toronto's Black Punjabi Community Health Services providing

scientists’ task force reduced vaccine hesitancy human connection through mobile COVID-19

vaccination clinics

Partnership with Peel Region brings nearly 1,000 needles to arms over two-day span

BRAMPTON

New report explores frustrations, concerns of Black Torontonians through pandemic ardian.

By Alexandra Heck Reporter

& Wed., May5,2021 | &2 min. read ! Set Brampton as My Local news
by " b

Kate McGillivray - CBC News - Posted: Jun 15, 2021 5:00 AM ET | Last Updated: June 15, 2021

Toronto Latin-American COVID Task Force Calls for

The behind-the-scenes, back-alley push to get Paid Sick Days and Easy Access to Testing and
Toronto's Chinatown vaccinated against COVID-19 Vaccination for the Community

~ /s The Latin-American Canadian communities in the Greater Toronto Area (GTA), among other racialized
f ¥ = & In communities, have been disproportionally impacted by the COVID-19 Pandemic. To support these communities,
a group of Spanish speaking health care professionals, including primary care providers, front line workers and
health care administrators have been working together for over six months on the Latin-American COVID Task
Volunteers make sure Chinatown doesn't get left behind in push to get vaccines into Force.

arms

Samantha Beattie - CBC News - Posted: Jun 07, 2021 4:00 AM ET | Last Updated: June 7, 2021
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Summary

IME exclusions) - a structural determinant of health

* |t is critical that we integrate a social determinants of health perspective into
immigrant health research

* Statistics Canada census data analysis: immigration categories (& their differential
selection criteria) are associated with several structural/social determinants of

health

* Linked data at ICES demonstrate that immigrants from many regions of birth were
less likely to be double vaccinated than other Ontario residents

* Immigrants experience complex barriers to vaccine uptake (e.g., transnational
social ties, distrust in healthcare system and providers)

« Community engagement/participation is critical to overcome complex and
nuanced barriers to vaccination experienced by immigrants

* The CDN immi%ration process is highly selective (across categories for SDOH +
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‘:?’ UNIVERSITY OF TORONTO

THANK YOU!

Questions? Comments?

susitha.wanigaratne@sickkids.ca
y @susithawanigar
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