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COVID 19 :
Pandémie ou
Syndémie ?

Figure 1 The syndemic of COVID-19, non-communicable diseases
(NCDs) and the social determinants of health (adapted from Singer23 and
Dahlgren and Whitehead25 ).

idemiol Community Health: first published as 10.1136/jech-2020-214401 on

ce of social inequalities is
D-19 from Spain, the USA
hed by the Catalonian gove of COVID-19 infection is
eprived areas of the region
milarly, in preliminary USA
und area-level socio-spatial
s and positive test results in
increased risk of death
t disadvantaged counties.19
in COVID-19, data from
eople who are black, Asian
ed for 34.5% of 4873 critiriod ending April 16, 2020)
seen for viral pneumonia
4% of the population of
backgrounds. Even more
s in COVID-19 infections
various states and municihicago (in the period ending
9 deaths were among black
y rate for black Chicagoans
mpared to 8.2 per 100 000
1
There will likely be an
c inequalities, demonstratspects of disadvantage coa-

La Grippe espagnole

The incidence of influenza among persons of different economic status during the epidemic of
1918. 1931. Edgar Sydenstricker (1881–1936)

H1 N1

COVID 19 et
Précarité Sociale

m http://bmjopen.bmj.com/ on November 13, 2020 by guest. Protected by copyright.

Measuring geographical disparities in England at the time of
COVID 19 :
BMJ Open: first published as 10.1136/bmjopen-2020-039749 on 29

ty and
roup
onal
he
cial

of the onset of multimorbidities and the prevalence of
with the amount of death, and thus how well it identifies
long-term conditions.60 Deprivation also matters for the
high risk CCGs, while allowing space to be continuous by
higher usage of emergency care relative to elective care,
using the spatial information as weighting parameters.
30% of which is not explained by the different case-mix
The results indicate that our proposed Index of Vulner61
of conditions suffered by patients from a given area. In
ability performs noticeably better in identifying high risk
Results
using
a
composite
indicator
of
population vulnerability.
addition, recruitment of clinicians to deprived areas pres62
ents
challenges.BMJ,
NICODEMO,
2020.
In figure 3, we plot our Index of Vulnerability against
the Index of Multiple Deprivation (IMD) rank.63 We
show a positive correlation between the two indices. For
example, the North East of England shows high levels of
both vulnerability and deprivation. Calculating Moran’s
I local estimation local indicator of spatial association
(LISA)64 for both indices we detect a positive, although
weak (about 20%), statistically significant correlation
between the two local spatial indices. This shows that
there exists a moderate overlap between the clusters
detected by the two indices, which we argue indicates
that these indices present complementary evidence
rather than substitutable evidence. This is more evident
when we plot the two indices against the total mortality
rate in figure 4. While the Index of Vulnerability shows a
Figure 4 Correlation of Index of Multiple Deprivation (IMD)
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COVID-19 and Neighborhood Characteristics
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Importance d’un dépistage
précoce dans les populations
précaires +++

Introduction: The spread of Coronavirus Disease 2019 (COVID-19) across the
United States has highlighted the long-standing nationwide health inequalities with
socioeconomically challenged communities experiencing a higher burden of the disease.
We assessed the impact of neighborhood socioeconomic characteristics on the
COVID-19 prevalence across seven selected states (i.e., Arizona, Florida, Illinois,
Maryland, North Carolina, South Carolina, and Virginia).
Methods: We obtained cumulative COVID-19 cases reported at the neighborhood
aggregation level by Departments of Health in selected states on two dates
(May 3rd, 2020, and May 30th, 2020) and assessed the correlation between the
COVID-19 prevalence and neighborhood characteristics. We developed Area Deprivation
Index (ADI), a composite measure to rank neighborhoods by their socioeconomic
characteristics, using the 2018 US Census American Community Survey. The higher
ADI rank represented more disadvantaged neighborhoods.
Results: After controlling for age, gender, and the square mileage of each community we
FIGURE 1 | Change in the COVID-19 Prevalence and Correlation with ADI Over Time–Percentage of zip-codes with any COVID-19 cases (blue dotted line), COVID-19
identified Zip-codes with higher ADI (more disadvantaged neighborhoods) in Illinois and
prevalence (red dotted line), and the correlation between COVID-19 prevalence and ADI (black solid line) from April 20th to May 30th, 2020 across five selected states.
AZ, Arizona; FL, Florida; IL, Illinois; MD, Maryland; SC, South Carolina. Zip-code level data were not available for North Carolina and Virginia during this period to
Maryland had higher COVID-19 prevalence comparing to zip-codes across the country
perform longitudinal analysis.
and in the same state with lower ADI (less disadvantaged neighborhoods) using data on
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People on the move are part of the solution.

Policy Brief : Covid 19 and People and Move On
THREE CRISES IMPACTING PEOPLE ON THE MOVE
• Unsanitary and crowded living conditions (e.g. some refugee camps
have a population density that is 1,000 times that of surrounding host
communities.)

• Compromised access to health services
• Food insecurity (e.g. more than half of the world’s refugees and IDPs live
in countries and communities that feature high levels of food-insecurity.)

Health crisis

Protection crisis

Socio-economic crisis

• Curtailed access to asylum an (e.g. 99 countries

• Rising unemployment and loss of livelihoods

• Detention, forced returns and deportations
• Stranded migrants, family separation and human

• Decline in remittances (e.g. remittances will drop by a

are making no exceptions for admission of asylum
seekers at closed borders)

smuggling

(e.g. over half of the refugees surveyed by UNHCR in
Lebanon reported having lost their already meagre
livelihoods)
total of USD$109 Billion in 2020 due to COVID-19)
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resulting from COVID-19 among the 17 758 infected workers.
On 6 May 2020, none of these workers were hospitalised in
intensive care. However, the impact on mental health among the
workers should not be overlooked and needs to be addressed.
The number of cases will likely increase. Among the 3711
passengers and crew living in close proximity aboard the cruise
ship Diamond Princess, 712 persons (19.2%) were tested positive for SARS-CoV-2, even after quarantine and preventive
measures were implemented.9 In one dormitory of about 13 000
workers in Singapore, 1123 residents (8.6%) were infected as
of 17 April 2020, and by 6 May, this number increased to 2526
confirmed cases (19.4% infected residents).
Besides COVID-19, migrant workers in Singapore are at
higher risk than local residents for specific infectious diseases.
From 1990–2011, enteric fevers and tuberculosis cases have
increased in Singapore, which could possibly be due to greater
influx of migrant workers. Migrant workers accounted for half
of diagnosed cases of hepatitis E, and construction workers
were reported to be at higher risk of arboviral infections such as
dengue, Zika and chikungunya.10
Other settings that would also face similar issues would
include migrant and refugee camps,11 custodial facilities12 and
nursing homes,13 which could also give rise to potential clusters
of infected cases. These facilities will also pose infection risks to
employees in these locations.
Ideally, matters related to inadequate housing of vulnerable
migrant workers (and other similarly affected populations) need
to be addressed before a pandemic. As this is unfortunately not
the norm, these issues should not be disregarded but need to
be urgently and conscientiously managed and resolved during a

Migrant Worker et COVID 19, KOH D. Environ Med 2020.
Workplace
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into Community Cases (residents and employment pass holders
excluding work permit holders and dormitory residents), work

The national response
The national response was swift and comprehensive. A multi-

Occup Environ Med: first published as 10.1136/oemed-2020-106626

Figure 1 Number of new cases of confirmed COVID-19 in Singapore, 1 March–5 May 2020 [Source: Ministry of Health].

Table 2. Univariate and Multivariable Relationships Between
Independent Variables and Increasing County Severe Acute Respiratory
Syndrome Coronavirus 2 Case Counts, 1 June–30 June 2020

Clinical Infectious Diseases
MAJOR ARTICLE

Multivariable
OR (95% CI)

Metropolitan, >1 million population

Reference Reference

Metropolitan, 250 000–1 million
population

2.13 (1.45– 2.04 (1.37–
3.14)
3.05)

Metropolitan, <250 000 population

1.50 (1.01– 1.38 (.91–2.10)
2.22)

Nonmetropolitan

0.88 (.64–
1.22)

3.01 (1.29– 5.73 (1.69–
7.01)
19.45)

Ahmad Mourad,1, Nicholas A. Turner,2 Arthur W. Baker,2 Nwora Lance Okeke,2, Shanti Narayanasamy,2 Robert Rolfe,2 John J. Engemann,3 Gary M. Cox,2
and Jason E. Stout2

Hispanic ethnicity

2.16 (.72–
6.49)

1

Social Deprivation Index by quartile

Background. Understanding the epidemiology of severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) is essential
for public health control efforts. Social, demographic, and political characteristics at the United States (US) county level might be
associated with changes in SARS-CoV-2 case incidence.
Methods. We conducted a retrospective analysis of the relationship between the change in reported SARS-CoV-2 case counts at
the US county level during 1 June–30 June 2020 and social, demographic, and political characteristics of the county.
Results. Of 3142 US counties, 1023 were included in the analysis: 678 (66.3%) had increasing and 345 (33.7%) nonincreasing
SARS-CoV-2 case counts between 1 June and 30 June 2020. In bivariate analysis, counties with increasing case counts had a significantly higher Social Deprivation Index (median, 48 [interquartile range {IQR}, 24–72]) than counties with nonincreasing case
counts (median, 40 [IQR, 19–66]; P = .009). Counties with increasing case counts were significantly more likely to be metropolitan
areas of 250 000–1 million population (P < .001), to have a higher percentage of black residents (9% vs 6%; P = .013), and to have
voted for the Republican presidential candidate in 2016 by a ≥10-point margin (P = .044). In the multivariable model, metropolitan
areas of 250 000–1 million population, higher percentage of black residents, and a ≥10-point Republican victory were independently
associated with increasing case counts.
Conclusions. Increasing case counts of SARS-CoV-2 in the US during June 2020 were associated with a combination of
sociodemographic and political factors. Addressing social disadvantage and differential belief systems that may correspond with
political alignment will play a critical role in pandemic control.

<.001

0.70 (.49–1.10)

Black race

Department of Medicine, Duke University Medical Center, Durham, North Carolina, USA, 2Division of Infectious Diseases and International Health, Department of Medicine, Duke University
Medical Center, Durham, North Carolina, USA, and 3Raleigh Infectious Diseases Associates, Raleigh, North Carolina, USA

P
Value

Metropolitan designation

Downloaded from https://academic.oup.com/cid/advance-article/doi/10.1093/cid/ciaa1

Social Disadvantage, Politics, and Severe Acute Respiratory
Syndrome Coronavirus 2 Trends: A County-level Analysis
of United States Data

Sociodemographic Characteristic

Univariate
OR (95%
CI)

.005

3.75 (.93–15.11) .063

1–17

Reference Reference

>18–39

1.26 (.86–
1.84)

1.17 (.79–1.75)

.431

>40–59

1.31 (.89–
1.94)

1.02 (.66–1.57)

.933

>60–100

1.74 (1.20– 1.22 (.73–2.04)
2.51)

.456

Republican presidential candidate won
by ≥10 percentage points in 2016

1.31 (1.01– 1.80 (1.33–2.42) <.001
1.70)

Abbreviations: CI, confidence interval; OR, odds ratio.

participation (ie, populations that do not participate in voting
such as undocumented immigrants being disproportionately
affected [24]) and census classification within counties.
Furthermore, prior studies have shown that larger urban
areas were more likely to vote Democrat and that rural-urban
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Still admitted
Discharged alive from hospital
Died

Median length of hospital stay (IQR) — days§

13 (4.1)

49 (4.6)

210 (65.8)

784 (73.8)

96 (30.1)

230 (21.6)

7.0 (3.0–13.0)

6.0 (3.0–12.0)

Hospitalization and Mortality among
Black
* Plus–minus values are means ±SD. To convert the values for creatinine to micromoles per liter, multiply by 88.4. To
convert
the values for bilirubin to micromoles per liter, multiply by 17.1. IQR denotes interquartile range.
Patients and White Patients with
Covid-19

† Variables with missing data have a denominator shown.
‡ Shown
is the
Eboni G. Price-Haywood, M.D., M.P.H., Jeffrey Burton, Ph.D.,
Daniel
Fort,highest
Ph.D., level of hospital care received at any time during the hospital course.
§
Only
deceased
or discharged patients were used for calculations of length of hospital stay.
and Leonardo Seoane, M.D.
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Table 3. Odds Ratios for Hospitalization among 3481 Covid-19–Positive Patients.*
BACKGROUND

Many reports on coronavirus disease 2019 (Covid-19) haveVariable
highlighted age- and
sex-related differences in health outcomes. More information is needed about racial and ethnic differences in outcomes from Covid-19.
METHODS

Race: black vs. white

From the Ochsner Health Center for Out- Model 1
comes and Health Services Research
(E.G.P.-H., J.B., D.F.) and the University
of Queensland Ochsner Clinical School
(E.G.P.-H., L.S.) — both in New Orleans.
1.71 (1.46–1.99)
Address reprint requests to Dr. PriceHaywood at the Center for Outcomes
and Health Services Research, Academic
—
Center–2nd Fl., 1514 Jefferson Hwy.,
New Orleans, LA 70121, or at eboni
—
.pricehaywood@ochsner.org.

In this retrospective cohort study, we analyzed data from patients seen within an
Age,
in 5-yrMarch
units1 and
integrated-delivery health system (Ochsner Health) in Louisiana
between
April 11, 2020, who tested positive for severe acute respiratory
Sex: syndrome
female vs.coronamale
virus 2 (SARS-CoV-2, the virus that causes Covid-19) on qualitative polymerase-chainComorbidity
score
reaction assay. The Ochsner Health population is 31% blackCharlson
non-Hispanic
and 65% Index
This article was published on
2020, at NEJM.org.
white non-Hispanic. The primary outcomes were hospitalization
and in
in-hospital
Residence
low-income area: yes vs. no
death.
DOI: 10.1056/NEJMsa2011686
RESULTS

Insurance

May 27,

Model 2

Model 3

odds ratio (95% CI)
2.35 (1.97–2.80)

1.96 (1.62–2.37)

1.34 (1.30–1.37)

1.29 (1.25–1.33)

0.57 (0.49–0.66)

0.56 (0.48–0.65)

—

—

1.05 (1.00–1.10)

—

—

1.22 (1.04–1.43)

Copyright © 2020 Massachusetts Medical Society.

Medicare
vs.misscommercial
—
—
1.73 (1.39–2.14)
A total of 3626 patients tested positive, of whom 145 were excluded
(84 had
ing data on race or ethnic group, 9 were Hispanic, and 52 were Asian or of anMedicaid vs. commercial
—
—
1.65 (1.29–2.12)
other race or ethnic group). Of the 3481 Covid-19–positive patients included in our
Other
commercial
—
—
0.91 (0.70–1.20)
analyses, 60.0% were female, 70.4% were black non-Hispanic,
and vs.
29.6%
were
white non-Hispanic. Black patients had higher prevalences of obesity, diabetes,
Obesity: yes vs. no
—
—
1.43 (1.20–1.71)
hypertension, and chronic kidney disease than white patients. A total of 39.7% of
Covid-19–positive patients (1382 patients) were hospitalized, 76.9% of whom were
* Model
1 isscore
the unadjusted
race-only model; model 2 includes race with the additional covariates of age and sex; and
black. In multivariable analyses, black race, increasing age,
a higher
on the
model
3
includes
race
with
the additional covariates of age, sex, Charlson Comorbidity Index score, residence in a lowCharlson Comorbidity Index (indicating a greater burden of illness), public insurincome
area,
insurance
plan,
and obesity.
ance (Medicare or Medicaid), residence in a low-income area, and obesity were
associated with increased odds of hospital admission. Among the 326 patients
who died from Covid-19, 70.6% were black. In adjusted time-to-event analyses,
variables that were associated with higher in-hospital mortality
increasing
mately were
twice
the odds of hospital admission as Factors Associated with In-Hospital Death
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Dynamique de
l’épidémie
Effets des
conditions de vie
sur l’exposition au
virus
Réciproquement,
ceux de l’épidémie
sur les conditions
de vie.

Âge
18-24

1

1

1

1

1

1

1

1

TABLEAU 5. Facteurs associés aux indicateurs d’exposition potentielle au virus (densité, surpeuplement, travail uniquement à l’extérieur) et
25-34de la situation
1,53 (1,45-1,61)
1,42 (1,33-1,51) 1,43 (1,33-1,53) 1,80 (1,65-1,97) 0,91 (0,84-0,99) 1,12 (1,04-1,22) 1,42 (1,35-1,50) 1,33 (1,25-1,42)
à la dégradation
financière.
TABLEAU 5. Facteurs associés aux indicateurs d’exposition potentielle au virus (densité, surpeuplement, travail uniquement à l’extérieur) et
à la dégradation de la situation financière.
35-44
1,16 (1,10-1,22) 1,00 (0,94-1,07)

Commune très dense

Commune très dense
0,97 (0,92-1,02) 0,89 (0,84-0,95)

45-54
55-64
Sexe
Origine

Femme

Femme
1
Né français de
1 français 1
1
parents
Homme
à la naissance 0,99 (0,97-1,02)

Âge
18-24

1,95 (1,79-2,13)

Surpeuplement

Surpeuplement
0,76 (0,71-0,82) 0,99 (0,90-1,08)

0,93 (0,86-1,01)

1,15 (1,06-1,24)

1,50 (1,42-1,57)

Travail uniquement à

1,39 (1,31-1,48)

Dégradation situation

Travail uniquement à
situation
l’extérieur* Dégradation
financière
1,22 (1,13-1,32)
1,45 (1,34-1,56) 1,23 (1,17-1,30)
1,12 (1,05-1,20)
l’extérieur*
financière

Brut OR 0,81
OR
ajusté
ORBrut
Brut
ajusté
OR Brut OR Brut
ajusté
OR Brut
OR
OR Brut0,87OR
ajusté
OR(0,23-0,28)
OR
ajusté 1,39 (1,29-1,51)
OR
ORajusté
Brut
(0,83-0,91)
(0,76-0,86)
0,26
0,38OR
(0,34-0,43)
1,67 OR
(1,53-1,81)
0,69ajusté
(0,65-0,73)
0,66 (0,62-0,71)

Sexe

Homme

1,49 (1,40-1,60)

1

1

1 1
1
1,03 (1,00-1,07) 1,00 (0,95-1,04)

1

11
1,11 (1,05-1,16)

1

1

1

1

1
1 1
11
1
1
0,97 (0,94-1,01) 1,00 (0,97-1,04) 1,06 (1,03-1,09) 0,99 (0,96 1,03)

Âge 0,99 (0,97-1,02) 1,03 (1,00-1,07) 1,00 (0,95-1,04) 1,11 (1,05-1,16) 0,97 (0,94-1,01) 1,00 (0,97-1,04) 1,06 (1,03-1,09)
Né français
dans un DROM
18-24
1
1
1
1
1
1
1
1
de parents
1,17 (1,10-1,26) 1,27 (1,18-1,36) 2,59 (2,37-2,83) 2,13 (1,94-2,34) 1,22 (1,12-1,33) 1,12 (1,02-1,22) 1,05 (0,97-1,13) 0,93 (0,87-1,01)
français de
25-34
1,53 (1,45-1,61) 1,42 (1,33-1,51) 1,43 (1,33-1,53) 1,80 (1,65-1,97) 0,91 (0,84-0,99) 1,12 (1,04-1,22) 1,42 (1,35-1,50) 1,33 (1,25-1,42)
naissance

1

1

1

1

1

1

1

OR ajusté

1
0,99 (0,96 1,03)

1

25-34

Descendant
35-44
1,16 (1,10-1,22) 1,00 (0,94-1,07) 1,49 (1,40-1,60) 1,95 (1,79-2,13) 0,93 (0,86-1,01) 1,15 (1,06-1,24) 1,50 (1,42-1,57) 1,39 (1,31-1,48)
d’immigré
1,33 (1,25-1,42)
1,42 (1,33-1,52)1,43
1,24
(1,11-1,38) 1,28
(1,14-1,43)
0,89 (0,82-0,96)
0,83 (0,77-0,90)
1,14 (1,06-1,22) 1,42
1,13 (1,05-1,21)
1,53 (1,45-1,61)
1,42 (1,33-1,51)
(1,33-1,53)
1,80
(1,65-1,97)
0,91 (0,84-0,99)
1,12 (1,04-1,22)
(1,35-1,50)
Europe
45-54
0,97 (0,92-1,02) 0,89 (0,84-0,95) 0,76 (0,71-0,82) 0,99 (0,90-1,08) 1,22 (1,13-1,32) 1,45 (1,34-1,56) 1,23 (1,17-1,30) 1,12 (1,05-1,20)

1,33 (1,25-1,42)

35-44

1,16 Europe
(1,10-1,22)
1,00 (0,94-1,07)
(1,40-1,60)
1,95
(1,79-2,13)
0,93 (0,86-1,01)
1,15 (1,06-1,24)
(1,42-1,57)
Immigré
1,74(0,83-0,91)
(1,59-1,90)
1,88 (0,76-0,86)
(1,71-2,06)1,49
2,36
(2,09-2,66) 0,38
2,42
(2,13-2,75)
0,80
0,74
1,37
1,29
55-64
0,87
0,81
0,26
(0,23-0,28)
(0,34-0,43)
1,39 (0,71-0,90)
(1,29-1,51)
1,67(0,65-0,83)
(1,53-1,81)
0,69(1,25-1,51)
(0,65-0,73) 1,50
0,66(1,17-1,42)
(0,62-0,71)

1,39 (1,31-1,48)

Origine
Descendant
0,97 (0,92-1,02) 0,89 (0,84-0,95) 0,76 (0,71-0,82)
d’immigré hors 4,37 (4,09-4,66) 4,49 (4,20-4,80) 4,42 (4,11-4,75)
Né
français de
Europe
parents
1
1
55-64
0,87français
(0,83-0,91)
0,81 (0,76-0,86)
0,261 (0,23-0,28)
à la naissance
Immigré hors
5,19 (4,88-5,53) 6,17 (5,77-6,59) 7,27 (6,82-7,75)
Europe
Origine
Né français
dans
un DROM
Revenus
2018
de parents
1,17 (1,10-1,26) 1,27 (1,18-1,36) 2,59 (2,37-2,83)
Né français de français
de
Décile
0,73 (0,68-0,77)
0,67 (0,63-0,71)1 7,72 (6,94-8,59)
parents français
1 1
1
naissance

45-54

à la naissance

D2-D3
Descendant
d’immigré
D4-D5
Europe

0,99 (0,90-1,08)

1,22 (1,13-1,32)

1,45 (1,34-1,56)

1,23 (1,17-1,30)

1,12 (1,05-1,20)

10,38 (0,34-0,43)
1

1
1,39 (1,29-1,51)

1
1,67 (1,53-1,81)

1 (0,65-0,73)
0,69

0,66 (0,62-0,71)

3,03 (2,81-3,27)

0,74 (0,67-0,80)

0,78 (0,71-0,85)

1,40 (1,31-1,50)

1,18 (1,10-1,26)

4,97 (4,63-5,33)

0,91 (0,84-0,98)

0,82 (0,76-0,89)

1,71 (1,61-1,82)

2,13 (1,94-2,34)

1,22 (1,12-1,33)

1,12 (1,02-1,22)

1,05 (0,97-1,13)

4,90
1 (4,37-5,51)

1,73 (1,59-1,87)
1

1,15 (1,05-1,25)
1

2,63 (2,47-2,81)

12,18 (2,04-2,34)
2,03 (1,90-2,16)

0,58 (0,55-0,61)

0,61 (0,58-0,65)

6,27 (5,65-6,95)

4,42 (3,96-4,95)

1,96 (1,83-2,09)

1,30 (1,21-1,40)

2,40 (2,26-2,54)

1,33 (1,25-1,42)

1,42 (1,33-1,52)

1,24 (1,11-1,38)

1,28 (1,14-1,43)

0,89 (0,82-0,96)

0,83 (0,77-0,90)

1,14 (1,06-1,22)

1,28 (1,20-1,36)
0,93 (0,87-1,01)

1,13 (1,05-1,21)

Né français
0,44 (0,42-0,47) 0,53 (0,50-0,56) 3,34 (3,01-3,72) 2,76 (2,46-3,09) 1,88 (1,77-2,01) 1,31 (1,22-1,40) 1,79 (1,69-1,90) 1,56 (1,47-1,66)
dans un DROM
D6-D7
0,44(1,59-1,90)
(0,42-0,47)
0,52(1,71-2,06)
(0,49-0,55)2,59
2,18
(1,96-2,43) 2,42
1,93
(1,72-2,16)
1,59
1,19
1,43
1,29
de parents
1,17Europe
(1,10-1,26)
1,27 (1,18-1,36)
(2,37-2,83)
2,13
(1,94-2,34)
1,22 (1,12-1,33)
1,12 (1,02-1,22)
(0,97-1,13)
Immigré
1,74
1,88
2,36
(2,09-2,66)
(2,13-2,75)
0,80 (1,49-1,69)
(0,71-0,90)
0,74 (1,12-1,28)
(0,65-0,83)
1,37(1,35-1,52)
(1,25-1,51) 1,05
1,29(1,22-1,37)
(1,17-1,42)
français de
D8-D9
0,59 (0,57-0,62) 0,65 (0,62-0,68) 1,57 (1,41-1,75) 1,49 (1,33-1,66) 1,22 (1,14-1,29) 1,04 (0,98-1,11) 1,08 (1,03-1,15) 1,04 (0,98-1,10)
Descendant
naissance
Descendant

d’immigré hors
Décile 10
Europe

4,37 (4,09-4,66)
1

4,49 (4,20-4,80)
1

4,42 (4,11-4,75)
1

3,03 (2,81-3,27)
1

1

0,74 (0,67-0,80) 0,78 (0,71-0,85) 1,40 (1,31-1,50) 1,18 (1,10-1,26)
1
1
1
1

0,93 (0,87-1,01)

TABLEAU 5 (suite). Facteurs associés aux indicateurs d’exposition potentielle au virus (densité, surpeuplement, travail uniquement à l’extérieur) et à la dégradation de la situation financière.
Commune très dense
OR Brut

Surpeuplement

OR ajusté

OR Brut

OR ajusté

Travail uniquement à
l’extérieur*

Dégradation situation
financière

OR Brut

OR Brut

OR ajusté

OR ajusté

PCS
Agriculteurs,
indépendants
0,34 (0,32-0,37) 0,35 (0,32-0,37) 1,15 (1,04-1,28) 0,76 (0,68-0,85) 5,07 (4,72-5,44) 4,72 (4,39-5,08) 2,80 (2,63-2,98) 2,37 (2,22-2,53)
et
entrepreneurs
Cadres
supérieurs

1

1

1

1

1

1

1

1

Profession
0,50 (0,48-0,52) 0,55 (0,53-0,58) 1,06 (0,99-1,14) 0,86 (0,80-0,93) 2,49 (2,36-2,63) 2,38 (2,25-2,52) 1,07 (1,02-1,13) 0,96 (0,91-1,01)
intermédiaires
Employés de
bureau, vente
0,61 (0,57-0,64) 0,61 (0,58-0,65) 1,32 (1,22-1,44) 0,82 (0,75-0,90) 1,75 (1,63-1,87) 1,73 (1,61-1,86) 1,20 (1,13-1,27) 0,94 (0,88-1,00)
et service
qualifiés
Employés de
bureau, vente
0,44 (0,42-0,46) 0,49 (0,47-0,52) 1,46 (1,36-1,56) 1,01 (0,93-1,09) 3,69 (3,49-3,90) 3,31 (3,12-3,52) 1,25 (1,19-1,31) 1,03 (0,98-1,09)
et de service
non qualifiés
Ouvriers
qualifiés

0,32 (0,31-0,34) 0,32 (0,30-0,35) 1,63 (1,50-1,77) 0,93 (0,85-1,02) 2,66 (2,49-2,85) 2,45 (2,28-2,63) 1,90 (1,80-2,01) 1,50 (1,41-1,60)

Ouvriers non
qualifiés

0,32 (0,30-0,35) 0,29 (0,27-0,32) 2,20 (1,99-2,43) 1,05 (0,94-1,18) 3,53 (3,23-3,87) 3,33 (3,03-3,66) 1,72 (1,60-1,86) 1,20 (1,11-1,30)

N’a jamais
travaillé

0,62 (0,59-0,65) 0,57 (0,53-0,61) 1,98 (1,83-2,13) 1,19 (1,07-1,32) -

-

1,02 (0,96-1,09) 0,82 (0,76-0,88)

Effectifs

87 224

63 526

87 170

87 224

86 944

86 944

63 526

87170

69 cas
180 témoins
Hôpital Avicenne
TÉMOINS

CAS
OBJECTIF PRINCIPAL : Précarité sociale :

Facteur de risque de COVID 19 ?
IMPACT

Pathologies sous
jacentes

Offre en soin
territoriale

Littératie

Digitale
littératie

PODCAST : La Méthode Scientifique, France
culture, 3 juin 2020

Merci de votre attention

