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Keywords: Mobility patterns in South Asia are complex, defined by temporary and circular migration of low waged

Precarity labourers within and across national borders. They move, live and work in conditions that expose them to

Migration numerous hazards and health risks that result in chronic ailments and physical and mental health problems. Yet,

Health . . . . . . . R . .

South Asia public policies and discourses either ignore migrants’ health needs or tend to pathologise them, framing them as

Intersectionality carriers of diseases. Their structural neglect was exposed by the ongoing pandemic crisis. In this paper, we take

Covid-19 stock of the evidence on the health of low-wage migrants in South Asia and examine how their health is linked to

Pandemic their social, political and work lives. The paper derives from a larger body of work on migration and health in
South Asia and draws specifically on content analysis and scoping review of literature retrieved through Scopus
from 2000 to 2021 on health of low-income migrants. Utilising the lens of precarity and building on previous
applications, we identify four dimensions of precarity and examine how these influence health: i) Work-based,
concerned with hazardous and disempowering work conditions, ii) Social position-based, pertaining to the social
stratification and intersecting oppressions faced by migrants, iii) Status-based, derived from vulnerabilities arising
from the mobile and transient nature of their lives and livelihoods, and iv) Governmentality-based, relating to the
formal policies and informal procedures of governance that disenfranchise migrants. We illustrate how these
collectively produce distinct yet interrelated and interlocking oppressive states of insecurity, disesmpowerment,
dispossession, exclusion, and disposability that define health outcomes, health-seeking pathways, and lock mi-
grants in a continuing cycle of precarity, impoverishment and ill-health.

Introduction and bodies of disease and stigma” [(Ahamded, 2020), p.124].

The framing of migrants as disease-carriers is not new. Pathologising

COVID-19 unfolded a humanitarian tragedy globally, placing a
disproportionate burden on mobile populations. The effect of the
pandemic was particularly stark in resource-poor contexts in South Asia,
where the ban on movement within countries, closure of inter-state and
international borders and suspension of transport at short notice left
millions stranded and starving (Kapilashrami et al., 2020a; Shome,
2021). The adverse socio-economic and health impacts of the pandemic
on low-waged migrants is now well documented (Kapilashrami et al.,
2020a; Shome, 2021; Ahamded, 2020; John and Kapilashrami, 2020;
Sharma et al., 2021; Samaddhar, 2020). However, in the absence of
social security and presence of coercive public health measures, mi-
grants at once became “subjects of charity, objects of (mis)governance
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migrants has been central to public policy discourses (e.g. as high-risk
and bridge populations identified as target groups for HIV/AIDS and
TB interventions), migration health scholarship (with disproportionate
focus on infectious diseases) as well as media discourses (John and
Kapilashrami, 2020). To this end, the pandemic merely intensified
existing stereotypes of migrants as vectors, reducing them to biological
bodies bereft of human meaning. However, the pandemic was distinc-
tive in turning the public gaze to the precarity in migrants’ daily lives in
South Asian countries (Kapilashrami et al., 2020a; Shome, 2021;
Ahamded, 2020; John and Kapilashrami, 2020; Sharma et al., 2021;
Samaddhar, 2020).

Judith Butler explains precarity as denoting a “politically induced
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condition in which certain populations suffer from failing social and
economic networks of support and become differentially exposed to
injury, violence and death” [(Butler, 2009), p.25]. While the concept of
precarity has received growing attention in recent decades, its rela-
tionship with health and application to identify the pathways through
which states of ill health are produced is an unchartered terrain. Further,
the concept has been historically studied in relation to insecure labour
conditions and relationships, and the accompanying “social positioning
of insecurity and hierarchization” [(Puar, 2012), p.165] these create.
This focus on labour conditions, and thereby the migrant ‘labour’ or
‘worker’ overlooks the dimensions of precarity associated with the
socio-economic, cultural and political lives of migrants (e.g. their
interface with or exclusion from public health and other systems, policy
and programmes, everyday violence outside their workspace including
abuse from public authorities or local residents).

This paper addresses these gaps in the context of the complex pat-
terns of mobility that South Asia characterises. Specifically, we take
stock of the regional evidence on the health of low-wage migrants in
South Asia and their underlying determinants, in the process identifying
how these relate to the different aspects of precariousness and margin-
ality that defines the economic, political and social lives of low-income
migrants.

South Asia has a long history of rural-urban migration and forced
displacement from conflicts, persecution, disasters and the failures of
neoliberal economic development projects. In 2019 alone, the region
reported 498,000 new Internally Displaced Populations (IDP) fleeing
conflicts and violence (Internal Displacement Monitoring Centre, 2020).
The region also hosts one of the highest refugee populations in the
world. Mobility patterns in South Asia are however defined primarily by
temporary migration of low-wage, low-skilled migrant labourers within
national borders (inter-state as well as rural-urban intra-state) and cir-
cular migration across borders in the region, brokered by middlemen
and recruitment agencies (World Bank, 2020). South Asian economies
benefit extensively from migrants’ labour. Around 10% of India’s Gross
domestic product (GDP) comes from an estimated 100 million-strong
internal migrant workforce (Deshingkar, 2020), who form the back-
bone of various sectors, including construction, domestic work, agri-
culture, garment, mining, amongst others. South Asians, who constitute
the largest expatriate population in the Gulf Cooperation Council (GCC)
countries, also contribute significantly to their home economies through
remittances — in Nepal, this constitutes 30% of the country’s GDP, while
in Pakistan and Bangladesh, these figures stand at 7.9% and 5.8%
respectively (World Bank, 2020). In spite of their contribution,
low-wage migrant workers in South Asia frequently find themselves
caught in a cycle of precarity that spans contexts of destination and
origin; both characterised by poverty, informality and insecurity of work
(John and Kapilashrami, 2020; Piper et al., 2017).

Method

This study is part of a larger body of work undertaken to examine the
volume, scope, nature and trends in migration health research in South
Asia undertaken by the research team of the Migration Health South
Asia (MiHSA) network. Following a joint workshop on bibliometric
analysis organised by MiHSA, MHADRI network and UN-IOM in Manila
with a group of international and regional migration health experts, a
bibliometric analysis was conducted focusing on migrants within the
South Asia region and in the Gulf Cooperation Council (GCC), which
hosts 15 million migrants from South Asia. This bibliometric analysis
utilised the Scopus database to identify all studies examining migrants’
health from 2000 up to 2020, with a total of 1335 results. The research
team retrieved the documents using the search words “health”, “well-
ness” and “well-being” along with several migrant categories (“stateless
people” OR “refugee” OR “asylum” OR “international student”) and
geographical location (“Afghanistan” OR “Bangladesh” OR “India” OR
“Nepal” OR “Pakistan” OR “Sri Lanka” OR “Gulf Cooperation Council
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(GCC)” OR “Kuwait” OR “U.A.E” OR “Bahrain” OR “Singapore”). The
methodology and findings on the bibliometric analysis are detailed in a
forthcoming paper from the research team.

For the purpose of this study, we excluded studies on international
students, migration of healthcare workers, non-South Asian immigrants
in the region, South Asian emigrants in countries outside the
geographical locations mentioned above, literature not directly linked to
migrants’ health and well-being (for example, studies on migration and
medical tourism, climate-related migration patterns, impact of migra-
tion on resources, migrant economy and improved tools and instruments
for conducting research on migrants). After applying the exclusion
criteria, 486 articles were found relevant. We extended the scope of the
review by undertaking a further search and review of literature in 2020-
2021 using the same search words on Scopus used in the bibliometric
analysis. We had 76 retrievals, with a majority of this literature focused
on the impact of COVID-19 on the health, well-being and healthcare
access of migrants. We excluded 37 studies as they didn’t meet our in-
clusion criteria, leaving in total 523 papers for inclusion.

In the retrieved papers, we undertook content analysis to identify key
health domains covered, and conducted a scoping review (Munn and
Stern, 2018) of a sub-set of literature on healthcare access and social
determinants of health. In synthesising this body of evidence, we iden-
tified four broad and overlapping themes related to work, social in-
equities and structural conditions, migrant status, and governmentality,
which we use to refer to restrictive laws or poor implementation of
existing legislative measures to protect migrants. These themes build on
earlier frameworks on precarity, which we adapt and extend for the
purpose of this article. For instance, Verna Viajar (Viajar, 2017), in her
study of migrant domestic workers in Malaysia, explores three di-
mensions of precarity — the devaluation of their work (work-based
precarity) which reproduces the productive-reproductive and
formal-informal labour dichotomies; deportability of migrants (status--
based precarity); and the specific political economic context of Malaysia,
including non-recognition of domestic work that prevents workers from
enjoying labour rights (national-based precarity).

We extend this analysis to examine precarity not only in relation to
labour conditions, but also with respect to the wider social and economic
lives of migrants and refugees in South Asia, and their health. Using the
lens of precarity, we examine the health status and healthcare access of
low-income migrants, including IDP and refugees in the region.

Findings

Five health domains were identified in the literature retrieved. In-
fectious diseases represented the largest proportion of studies (n = 137/
523) followed by psychosocial and mental health (n = 117/523), non-
communicable diseases (n = 106/523), maternal and reproductive
health (n = 92/523), and access to healthcare and wider determinants
(n = 71/523)). For the purpose of this paper, we further examined the
evidence on the determinants (and pathways) of poor healthcare access
and outcomes. Of the 71 articles, we excluded five as they were either
reflections from the field or were not specific to migrants’ health status
or access to healthcare. In total, we reviewed 66 articles — of this a
majority were primary research (n = 44/66), followed by systematic or
scoping reviews (n = 12/66) and commentaries (n = 10/66) especially
on the impact of covid-19.

Most of the studies were situated in India (n = 41/66) (See
Table 1.1), followed by Bangladesh (n = 9/66), and GCC countries (n =
4/66), which see a high footfall of migrants from South Asia. Three of
the studies covered multiple countries within the region or had at least
one of the study sites based in South Asia. A majority (70%) of the
scholarship was on internal migrants, with 46 of the 66 papers focused
on this group. While analysing this body of evidence, we identified four
broad and overlapping themes related to: work (n = 27), social in-
equities experienced by migrants (24), migrant status (19), and gov-
ernmentality (9), which we use to refer to restrictive laws or poor
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Table 1.1

Total studies reviewed 66

Type of Article

Primary research (Quantitative & Qualitative) 44
Reviews 12
Commentary including on impacts of covid-19 10
Study Location

India 41
Bangladesh 9
GCC (U.A.E, Qatar) 4
Pakistan 3
Nepal 4
Sri Lanka 2
Multiple countries 3

Migrant Categories

Internal labour migrants 46
Cross-border migrants 13
Refugees 9

implementation of existing legislative measures to protect migrants.
We now describe these themes, their characteristics, and the evi-
dence on their influence on migrants health.

Work-based precarity and migrants’ health

The nature of work, terms of employment and contractual relations,
and associated conditions emerged as a prominent determinant of mi-
grants’ health. Low-income migrants in South Asia inhabit the large
informal economy that accounts for nearly 80% of total employment in
the region (International Labour Organisation, 2018). The informal
sector comprises a diversified set of economic activities and jobs —
construction, scavenging, factory work on piece rates, vending, domestic
work - that remain unregulated and thereby associated with sub-optimal
and often hazardous conditions of work, including, for instance, pro-
tracted exposure to wastes (Malik et al., 2020; Masood et al., 2014), and
poor safety standards and security. Migrants’ work is thus often marked
by uncertainty, restrictive conditions, poor remuneration leading to
increased exploitation and insecurity of the migrant workforce as well as
poor protection and dignity at work. (Piper et al., 2017; Saraswati et al.,
2016)

Association of migrants’ health with their work environment is the
most common theme in the literature. Studies report a high prevalence
of undiagnosed chronic diseases caused or aggravated by the nature of
work migrants perform (Solinap et al., 2019) and their exposure to
harsh climatic and hazardous conditions. Pradhan et al. (Pradhan et al.,
2019) found a strong correlation between heat stress and cardiac mor-
tality amongst Nepali migrants in the Gulf States. Studies examining
health of migrant workers in the construction sector in India (Adsul
et al., 2011), the garment sectors in Bangladesh and Sri Lanka (Solinap
et al., 2019; Senarath et al., 2016) and manual scavenging in Pakistan
(Malik et al., 2020) report that a majority develop respiratory problems,
gastro-intestinal illnesses, kidney and liver (e.g. jaundice) ailments and
musculo-skeletal problems from repetitive strains and heavy lifting, and
routinely suffer from falls and accidents (Schenker, 2010). Authors
attribute these effects to dangerous working conditions, toxic wastes
handled, and poor safety standards observed by employers. A 2018
survey of repeat internal migrants in India reported 83% worked in
dusty, smoke-filled rooms with inadequate ventilation, 42% worked
without safety gear, and a quarter were in contact with potentially in-
fectious and dangerous materials daily. Injuries and illness from un-
protected work may result in long-term disabilities, which may in turn
force the children of these workers into entering similarly hazardous
work (London School of Hygiene and Tropical Medicine, 2018). Most of
these workers enter the job market at a very early age, experience no
upward mobility and remain stuck in hazardous jobs for their entire
work-life span (Samaddhar, 2020). Another study (Hameed et al., 2013)
amongst internal migrants in India found that those with a history of
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migration had double the prevalence of diabetes, hypertension and
cardiac complaints compared to those with no history of migration.
Here, employment-related stressors were identified as key risk factor.
Similar heightened risks are reported by studies on infectious diseases
(e.g. HIV infection) amongst migrants; with some estimates indicating
HIV prevalence being three times higher amongst male migrants than
the general population (Indian Council of Medical Research (ICMR),
2015). Scholars associate these risks with the condition and structure of
the migration process, which involve type of occupation and work that
influenced mobility pattern, sexual structure, and power relationship
(Chowdhury et al., 2018a, 2018Db).

Poor health also results from exploitative terms and conditions of
employment, such as longer work hours without break, repetitive tasks,
difficult sustained postures, inability to change one’s place of work or to
take leave. Studies on the work conditions of Nepali migrants in the Gulf
States note that working long hours in the sun were significantly asso-
ciated with dehydration and heat stroke (Simkhada et al., 2018; Prad-
han et al., 2019). Women migrant workers in Bangladesh’s garment
sector suffer from anxiety, stress, restlessness and thoughts of suicide
due to the work burden, exacerbated by separation from their children
and family support (Akhter et al., 2017). All three studies found that
migrant workers’ access to healthcare is limited by their long work hours
and limited medical services provided at the workplace. Absence of
contracts, which is common practice in the unorganized sector, also
limits access to employee benefits such as healthcare or sick leave
(Bhattacharyya and Korinek, 2007). Precarious work often goes hand in
hand with intermittent access to basic services (Babu et al., 2017),
widespread discrimination and ill-treatment (Sharma et al., 2021;
Samaddhar, 2020; Acharya, 2021), combined with an inability to de-
mand rights and justice (e.g. compensation for accidents); all contrib-
uting to poorer health outcomes (Kusuma and Babu, 2018).

Migrants’ intersectional identities and social determinants

Diverse aspects of migrants’ social location also influence their
mobility, work as well as other social determinants of health and
healthcare access (Kapilashrami and Hankivsky, 2018). Social stratifi-
cation based on caste, tribal/ indigenous status and gender were most
conspicuous in the literature and linked to the exploitative labour
migration system in South Asia predicting distinct health outcomes.

In India, tribal status was found to be strongly related to poor
nutritional outcomes (Mohan et al., 2016), and being a tribal from a high
outmigration area heightening vulnerabilities faced by these families.
Another study of internal seasonal migrants in three Indian states (Shah
and Lerche, 2020) found schedule castes (Dalits) and tribal (Adviasis)
migrant workers from central and eastern India to be the most vulner-
able and exploited of the migrant workforce; engaging in work that local
populations, including most marginalised caste groups, were moving
away from. The study reports a high incidence of malaria amongst these
workers, high reliance on shamans (religious or spiritual figures who
function as healers in many indigenous faiths) and quacks for treatment
and medication, and high debts incurred from taking loans from con-
tractors to meet their medical expenses. Healthcare expenditure was
also reported as leaving them poorer and without sustenance money.
Authors found a qualitative difference between the working and living
conditions of Adivasis and Dalits and that of other backward castes and
Muslims; the former relying exclusively on irregular income from
piecemeal daily wages.

Only one study examined nationality and citizenship-based differ-
ences in health vulnerabilities by contrasting Nepali and Bangladeshi
migrants in India and the health status of return migrants in these
countries (Saraswati et al., 2016). Authors found a higher burden of
psychological distress, hypertension, and moderate to severe anaemia in
Bangladeshi migrants than the Nepali migrants, and less likelihood of
their accessing public health facilities. A range of factors including more
open migration corridors between India and Nepal, relatively better
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socio-economic position of Nepali migrants were identified as potential
explanations.

Gender emerged as another critical factor shaping patterns of
mobility, work and the resulting differences in health risks and vulner-
abilities. Mazumdar et al. (Mazumdar et al., 2013) found a distinctive
gendered pattern in labour migration across India — most women mi-
grants were concentrated in the paid domestic and garment sectors, and
male migrants dominated services and industries. While this increased
men’s exposure to accidents and injuries from heavy machinery work,
women migrants faced a double burden of occupational hazards and
gender-based discrimination (including wage differences, sexual
harassment, and lack of privacy for sanitation) (Tiwary and Gang-
opadhyay, 2011). Refugee status heightened these vulnerabilities
especially in the context of deteriorating protection environment.
Research on Rohingya refugees in Bangladesh’s Cox’s Bazar found that
women and girls were at high risk of multi-dimensional sexual and
gender-based violence at the household and community level; risk that
was exacerbated by displacement (UNHCR, 2020). Trans people in this
community faced additional risks, social exclusion and discrimination
based on their gender, which impeded their access to even basic
healthcare services.

It is noteworthy though that most migrant women workers in India
who are concentrated in short-term and circular migration, generally
involving hard labour, come from historically and socially disadvan-
taged communities of Adivasis and Dalits (Mazumdar et al., 2013;
Nimble and Chinnasamy, 2020). Studies show that women in these
sectors are more prone to multiple occupation health hazards, harass-
ment, and poor maternal and mental health (Bhattacharyya and Kor-
inek, 2007; Kusuma and Babu, 2018; Jatrana and Sangwan, 2004).

‘Migrant’ status-based precarity and health

The vulnerabilities arising from the transient and temporary status
associated with being a migrant are regarded as influencing migrants’
health. Literature suggests this influence may be constituted via two
pathways- direct and indirect. First, displacement and mobility to new
cities can itself cause significant psychological stress, which is aggra-
vated by the insecure and exploitative nature of their livelihoods. Their
‘outsider’ status in a locality exposes them to widespread abuse and ill-
treatment from local residents, landlords, and authorities, that “rarely
ends with compensation and justice” (Sharma et al., 2021). This stress is
shown to manifest as substance abuse, domestic violence, and poor
mental and physical health (National AIDS Control Organisation, 2019;
Borhade, 2011; Mander and Sahgal, 2008). While these vulnerabilities
are common to other marginalised groups (e.g. urban poor), the pre-
carity linked to mobility and migrant status produces excess burden on
health. A cross-sectional survey in a slum in New Delhi found that 80%
migrants showed indications of poor psycho-social health compared to
45% long-term residents in the same setting (Virupaksha et al., 2014).
Most of these migrants were single, male temporary workers, experi-
encing poor living and work conditions, loneliness, and ‘othering’ by
local residents. Legal and social marginalisation based on citizenship /
nationality was reported in few studies focused on select refugee pop-
ulations (for e.g. Rohingyas in Bangladesh (Chynoweth et al., 2020),
Chin and Burmese refugees in India (Parmar et al., 2014; Jops et al.,
2016)). All studies report higher neglect, abuse and poorer access and
financial barriers to utilising healthcare resulting from a lack of
comprehensive protection and recognition systems (Roy and Mir, 2020).

Second, their temporariness and the ‘outsider’ status in a locality
yields poor awareness of their entitlements (healthcare, education and
other welfare schemes) and the location of healthcare facilities, which
combined with a lack of documentation is associated with poor uti-
lisation of healthcare and poor outcomes (Babu et al., 2017; Borhade,
2011; Siddaiah et al., 2018). For instance, studies on immunization
patterns amongst children of rural-urban migrants in India reveal that a
large proportion of children, particularly those in recently migrated and
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temporary migrant families, did not receive the full course of immuni-
zation (Kusuma et al., 2010; Kumar et al., 2020). Researchers attribute
the higher than national average rates of partial/non-immunization to
the isolation migrant families face in their new sociocultural environ-
ment as well as the under-served work sites such as brick-kilns (in terms
of vaccination centres) and poor levels of literacy and awareness. Poor
healthcare access also results from non-portability of entitlements (such
as health insurance). In a study on maternal healthcare access amongst
migrant women workers in brick-kilns in Haryana, India, Siddaiah et al.
(2018) report only one third had ever received cash benefit under Janani
Suraksha Yojana (JSY) or used free ambulance service (Siddaiah et al.,
2018). Adhikary et al. (Adhikary et al., 2020) found Nepali migrants in
India, most of whom work as daily-wage labourers, being denied access
to healthcare services without an Aadhaar card (an Indian identification
card linked to individual biometrics). Even internal migrants in India
often refer to their destination states as ‘foreign’ (Rogaly et al., 2002),
and they struggle to access elementary citizenship rights like the right to
vote and welfare measures (Sharma et al., 2021).

Another characteristic associated with the temporariness of their
livelihood and sociability is the treatment of migrant bodies as carriers
of infections (John and Kapilashrami, 2020; Samaddhar, 2020), and
thereby a threat to local populations’ health. This justifies their sub-
jection to coercive public health measures. Scholarship from the region
during covid-19 report selective quarantining measures, public health
surveillance and state actions to disinfect migrants, ostracising and
vigilantism of return migrants (Shanker and Raghavan, 2020; Jha and
Lahiri, 2020; Adhikary et al., 2020), as well as deportations following
routine screenings for other infectious diseases (Samaddhar, 2020). In
the case of cross-border labour migrants, this is also shown to disrupt
care pathways. In the context of GCC countries, scholars report migrants
being subjected to compulsory periodic medical examinations and risk
deportation without diagnosis and treatment, if found to be HIV positive
(Wickramage and Mosca, 2014).

Migration governmentality and health

Migration governmentality, the multi-layered, heterogeneous set of
formal and informal institutions, procedures, policies, actions and dis-
courses through which migration (and migrants) are governed, re-
inforces migrants’ precarity and implicates their health. Three key
dimensions of governmentality was evidenced in the literature.

First, the systematic neglect and invisibility of migrants were
exposed during the state-imposed lockdown following the COVID-19
pandemic in various countries in South Asia. In India, closure of work
sites and eviction forced 10.4 million domestic migrant workers to re-
turn to their home states (Down To Earth, 2020a), by undertaking
weeks-long journeys on foot, with no provision for their food, shelter
and health (Samaddhar, 2020). By early May 2020, 30% of families in
Sri Lanka and Bangladesh engaged in tourism, construction, and service
sectors, which employ millions of migrant workers, had lost their in-
come (UNICEF Regional Office for South Asia, 2021). Job losses, re-
strictions on movement and long work hours without wages were
common across countries in the region. The closure of the Nepal-India
border left workers returning to Nepal stranded in crowded temporary
shelters at the border (Down To Earth, 2020). Evidence and media re-
ports suggest increased deaths and burden of infection, as well as high
levels of stigmatisation that led to significant physical and mental health
impacts (Samaddhar, 2020; Shanker and Raghavan, 2020; Jha and
Lahiri, 2020). Yet, most countries were unable to trace the number of
migrants affected, or target relief measures to mitigate the impact of the
pandemic on their lives and livelihoods. States failed to consider the
disruption in migration patterns induced by the pandemic, which
increased the risk of concentrated outbreaks in areas of return, a ma-
jority of which were ill-equipped to offer even general care (Kapilash-
rami et al., 2020a). In Qatar, migrant workers from Nepal were deported
under the pretence of Covid-19 testing after being detained in
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overcrowded quarters without adequate food or water (Budhathoki,
2020).

Where introduced, mitigation measures failed to reach low-income
migrants. For instance, foreign workers were excluded from the finan-
cial relief introduced by GCC states to businesses to maintain workers’
salaries and jobs and from overall Covid-19 policy responses (UNICEF
Regional Office for South Asia, 2021). Such systemic neglect of mi-
grants’ needs in pandemic policies was also revealed in an assessment of
the influenza preparedness plans in 21 countries in the Asia Pacific re-
gion, (Wickramage et al., 2018) with only three countries (Thailand,
Papua New Guinea, and the Maldives) including at least one migrant
group in their respective national plans. Likewise, where legislative
measures to protect migrants exist, these are poorly enforced. A case in
point is the Building and Other Construction Workers (Regulation of
Employment and Conditions of Services) Act 1996 and the Unorganized
Workers’ Social Security Act 2008 in India, which provide social secu-
rity benefits to migrant workers for work-related injuries, sicknesses,
maternity, and pension for those above 60 years (Ministry of Law and
Justice, Govt of India, 2018). In addition, the Workmen Compensation
Act of 1923 provides a list of diseases which, if contracted by the
employee, will be considered an occupational disease liable for
compensation (NCEUS, 2007). However, a survey of migrant workers
(Aajeevika Bureau, 2014) across three employment sectors in Rajasthan
found that the majority were unable to avail full benefits as they were
not on payroll i.e. not registered by contractors or employers. During
Covid-19, this meant that, albeit delayed, the furlough schemes and
benefits that were offered to factory workers failed to reach labour mi-
grants who suffered job losses. Contractors and employers refuse lia-
bility for deaths, lay-off in case of accidents, and either not compensate
or deduct medical compensation and treatment expenditures from
workers” wages (Sharma et al., 2021; Samaddhar, 2020; Prayas, 2009).

Second, precarity is also constituted by the relegation of re-
sponsibility by the State, and outsourcing/ privatising migration man-
agement. A case in point is the ‘Kafala’ system in the GCC States, where a
migrant’s employment, wage and immigration (legal) status are tied to a
single sponsor or employer to whom the State has relegated this re-
sponsibility. This forces the international migrant labourers into an
exploitative relationship and cycle of dependency with the employer
that is difficult to break (Fernandez, 2021). Viajar (2017) examines this
relationship in the context of the guest worker program in Malaysia,
wherein any confrontation with or act of reporting an abusive employer
can be viewed as a breach of contract and lead to the cancellation of
work permits making workers liable to deportation. The fear of losing
their job and legal status refrains migrants from seeking recourse. Berg
(2016) describes the process as engineering the fear to be “detected,
detained and deported”, thereby ensuring they do not complain, protest
or mobilise. Such relegation is also evident in the case of refugee and
asylum seeking management in India, which is not a signatory to the
1951 Refugee Convention or its 1967 Protocol; nor has a national
asylum framework. In the absence of formal laws and frameworks, over
200,000 refugee groups that reside in India are dealt with on ‘ad-hoc and
arbitrary’ basis. Few studies that focused on refugee settlements in India
show how this results in different documents, differential treatment and
heightned insecurity (Parmar et al., 2014; Jops et al., 2016; Roy and
Mir, 2020; Shanker and Raghavan, 2020). Living and labouring in such
precarious conditions comes with increased exposure to a gamut of la-
bour rights violations and accompanying health risks (Piper and Seg-
rave, 2015).

Finally, restrictive (and gender-blind) immigration regimes, chang-
ing citizenship policies and surveillance systems also yield the system-
atic production of migrants as “outcastes” (Banki, 2013) and undermine
migrants’ sexual and reproductive health rights (Lee and Piper, 2017).
Restrictions applied by the Sri Lankan government on women migrating
for domestic work and introducing additional approvals/ endorsements
from husband, government officials and employment agents not only
discriminate but also push women migrants into irregular and
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dangerous migration routes and exploitative arrangements (Henderson,
2020). Regressive immigration and citizenship laws instil fear of
violence, detention and deportation, which directly affect utilisation of
services. This was evidenced in the case of Assam, a state in the
North-Eastern region of India where the National Registration of Citi-
zenship process that coincided with the pandemic rendered 1.9 million
people stateless and ‘illegal’. Scholars highlight how detention of these
groups resulted in adverse health consequences including severe
trauma, suicides, and deaths (Kapilashrami et al., 2020; Zachariah and
Jesani, 2020).

Discussion

Migration as a social and structural determinant of health is well
established. However, the complex pathways through which migration
impacts migrants’ mental and physical health and wellbeing is less un-
derstood. Much less attention is given to how the states of health and
well-being are linked to migrants’ social, economic, and political lives
and the precarity that defines these.

Our review of literature on the health of low waged migrants and
factors and processes that determine states of health (i.e. the processes of
determination) revealed four distinct dimensions of precarity and
associated conditions that produce ill-health. These, we argue, produce
distinct yet inter-related and interlocking oppressive states of insecurity,
disempowerment, dispossession, neglect, exclusion, othering, and
disposability, locking migrants in a continuing cycle of impoverishment
and ill-health. These dimensions, their characteristics, and pathways of
health determination are illustrated in the figure below Fig. 1.

Examining work-based precarity, we reveal how restrictive contracts
and terms of employment, poor wages and work conditions create
insecurity and disempowered states of being. Their disempowered state
precludes them from being able to negotiate safer workspaces leaving
them exposed to different health risks and occupational hazards, and
abuse without compensation or recourse to justice. Besides growing
evidence on health risks associated with informal and hazardous work
(and work environments) migrants engage in, the exploitative and
restrictive environment created by the neoliberal Market-State complex
actively functions to dispossess them of their social-economic rights.
Ferguson and McNally (Ferguson and McNally, 2014) view this as a
deliberate strategy to keep them vulnerable and controllable as they
become “cheap labour” and thereby profitable. Their insecure legal and
residential status further limit their capacity to negotiate secure
employment or demand better wages and safer workspaces. Conse-
quently, migrants remain stuck in precarious jobs for their entire
work-life span putting them at risk of poor health, and unaffordable
healthcare.

A second dimension of precarity we identify in this review is mi-
grants’ exclusion from services and policies based on the interaction of
diverse aspects of their social position that are unique to low-waged
migrants in South Asia. These aspects reflect economic and social in-
equalities in society that shape risk environments and health vulnera-
bilities. Evidence establishes the heterogeneity amongst migrants in
South Asia, and, where examined, the gendered and racialised differ-
ences in determination of health. A few studies indicate that migrants’
experience of insecurity, dispossession and ill-health is mediated by
gender, minority caste, ethnic and indigenous status. Caste and
indigeneity-based inequalities that structure migrants socio-economic
lives are underpinned by uneven development, marked by a history of
neoliberal domination and subjection, a process Shah & Lerche (Shah
and Lerche, 2020) describe as “internal colonialism”. These factors
interact to create and reinforce a rigid social hierarchy on the basis of
which some migrant groups cluster in low-dignity and insecure work
and face greater ‘othering’ and exclusion. Social and biopolitical
exclusion often translates into adverse living and working conditions,
poverty, the perpetual fear of state violence resulting in chronic stress
and heightened vulnerability to illness and injuries. Systematic and
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Fig. 1. Framework on precarity and ill-health amongst low-waged migrants.

prolonged exclusion also results in an erosion of trust in public services
(including health) resulting in lower uptake of preventive interventions
such as immunisation, and avoidance of healthcare (Kusuma et al.,
2010). Yet, research and policy have tended to study risks and vulner-
abilities under distinct administrative and legal labels (e.g. migrant la-
bour, IDP, climate refugees, asylum-seekers). Kapilashrami and
Hankivsky (Kapilashrami and Hankivsky, 2018) remind us that these
identity groups are not homogenous with uniform health and healthcare
seeking experiences and framing them as such masks differential risks
and precarities resulting from migrants’ unique social position at
different stages of their journeys.

Attention to these social divisions and structural conditions gains
particular salience in South Asia, where patterns of labour migration are
often steered by gender and class relations defined by rigid social hier-
archies of caste, ethnicity and tribe (indigeneity), which impact the
health and wellbeing of migrants and their families (Samaddhar, 2020).
Studying this multi-dimensional socioeconomic ordering and the in-
teractions of these structural positions demands an explicit adoption of
intersectionality lens as it can provide valuable insights into how
different axes of power intersect with each other to place migrants in
different situations of discrimination and disadvantage as well as
leverage, potentially guiding more targeted and effective health policies
(Kapilashrami and Hankivsky, 2018).

The third dimension unpacks the vulnerabilities arising from the
trans-locality associated with being a ‘migrant’. The transient nature of
migrants’ social and economic lives resulting from the neoliberal
restructuring of global and domestic labour markets, renders them in a
constant state of circulation between villages and cities, neither of which
provide the necessary livelihoods and conditions for them to settle (de
Haan, 2020). Further, their status as ‘non-citizens’ (Ferguson and
McNally, 2014), or ‘lesser’ or ‘inferior’ citizens in the case of internal
migrants whose constitutional rights are often violated (or not pro-
tected) by States, predicates their ‘hyper-precarity’ and reinforces their
disposability. This disposability not only directly affects their physical
and mental health but erodes trust in public services, thereby adversely
shaping their interaction with health systems and reducing their uptake
of services (as evident with contraceptive and maternal healthcare).

The fourth dimension of precarity foregrounds institutional and
systemic neglect and discrimination (direct and indirect) meted out to

migrants through the various structures and process of migration
governance. In unpacking this dimension, we go beyond Viajar’s refer-
ence to the political-economy of the nation, and instead use ‘gov-
ernmentality’ to examine the range of institutions and policies and
changing state-citizenship relationship that affect health. Migration
governance and associated precarity has been studied mostly in the
context of undocumented migrants and with regards to border regimes.
However, we demonstrate its salience to internal migrants, who on
migrating are treated as de facto non-citizens (Mander and Sahgal,
2008) or ‘lesser’ citizens, invisible to planners and policy makers in
destination cities, or subjected to violations of their constitutional rights.
On the one hand, active vilification from media and pathologizing in
health interventions (as seen in the case of COVID-19) makes them
particularly prone to abuse and subjects of invasive interventions. This
was evident during the pandemic crisis which, as Samaddar (Samad-
dhar, 2020) observes, effectively transformed a labour migrant from a
“productive body” generating capital for families and communities to a
“body of disease”, justifying coercive public health surveillance and
quarantine measures. On the other, invisibility in public policies (social
protection and health) undermines their fundamental rights, further
distancing them from, and eroding their trust in, public systems. Here,
tenuous legal status, deteriorating protection environment and the
failure to establish comprehensive rights-based migration policies cre-
ates the conditions for the systematic exploitation of migrants. A focus
on governmentality thus allows capturing the paradox of systemic
invisibility in public policy and planning and pathologized visibility in
public health interventions as carriers of diseases. Analysis of these
pathways also highlight the mutually constituting crises of development
and governance that underpin the multiple systematic production of
migrants’ precarity in the region and how it locks migrants in a vicious
cycle of structural violence, impoverishment and poor states of health
and well-being.

In summary, the conditions in which migrants move, live, and work
carry exceptional risks to their physical and mental well-being (Zim-
merman et al., 2011). While there’s mounting scholarship on migration
in South Asia, migrants’ health continues to be a relatively neglected
area, in research and policy (Kapilashrami et al., 2020). Studies are
concentrated on specific work sectors and occupational health of mi-
grants, or on specific health risk environments (trafficking) and domains
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e.g. infectious diseases. Studies reporting on migrants’ health tend to be
stripped off analysis of the socio-economic and political determinants
and the pathways through which their health states are produced (i.e.
determination of health). They are largely cross-sectional, assessing
states of ill-health and violence, with limited attention to causal path-
ways. The lens of precarity and intersectionality can potentially help
correct this bias. By reviewing evidence on migrants’ health, however
limited, in this paper we address these gaps and contribute to a deeper
understanding of the different dimensions of precarity characterising
migrants’ lives, and how those in turn affect healthcare entitlements and
well-being of migrants and refugees in South Asia. The four interacting
dimensions of precarity and associated conditions generate several
distal and proximal determinants, which result in poor health access,
experiences and outcomes.

The study’s distinctive contribution to the field of migration health
are limited by the scope of the review conducted, and limitations in data.
We adopted a content and scoping review of literature in an emergent
field of scholarship. Global and regional bibliometric analysis of the field
have established the limited empirical work that has examined mi-
grants’ health, especially in the region (Sweileh et al., 2018). We were
thus constrained by the limite evidence. A further limitation is our focus
on literature published in peer reviewed journals (on Scopus) and in
English, with particular attention to terminologies used in ‘migration
health’ field. Elsewhere, we reflect on the body of literature this may
exclude as studies with migrant populations have in the past not
explicitly used the term ‘migrant’ but study these populations in other
contexts such as specific labour sectors (e.g. domestic work, factory
workers) or as urban poor in slum and other residential sites (Kapi-
lashrami et al., 2020b). A further limitation is linked to the methodol-
ogy, which excludes grey literature and rapid empirical studies
conducted by civil societies and other local institutions during the
pandemic. Finally, the framework derived from the findings is limited by
the cross-sectional study designs, and their focus on risk factors and
vulnerabilities (not on agency and resilience, nor on explanations of
causal pathways). The framework is therefore largely conceptual and
requires further studies to test and explicitly examine causal pathways to
health outcomes.
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