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Patterns of immigration to Israel 

• Legal Jewish migrants 

– West and East Europe and the US (26,500 in 2014) 

– Ethiopia (Total of  80,000, 240 in 2015) 

• Legal labor migrants: South-East Asia, Former 
USSR ( 100,000 per year) 

• Undocumented migrants: horn of Africa (total 
of 53,000, stopped in 2013) 



Immigration Centers 

• In Ethiopia – Public Health Clinic 

• Immigration centers for Legal Jewish migrants 

• “Immigration center” for undocumented 
migrants who are caught at the border 



Family Health Center in Gondar, Ethiopia 
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Family Health Center in Gondar, Ethiopia 



Immigration Center in Israel 



Disease screening 

• Ethiopian Jews (mostly in Ethiopia) 

– TB – PPD + Chest XR (+treatment) 

– HIV 

• Legal labor migrants 

– TB, HIV, Hepatitis B, Syphilis 

• Undocumented migrants for horn of Africa 

– TB (Chest XR) +treatment 

– HIV for pregnant women (+treatment) 



Vaccination 
• Ethiopian Jews: 

– In Ethiopia: Meningococcal vaccine (ACWY) 

– In Israel: Catch-up of routine vaccination 
program + BCG for children < 4 years 

• Undocumented migrants: 

– Meningococcal vaccine 

– Routine vaccination for all children – as all other 
children in Israel (+BCG) 

– Adult vaccination in cases of outbreak 

 

 

 



Health Promotion 

• Special health promotion programs for 
Ethiopian Jews: 

– HIV/AIDS 

– Healthy lifestyle 

• Health promotion among undocumented 
migrants (HIV/AIDS) 

• Free walk-in clinic operated by MOH 

• Designated free STD clinics 

 



STD clinic in Tel-Aviv 
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National Guidance 

• Immigration law (legal immigrants) 

• Public Health Services official guidelines 

– Ethiopian Jews (updated 2006) 

– Undocumented migrants from the horn of Africa 
(updated 2012) 

 



Results and evaluation (examples) 



• Evaluation of the validity and costs of CXR in a random sample of 1087 HoA 
migrants 

• Sixty-two migrants (5.7%): CXRs with TB-suspicious findings 11 - finally 
diagnosed as TB 

• TB point-prevalence: (1.0%).  

• CXR sensitivity – 100%; specificity  - 96.1%; positive predictive value - 
17.7% 

• The interview did not contribute to the detection of migrants with TB 

• Direct costs detection of TB case - US$ 4585 
lower than the treating cost -$7335.  

• During 2008-2010, 88 HoA migrants who had been screened negative were 
later diagnosed with TB in the community 
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Evaluation of Screening in Ethiopia: 





Disease outbreak and response 



Lessons learned and recommendations 

• Outreach (if possible) or immigration centers 

• TB screening by CXR 

• Routine vaccination 

• Free access to Public Health Services 

• No POLICE for undocumented migrants 

 



Not all infectious diseases can be 
screened… 

and not only infectious disease can be screened:  
  
Brugada syndrome in Thai workers 



Challenges and Possible solutions 
• Validity of screening 

• Patients without medical insurance 

• Effect on disease epidemiology?? 

• Adherence to treatment 

• Stigmatization 

• Generalized outbreak (pandemic influenza, polio) 

 



Main Challenges 
• Validity of screening 

• Positive and negative predictive values 

• Effect on disease epidemiology?? 

• Adherence to treatment 

• Patients without medical insurance 

• Stigmatization 

• Generalized outbreak (pandemic influenza, polio) 

 


