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Executive Summary 

Background 
Israel's program for monitoring the quality of community-based health services was initiated in 
2000 as a research project funded by the Israel National Institute for Health Policy and Health 
Services Research. In 2004, it was adopted by the Ministry of Health as a national program under 
the auspices of the National Institute. It involves ongoing monitoring of the quality of selected 
services provided by Israeli health plans – with measures drawn from the preventive, diagnostic, 
curative and rehabilitative services. The health plans are not required to participate in the 
program, yet all four Israeli health plans do so, on a voluntary basis. 

To date, approximately 70 indicators have been developed and performance data on these for the 
entire Israeli population are published annually. Areas for which indicators have been developed 
include: immunization, cancer screening, diabetes care, asthma and cardiovascular care. 

Almost all the indicators improved substantially during the program's operation. For example, 
between 2005 and 2007, there was an improvement of over 20 percentage points in 10 of the 49 
indicators for the two years on which there are data, and an increase of 10-20 percentage points 
for an additional 9 indicators.  

Study Goals 
The overall goal of the study was to analyze the extent and nature of the organizational and 
behavioral changes made within the health plans subsequent to the initiation of the quality-
measurement program. The focus of the analysis was on the types of changes that could reflect 
efforts to use data on past and current performance in order to improve future performance. The 
study also sought to identify similarities and differences across health plans in their efforts to 
improve quality. Finally, it examined the perceptions of leading managers and professionals of 
both the program's contributions and its possible, undesirable side effects. 

Nonetheless, the study did not seek to establish definitive causal links between the monitoring 
program, the specific steps undertaken by the health plans to improve quality, and changes in 
performance as measured by the quality indicators. A further explication of the conceptual model 
that guided the study, along with an illustrative diagram, can be found in section 1. 

Methods 
The study was based primarily on in-depth interviews with health-plan managers and 
professionals at various levels in the organization, i.e., approximately 15 interviewees per plan 
and 60 interviewees overall (26 from national headquarters and 34 from regional and lower 
levels). We also interviewed approximately 10 experts from related organizations (the Ministry of 
Health, the medical association, etc.). In addition, the study team analyzed relevant reports and 
other documents from the project's national coordinating team.   
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In the next phase of the study, a postal survey will be carried out of approximately 1,000 
frontline, primary-care physicians. Subsequently, we will undertake a review of the literature and 
targeted correspondence to explore how similar programs in other countries (e.g., that of the US 
National Committee on Quality Assurance) have changed provider behavior.  

The study was accompanied by a steering committee that contributed to defining the study 
questions, the methodology and the interpretation of the findings. The committee consisted of 
senior representatives of the Israel National Institute for Health Policy, the Ministry of Health and 
the health plans. 

Findings 
In presenting the findings we first provide an overview of the types of initiatives undertaken on a 
nation-wide basis by all the health plans and then highlight key differences between the plans. 
We then review the special role of regional managers and regional initiatives, as well as the role 
of frontline clinicians. We conclude with a summary of the perceived contributions and negative 
side effects of the monitoring program.  

The Overall Picture 
Since 2000, all the health plans have significantly expanded their efforts to improve quality. 
Some of these efforts focused on one of the six clinical areas for which quality indicators were 
developed with most of the attention devoted to diabetes, vaccinations and mammography. 
Moreover, the health plans took a number of concrete steps to strengthen the infrastructure for 
better quality "across the board" (i.e., improving information systems, increased use of 
multidisciplinary teams, and ensuring that each member has a particular physician responsible for 
his/her care).  

We also found that, in all the health plans, the typical meeting between any mid-level manager 
and his superior includes a review of the quality-indicator data. The two review current 
performance and the changes over time, and compare them with current and trend data for the 
health plan as a whole. The mid-level manager typically reports on the recent efforts made to 
improve performance, the difficulties encountered and the plans for future steps. This is usually 
followed by a discussion in which the more senior manager adds his suggestions for improving 
performance. In some cases, the two decide together to allocate additional resources to facilitate 
improvement. 

Another important step was that the health plans invested considerable efforts, many of which 
were quite structured, to disseminate information on successful interventions across geographic 
areas. Information on successful interventions also flows between health plans to some extent, 
but this happens less through formal inter-organizational channels and more through informal 
professional networking. 

Most of the interviewees stated that a large proportion of the organizational and programmatic 
changes that they had mentioned in the course of the interview could be attributed to the quality-
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monitoring program. However, we should keep in mind that our study design does not enable us 
to establish definitive causal links between the monitoring program and the health-plan 
interventions that we identified. This is because during the same time period there were other 
changes taking place in the health plans (such as leadership changes and changes in the plan's 
financial situation) that may also have contributed to the development and implementation of the 
interventions. 

Differences between the Health Plans 
There were significant differences between the plans regarding the number and type of quality-
improvement initiatives implemented since 2000. There were also significant differences in the 
following:  

 The extent to which they engaged in quality-improvement efforts beyond those related to the 
70 indicators  

 The number of staff positions at headquarters dedicated to  developing quality measures, 
monitoring them, and/or developing targeted efforts to improve them 

 Whether quantitative targets were set  

 Whether regional and clinic managers were shown performance data on their peers  

 The extent to which quality data at the level of the individual physicians were used to assess 
their performance 

 The emphasis given to reducing disparities in the quality indicators across population groups  

These differences appear to be due, in part, to structural variations between the plans (e.g., the 
extent of reliance on salaried versus independent physicians) and variation in the plans' prior 
experience of quality monitoring. Furthermore, it appears that some of the practical differences 
noted above reflect variations in health-plan strategy and managerial philosophy (in particular, 
the extent to which they are interested in fostering an environment of internal competition). 

The Roles of Regional Managers and Regional Initiatives 
Many of the initiatives to improve quality that were referred to above were developed and led by 
staff of the health-plans' headquarters. At the same time, our interviews highlighted the crucial 
part played by the managers of the regional and sub-regional units in the efforts of the health 
plans to improve quality. This was reflected in their roles in (a) implementing interventions 
developed at the national level and adapting them to local circumstances, and (b) developing their 
own unique and sometimes innovative regional or local interventions.  

The study also found significant differences between regional managers regarding the extent and 
nature of their involvement in quality improvement and the types of interventions that they 
initiated. A systematic comparison of these regional initiatives across plans and regions revealed 
that plan affiliation and geographic location explain this only partially; individual managerial 
style and orientation also seem to play an important role. 
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The Role of Frontline Staff 
Obviously, in the final analysis, it is the actions of frontline staff (doctors, nurses and others) that 
lead to concrete quality improvements. As indicated by most of our interviewees, it is the 
frontline physicians who are expected to lead the efforts to ensure that the care of individual 
patients meets accepted standards of practice. Indeed, many of the interventions noted above 
focused on encouraging physicians to improve quality as measured by the indicators and assisting 
them in their efforts to do so. In the next stage of this study, in which we will survey 
approximately 1,000 primary-care physicians, we will learn more about the initiatives and 
adaptations undertaken by this vital group, as well as how the quality monitoring/improvement 
effort has affected their practices and work life. 

The interviews of health-plan managers highlighted the fact that nurses have also played a central 
role in the program (particularly in the areas of disease prevention and diabetes care), in both 
planning and implementing interventions. The nurses' involvement in quality-improvement 
efforts added to their workload, but at the same time enhanced their role, furnished them with 
additional tools (e.g., better information systems and additional knowledge/skills), and 
empowered them. The program added more structure to their work by defining their 
responsibilities in a more detailed manner and has led to increased health-plan investment in 
nurses training. 

Perceived Contributions and Negative Side Effects 
Interviewees were asked to indicate what they saw as the strengths and weaknesses of the 
program as well as their overall assessment of the program. 

The interviewees cited a number of contributions of the monitoring program that are important to 
preserve, including:  

 Focusing greater attention by top management on quality 

 Triggering increased investment in clinical information systems (even beyond those required 
specifically for quality monitoring)  

 Encouraging inter-disciplinary teamwork (as a means of improving quality performance)  

and 

 As a result of the above and other factors, enhancing the efficiency of care provision and 
promoting improvements in health outcomes. 

Even in the two plans that had quality-monitoring systems prior to the start of the national 
program, key interviewees noted that the national program had significant added value. Among 
the contributions they cited were: the availability of Israel-specific benchmark data, collaborative 
learning and knowledge sharing regarding professional quality measurement, and more 
encouragement for top management to invest in quality-improvement efforts. 

Some of the interviewees cited negative side effects of the program, such as: focusing the clinical 
staff too narrowly on the areas and indicators being measured, overloading the staff, and creating 
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an overly competitive atmosphere. However, even those interviewees who cited such problems 
indicated that on the whole, they supported the quality-measurement program. Their focus was on 
how to improve it. 

Discussion and Summary 
 In the background section we noted the significant improvements in quality between the years 
2005 and 2007. This study suggests that these improvements had their roots in a long, rich list of 
measures undertaken by the health plans as organizations, national-level managers, regional 
managers and frontline staff. Each of these groups made their own unique contributions and, in 
addition, there appears to have been substantial synergy among them. 

To some extent, the rapid quality improvements in Israel following the initiation of the quality-
monitoring program may be due to the organizational nature of Israeli health plans. They have a 
remarkable ability to bring together managers and clinicians to work very closely with one 
another on a broad range of quality-improvement initiatives. Such close collaborations may be 
more difficult to sustain in many European and North American health-care systems. 
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