
 

 
 

SMOKLER CENTER FOR HEALTH POLICY RESEARCH 
 

 

 

 

Systems for Monitoring Quality  
of Community Healthcare  
in Israeli Health Plans  
and US Managed-Care Organizations 
 
Bruce Rosen    Avi Porath    L. Gregory Pawlson 
Mark R. Chassin    Jochanan Benbassat 
 

 

 

 

 

 

 
 
 
 
 
 

 

 

 

 

 
 
RR-576-11



 

 
 

 

 

 

 

Systems for Monitoring Quality  
of Community Healthcare in Israeli Health Plans 

and US Managed-Care Organizations 
 
                  Bruce Rosen*          Avi Porath**          L. Gregory Pawlson*** 

Mark R. Chassin****          Jochanan Benbassat* 
 
 
 
 

 

 

 

 

 
 

 

 

*     Smokler Center for Health Policy Research, Myers-JDC-Brookdale Institute, Jerusalem, Israel 
**    Department of Health Policy and Management, Ben-Gurion University of the Negev, Beersheva, Israel 

– initiator of the Israel National Quality Measures Project and its director until 2008 
***  National Committee for Quality Assurance, Washington, US – oversees the development of HEDIS  

measures as part of his responsibilities as executive vice president of NCQA 
****Joint Commission, Chicago IL, US 
 

 

 

 

 

        January 2011  Jerusalem 



 

 

 

 

 

Hebrew translation: Mati Moyal 

English editing: Evelyn Abel 

Production and print layout: Leslie Klineman 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Myers-JDC-Brookdale Institute 
Smokler Center for Health Policy Research 
P.O.B. 3886 
Jerusalem 91037, Israel 
 
Tel: (02) 655-7400 
Fax: (02) 561-2391 
 
Web site: www.jdc.org.il/brookdale  
 



 

 

 

Related Myers-JDC-Brookdale Institute Publications 

Rosen, B.; Kanel, K.  2010. Healthcare in the U.S. and Israel. A Comparative Overview.  
Jewish Healthcare Foundation, Pittsburgh. S-130-10 

Rosen, B.; Nissanholtz-Gannot, R. 2010. From Quality Information to Quality Improvements -- 
Interim Report: Summary and Analysis of Interviews with Health-Plan Managers. RR-562-10. 
(Heb) 

Gross, R.; Brammli-Greenberg, S.; Waitzberg, R. 2009. Public Opinion on the Level of Service 
and Performance of the Health-Care System in 2007 and in Comparison with Previous Years. 
RR-541-09. (Heb) 

Nirel,N.; Rosen, B.; Sharon, A.; Samuel,H.; Yair, Y. Cohen, A.; Blondheim, O.; Sherf, M. 2010. 
OFEK Virtual Medical Records: An Evaluation of an Integrated Hospital-Community Online 
Medical Information System. RR-556-10. (Heb) 

 

To order these publications, please contact the Myers-JDC-Brookdale Institute, P.O.B. 3886, 
Jerusalem 91037; Tel: (02) 655-7400; Fax: (02) 561-2391; E-mail: brook@jdc.org.il  

Reports are also available on the Institute website www.jdc.org.il/brookdale  

 

 



 

 

Executive Summary 

This study compares the quality-monitoring systems in Israeli health plans and managed-care 
organizations (MCOs) in the US. The Israeli system has been in place since 2000; the US system 
– since 1996. 

The study relied on the annual reports of the National Quality Measures Program (NQMP) in 
Israel and of the National Committee for Quality Assurance (NCQA) in the US, on additional 
information available on the projects' websites, and on interviews with professionals involved in 
the development and operation of the monitoring systems.  

The main findings were:  

 The programs are similar in their focus on the quality of community care for common health 
problems and their reliance on inclusive steering committees and auditing processes.  

 Participation in both programs was initially voluntary, and continues to be fully so in Israel 
and largely so in the US.  

 The Israeli system provides assessments of the quality of care of the entire population of 
Israel, while the US system covers only about one-third of the US population. 

 The Israeli system provides a more detailed scrutiny of the care of patients with diabetes 
mellitus and cardiovascular diseases, while the US system includes a wider range of 
measurement areas.  

 The Israeli system is based exclusively on computerized data while, for many of the 
measures, the US system utilizes claims data and paper chart reviews. 

 In the U.S., plan-specific performance data are released to the general public. In Israel only 
the national aggregate data are released to the public. 
 

It is recommended that consideration be given to (a) expanding monitoring over a broader range 
of measurements in Israel and over more health plans in the US, and (b) exploring the actions that 
health plans in Israel and the US have initiated to improve quality in response to the findings of 
their monitoring systems. 

The study was unique in that the study team included professionals who have been involved in 
leading the quality-monitoring efforts in the two countries. 
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1. Introduction 

During the past decade, public demands for accountability, along with the desire of professionals 
and organizations to improve the quality of care they provide, have led to the development of 
indicators for quality of healthcare in the US [National Committee for Quality Assurance 
(NCQA), 2009], Israel [Porath et al, 2008], WHO [2008], the OECD [Mattke et al., 2009] and the 
UK [Foy et al., 2005; Fleetcroft et al., 2008]. These monitoring systems differ with regard to the 
nature and scope of the measurement areas that they attempt to cover. Some of them, such as the 
ORYX® system for hospitals and the HEDIS® system for health plans and physician practices, 
seek to measure the performance of particular types of specific providers. At the other extreme 
are systems, such as the indicator set of the WHO's Health for All, that monitor measures of the 
health of populations, e.g., life expectancy and infant mortality. These measures are influenced by 
both system and societal healthcare factors, such as education and  housing. In between these 
extremes are systems, such as the OECD's Health Care Quality Indicators' Project and the 
National Healthcare Quality Report of the US Agency for Health Research and Quality (AHRQ) 
that focus on healthcare outcomes, such as survival rates from cancer and myocardial infarction. 
While these outcomes may reflect the performance of more than one healthcare provider, they are 
less influenced by societal factors. 

Comparisons between countries have been mostly limited to information about the use of 
resources (expenditures, hospital beds and physicians), selected health outcomes (infant mortality 
and life expectancy) and health care outcomes (hospital mortality and nosocomial infections) at 
the national level  [OECD, 2009]. The quality of care provided in the US has been compared with 
that in other developed countries [Davis et al., 2006; Docteur et al., 2009], and within the member 
countries of the OECD [Mattke et al,2009; Kelley et al., 2006; Arah et al., 2006; Armesto et al., 
2006]. There have also been comparisons of the quality of care for chronic conditions, such as 
cardiovascular diseases, diabetes mellitus and asthma, provided by self-selected general practices 
in the UK, Australia and New Zealand [Seddon et al., 2001]. However, we know of no attempt to 
compare quality-monitoring systems in general or, more specifically, in managed-care plans. 

Israel and the US are among the few countries where health plans play an important role in the 
health system. However, the two countries differ with regard to how they finance their healthcare, 
the proportion of the population enrolled in the plans and the nature of the quality-monitoring 
programs. We felt that these similarities and differences make a comparison of the two quality-
monitoring systems useful for policymakers.  

It may be particularly important for US policymakers to learn about other health systems at this 
time. A recent NCQA newsletter noted that after a decade of improvement, quality improvement 
of US healthcare has slowed down in recent years, and this plateau phenomenon was particularly 
striking in 2008 [NCQA Press Release, 2009]. In contrast, between 2005 and 2007, 
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approximately 20% of the Israeli indicators increased by 20 percentage points or more, and about 
half of them increased by 10 percentage points or more [Porath et al., 2008].  

The objective of this paper is to compare the two monitoring systems. The adherence to standards 
of practice on similar measures in Israel and in the US was the subject of a separate article [Rosen 
et al., 2010]. 

2. Background  

Israel has a national health insurance system that provides universal coverage. It is financed 
through income-linked taxation. Israelis can choose from the nation's four competing non-profit 
health plans, all of which provide a package of benefits ("basket of services") that are prescribed 
by law. The health plans are funded through capitation payments, which reflect the number of 
members in each plan and their age mix. The health plans manage the care of their members in an 
effort to contain costs and improve quality. Over 80% of the primary-care physicians (PCPs) 
work for only one health plan. About 60% of the PCPs work on a salaried basis; the other 40% 
work as independent (i.e., self-employed) physicians under contract to one or more health plans. 
In 2007, Israel spent about $1,700 per person on healthcare, accounting for 7.7% of GDP. Life 
expectancy was 82.4 years for women and 78.7 years for men, and infant mortality was 3.9 per 
thousand births. In 2007, Israel had 3.7 physicians up to age 65 (retirement age in 2007), 2.0 
acute-care beds, 173 acute-care discharges and 705 patient days per thousand population 
[Haklai]. 

In the US, most employed adults have health insurance through their employers who either self-
insure or purchase insurance from a separate insurance company. The federal government 
provides health insurance for the elderly (Medicare), and a joint federal-state program (Medicaid) 
covers many low-income persons. About 15% of the population is uninsured. Of the population 
insured through employers, about one-third are enrolled in health-maintenance organizations 
(HMOs) or point-of-service (POS) plans, almost two-thirds are enrolled in preferred provider 
organizations (PPOs), consumer-driven health plans (CDHPs), (all of which are considered 
“managed care,”) with a small number remaining in traditional fee-for-service (FFS) plans. Only 
a small proportion of PCPs work for a single health plan. A proportion of patients covered under 
Medicare (15%) and Medicaid (50%) are also enrolled in managed-care plans, largely HMOs. 
Most managed-care companies in the US do not directly deliver care, but instead contract with 
independent hospitals and physicians. In 2007, the US spent approximately $7,400 per person on 
healthcare, accounting for 16.2% of the GDP. Life expectancy was 80.4 years for women and 
75.3 years for men; the infant mortality rate was 6.4 per thousand births. In 2006, the US had 2.6 
physicians and 3.0 beds in non-federal short-stay hospitals, 117 discharges and 558 patient days 
per thousand population [National Center for Health Statistics, 2009].  
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3. Methodology 

We compared the systems for monitoring and reporting the quality of community-based care in 
Israel and the US. To this end we retrieved data from the reports of the US NCQA [National 
Committee for Quality Assurance] and the Israel National Quality Measures Program (NQMP 
[Porath et al., 2008)], reviewed the project websites and interviewed professionals involved in the 
development and operation of the monitoring systems.  

4. Main Findings 

In Israel, the NQMP began in 1999 as a research project at Ben-Gurion University funded by the 
Israel National Institute for Health Policy and Health Services Research, with the voluntary 
cooperation of all four health plans. In 2004, it became a national program, adopted by the 
Ministry of Health and the National Health Council. The program allows ongoing quality 
assessment of selected services provided by the health plans. To date, the reports of the NQMP 
present only global national data. Information on the performance of individual plans is not 
available to the public or to competing plans. There is an ongoing debate in Israel about whether 
to change this policy. 

The NQMP draws on the experience of the Healthcare Effectiveness Data and Information Set 
(HEDIS) in terms of overall approach to quality measurement, choice of measurement areas and 
specific measures of quality of care. The Israeli and US programs share some of the HEDIS 
measure areas, such as asthma medication use, diabetes mellitus care and screening for breast 
cancer. At the same time, significant adaptations were made in the Israeli context (Shye et al., 
2000). Some of these adaptations reflect differences in the way the two healthcare systems are 
organized. For one example, Israel provides perinatal care through a separate governmental 
network of well-baby clinics, rather than through the health plans. Consequently, the NQMP, 
which focuses on data provided by the health plans, did not incorporate the HEDIS measures of 
child immunizations. A second example includes the measures of access to care that are not 
applicable in Israel (as they are in the US), because of Israeli universal coverage and high 
availability of primary care.  

In the US, monitoring of quality using performance measurement in health plans was started in 
the early 1990s by the NCQA, a private, non-profit organization. Participation in the program is 
voluntary, although  some states (for Medicaid and commercial insurers) and the federal 
government's Medicare Advantage program require plans to report on their HEDIS results. In 
2007, more than 90% of the HMOs and approximately 20% of its PPOs in the US reported 
HEDIS results to the NCQA. As a result, the 2007 HEDIS aggregate data covered about 30% of 
Americans. Plans that are accredited by NCQA are required to allow public reporting and others 
volunteer to do so, so that 97% of submitted HEDIS results are publicly reported. NCQA 
publishes plan-specific data that are available through the Web [National Committee for Quality 
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Assurance, 2009]. Employers, consultants, and consumers use HEDIS data, along with 
accreditation information, to help them select the best health plan for their needs. HEDIS data are 
also the centerpiece of most health plan "report cards" that appear in national magazines and local 
newspapers. Most people covered by employer-sponsored insurance do not have the opportunity 
to use this information to make informed choices, but are rather assigned a plan by their 
employer. In 2008, NCQA released specifications for HEDIS measures for use at the physician-
practice level. 

The NCQA and the NQMP programs share the following common features.  

At the organizational level: 

They are both based on the voluntary participation of healthcare plans. 

(a) Both quality-monitoring programs have very high levels of participation of the HMOs in 
their countries (100% of HMOs in Israel and over 90% of HMOs in the US), thereby 
contributing to the comparability of the data on HMO performance.   

(b) They are both steered by committees consisting of representatives of the health plans, the 
government and the medical association, and, in the US, the business community. Since 
Israel is much smaller, the steering committee includes representatives of each of its four 
health plans. In the US, most plans are represented through their national associations as 
nonvoting liaisons to the steering group.  

(c) In both countries, data from the quality of care monitoring systems are increasingly linked 
with broader epidemiological measures to create a more comprehensive picture of national 
performance in addressing specific diseases. For example, with regard to diabetes mellitus, 
data from the NQMP on trends in foot exams and HbA1C control are being analyzed in 
conjunction with national epidemiological data on diabetes mellitus-related mortality and 
amputations (Porath, A., personal communication ). 

 
At the level of content: 

(d) They deal with common  health problems.  

(e) They measure patient and physician adherence to standards of community care, such as 
cancer screening and blood pressure control.  

(f) They include a similar number of measures, 37 in Israel and 39 in the US. 
(g) They focus on reporting at the level of global performance of managed-care systems rather 

than of individual care providers. Therefore, both monitoring systems appear to concur with 
the premise that, to overcome natural defensive attitudes to criticism, methods of quality 
control, particularly external, should be non-intrusive, non-threatening and based on an 
agreed upon standard of care.  

(h) Both countries employ auditing systems that ensure comparability of data across health 
plans.  
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(i) In both countries, measurement of quality of care is part of a broader set of tools for 
monitoring health plan performance, which also include surveys of member satisfaction and 
financial reports of revenues and expenses.  

(j) Both countries use similar measures resting on widely-accepted, evidence-based guidelines 
or standards. 

 
The two monitoring systems differ in the following features:  

At the organizational level: 

(a) NCQA reports both data on the performance levels of plans grouped by type: i.e., on 
Medicaid, Medicare and Commercial insurers and data on individual plans, but not 
aggregate data on all participating plans.  The Israeli report presents aggregate findings only 
because some of the participating plans objected to the publication of data on the quality of 
care provided by individual plans. 

(b) All Israeli residents are enrolled in HMOs and all four health plans participate in the quality 
assurance program. Therefore, the NQMP reports provide assessments of the quality of care 
of the entire population. On the other hand, the HEDIS data do not necessarily reflect the 
level of care in the US as only 30% of Americans are enrolled in HMOs that participate in 
the NCQA monitoring system.  

(c) The Israeli system is based exclusively on computerized clinical data while, for many of the 
measures, the US system utilizes claims data and paper chart reviews. This has implications 
for the range of possible indicators, such as how diabetes mellitus is defined and what cancer 
screening tools are considered. This difference may also introduce biases if reliance on 
computerized data leads to defining a more seriously ill target population (as with defining 
diabetes mellitus based on medications taken) or the opposite.  

(d) The information reported by the Israeli HMOs is based on data for entire populations, 
whereas some of the data reported by US HMOs are based on sample data, e.g., those 
requiring paper chart review use a random sample of the eligible population within each 
plan. This may have some implications for the accuracy of the estimates of individual plans 
although, given the size of the random sample, the effect on the comparisons between the 
aggregate results is probably very small. 

(e) The NCQA is a non-governmental non-profit US organization that is funded primarily by 
fees from organizations seeking NCQA accreditation. The Israeli system also started as a 
non-governmental effort, but has become a national project, funded by the Ministry of 
Health and operating under its auspices. The actual work continues to be done by a non-
governmental team, working on contract for the Ministry through the Israel National 
Institute for Health Policy and even the Ministry does not see the plan-specific data. 

(f) A major objective of the US system is to provide consumers with comparative performance 
data to enable them to make more informed choices about enrolling in HMOs and to create 
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competitive pressure on the HMOs to improve quality. The Israeli approach is different. Its 
premise is that, even without publicizing the plan-specific data, giving plan directors 
information on their performance versus national averages would motivate them to invest in 
quality improvement due to their innate interest in providing good care. 

 
At the level of content (See Table): 

(g) In 2007, the Israeli monitoring system provided a more detailed scrutiny of the management 
of patients with diabetes mellitus and cardiovascular diseases than the US system. On the 
other hand, many other content areas of the NCQA monitoring system were not included in 
the Israeli report. 

(h) Both programs use many of the same core measure concepts (e.g., HbA1c > 9). Still, the 
specifications of the measures and the way they are applied differ. Specifically, there are 
dissimilar definitions of the measurement areas of bronchial asthma and diabetes. The 
measures are applied to different patient populations (e.g., control of blood pressure refers to 
the entire Israeli population but in the US, only for patients with known hypertension). The 
measures are also applied over different observation periods (e.g., timing of last examination 
of occult fecal blood) and different age groups (e.g., mammography).  
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Table 1: Quality Control Measures Used in the 2007 Reports of the National Quality 
Measures Program (NQMP) in Israel and of the US National Committee for 
Quality Assurance (NCQA)  

 Measure  NQMP (Israel)  NCQA (US) 

Entire population 
Monitoring patients on persistent medication 
Documentation of blood cholesterol control  
Documentation of height 
Documentation of weight 
Documentation of BMI 
Documentation of blood pressure  
Control of blood pressure  
Control of blood cholesterol 
 

 
‐ 
+ 
+ 
+i 
+ 
+ 
+ 
+ 
 

 
+ 
‐ 
‐ 
‐ 
‐ 
‐ 
‐ 
‐ 

Children 
‐ Appropriate testing for children with pharyngitis 
‐ Appropriate treatment for children with respiratory infection  
‐ Childhood immunization status  
‐ Care of children with ADHD 
‐ Screening for lead poisoning in children 
‐ Prenatal and postnatal care. 
‐ BMI Recording 
‐ Hb recording  
 

 
‐ 
‐ 
‐ 
‐ 
‐ 
‐ 
+ 
+ 

 
+ 
+ 
+ 
+ 
+ 
+ 
‐ 
‐ 

Adults and elderly patients 
‐ Avoidance of antibiotics in adults with acute bronchitis 
‐ Urinary incontinence 
‐ Medication in the elderly 
‐ Osteoporosis testing and management 
‐ Fall risk management 
‐ Physical activity in older adults 
‐ Advice for smoking cessation 
‐ Flu immunization 
‐ Pneumococcal immunization 
 

 
‐ 
‐ 
‐ 
‐ 
‐ 
‐ 
‐ 
+ 
+ 

 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
‐ 

Screening for  
‐ Cervical cancer 
‐ Chlamidia in women, 
‐ Glaucoma  
‐ Colorectal cancer 
       Occult fecal blood, last year  
       Colonoscopy last 5 years 
       Either: Occult fecal blood in last year, sigmoidoscopy or double 
       contrast barium enema in last 4 years, colonoscopy in last 9 years 
‐ Breast cancer 
 

 
‐ 
‐ 
‐ 
 
+ 
+ 
 
‐ 
+ 

 
+ 
+ 
+ 
 
‐ 
‐ 
 
+ 
+ 

 



 

8 

 Measure  NQMP (Israel)  NCQA (US) 

Bronchial asthma 
‐ Asthma Medication Use  
‐ Flu immunization 
 

 
+ 
+ 

 
+ 
‐ 

 Patients with C‐V disorders 
‐ Statin treatment after bypass surgery 
‐ Statin treatment after angioplasty 
‐ ACEI or ARB treatment after bypass surgery 
‐ ACEI or ARB treatment after angioplasty 
‐ Beta‐Blocker Treatment after bypass surgery 
‐ Beta‐Blocker Treatment after angioplasty 
‐ Cholesterol control after bypass surgery 
‐ Cholesterol control after angioplasty  
‐ Cholesterol recording after AMI, bypass surgery or angioplasty 
‐ Cholesterol control after AMI, bypass surgery or angioplasty  
‐ Beta‐Blocker Treatment after AMI 
 

 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
‐ 
‐ 
‐ 

 
‐ 
‐ 
‐ 
‐ 
‐ 
‐ 
‐ 
‐ 
+ 
+ 
+ 

Hypertension 
Controlling High Blood Pressure in hypertensive patients 
 

 
‐ 

 
+ 

Diabetes Mellitus 
‐ HbA1c Testing 
‐ Poor HbA1c Control Less than 7% 
                                   More than 9% 
‐ Insulin treatment in diabetics with HbA1c more than 9% 
‐ Cholesterol recording 
‐ Cholesterol control 
‐ Referral to an ophthalmologist 
‐ Blood pressure recorded 
‐ Blood pressure control 
‐ Monitoring for nephropathy 
‐ Documentation of BMI 
‐ Flu immunization 
‐ Pneumococcal immunization 
 

 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 

 
+ 
‐ 
+ 
‐ 
+ 
+ 
+ 
‐ 
+ 
+ 
‐ 
‐ 
‐ 

Mental disorders 
‐ Follow‐up after hospitalization for mental illness 
‐ Antidepressant medication 
‐ Treatment of drug and alcohol dependence 
 

 
‐ 
‐ 
‐ 

 
+ 
+ 
+ 

Management of specific disorders:   
‐ Acute bronchitis (avoiding antibiotics) 
‐ Rheumatoid arthritis 
‐ Low back pain (avoiding imaging scans) 
‐ Use of spirometry to assess COPD 

 
‐ 
‐ 
‐ 
‐ 

 
+ 
+ 
+ 
+ 
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5. Discussion 

The Israeli and US programs for monitoring community services are similar in their focus on the 
quality of care in the community for common health problems, their reliance on voluntary 
participation by the health plans, their inclusive steering committees and auditing processes. They 
differ in the proportion of the population covered, the specification of some of the measures, the 
main sources of data, and whether plan-specific data are released to the public. 

There are two possible reasons for the focus of the Israeli monitoring system on fewer 
measurement areas. First, the Israeli system may be restricting its measures to standards of care 
with a higher level of evidence for validity than that accepted in the US. Second, Israeli health 
plans insisted that the number of measurement areas be expanded gradually, in part because of 
the cost of adding new measures: the cost of the measurement itself and the cost of the 
interventions needed to improve newly detected flaws in quality of care. Furthermore, the higher 
number of measurement areas in the US program may be driven by purchasers, whether 
government or private, who have a strong lever with plans since they are their main customers, 
while in Israel, the Ministry of Health, which sponsors the monitoring system, may be more 
sensitive to the pressures of the population being measured. 

A major difference between the two systems is in the extent to which they share with consumers 
the data they generate. The US approach of publicizing plan-specific data allows consumers, 
corporate benefit managers and employees to make informed choices, thereby increasing the 
pressure on health-plan executives to invest in quality. On the other hand, the Israeli approach of 
not publicizing such data may foster cooperation between plans despite their ongoing competition 
for new members. It is not clear whether there has been such cooperation in the US.  

Regardless of the different policies on publication of plan-specific performance, in both countries 
the monitoring systems have been used to facilitate competition over quality. In the US, this is 
expressed in competition among health plans while, in Israel, this is expressed in competition 
between regions and clinics within health plans. In addition, even at the national level, Israeli 
health-plan executives are sensitive to their performance relative to the national average.   

The presented observations suggest the following directions for future program development and 
research. First, both countries should explore expanding their monitoring systems though in 
different ways. In the US, consideration should be given to including more health plans. Israel 
should consider expanding the range of medical areas that are monitored. Obviously, any such 
expansion would require effort, time and resources, as well as a consensus that the benefits of the 
extended monitoring are worth the cost.  

Second, future studies of quality assurance of healthcare should explore the response of managed-
care institutions in Israel and the US to the NQMP and NCQA reports, respectively. Specifically, 
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an attempt should be made to answer the question: "What actions have managed-care institutions 
initiated in order to improve the quality of healthcare and how do these actions also affect 
resource use and cost", and to explore how the similarities and differences of the healthcare 
systems in the US and Israel influence these actions.  
 
Finally, future research may extend the comparison of monitoring systems to include primary-
care trusts in the UK and sickness funds in countries such as Germany and the Netherlands. 
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