
  
 

 
 
 
 
 
 

TThhee  IISSHHAA  CCoonnttiinnuuiinngg  MMeeddiiccaall  EEdduuccaattiioonn    
PPrrooggrraamm  aatt  CCllaalliitt  HHeeaalltthh  SSeerrvviicceess::    
EEvvaalluuaattiioonn  RReeppoorrtt  
 

Yael Ashkenazi  Revital Gross  Yael Rockoff  Bruce Rosen 
 
 
 
 
 
 
 

This report was prepared as part of the evaluation of  
the Israel Health Advancement for women (ISHA) program,  
which is a joint program of the Jewish Federation of Cleveland  
and the Jewish Agency for Israel. ISHA is a unique multi-organizational  
international program that brings together and trains primary care 
physicians and health professionals, lay leaders, women health 
advocates, academics and researchers in partnership with major 
organizations to significantly advance women’s health in Israel. 
 
The evaluation is supported by the Jewish Agency and the  
Jewish Federation of Cleveland. 
 
 
 
 
 
RR-580-11

      



 

 

 

 

Related Myers-JDC-Brookdale Institute Publications 
 

Elroy, I.; Gross, R. Ashkenazi, Y. and Rosen, B. 2008. Project for the Advancement of Women's 

Health in Israel (ISHA) Evaluation of the Program to Develop Women's Lay Leadership – 

Summary Report. RR-513-08 (Hebrew). 

 

Ashkenazi, Y. and Gross, R. 2003. The State of Women's Health in Israel. An Overview of 

Recent Data. S-116-03. 

 

Nissanholtz, R. and Rosen, B. 2011. The Medical Workforce and Government-Supported 

Medical Education. S-137-11 (available on the Institute website only). 

 

 

To order 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  

 

  
 
 
 
 

 



 i

EExxeeccuuttiivvee  SSuummmmaarryy  

BBaacckkggrroouunndd::  TThhee  IISSHHAA  CCMMEE  PPrrooggrraamm  
The ISHA program, initiated and largely funded by the Jewish Federation of Cleveland, is 
devoted to improving the health of women in Israel. This program, which was a collaborative 
effort of the Jewish Federation of Cleveland and the Jewish Agency, was strategically designed 
as a multi-pronged effort that sought to bring about system-wide change through a series of 
projects aimed at both health providers and health service consumers. The Myers-JDC-Brookdale 
Institute was involved in the planning of the program from its inception and also monitored and 
evaluated the program. 

 

One of the ISHA program's major components was the Continuing Medical Education (CME) 
program implemented by Clalit Health Services during 2004-2008. Its goal was to improve the 
care of women in Clalit clinics through a training program designed to increase the awareness, 
knowledge, skills and self-efficacy of physicians. In addition, the program created an opportunity 
to develop a new method of physicians' group learning in the clinics based on distance learning. 
The overall assumption was that focusing attention on women's health issues and increasing the 
capacity to address them would both: 

a) Motivate the physicians to give higher priority to women's health issues 

b) Increase the effectiveness of their care. 

The program was based on an innovative distance-learning method: asynchronous e-learning in 
small peer groups, which took place on-site at the primary care clinics and was integrated into the 
regular work schedule. One of the physicians at the clinic facilitated the lessons, which were 
interactive and demanded active participation. Group discussions were the main learning vehicle. 
The lessons were held in the clinics during working hours, at a time convenient to the clinic and 
participating physicians, and each clinic advanced at its own pace. To the best of our knowledge, 
this could be the first time – in Israel or abroad – that such a system for peer learning in groups in 
an actual clinical setting has been developed. 

The program consisted of 18 lessons on central aspects of women's health. For each lesson, Clalit 
developed an e-learning module with the assistance of an advisory committee from the Jewish 
Federation of Cleveland.  

Several units in Clalit were involved in developing the program: the Medical Division, the 
Computer Department and the Training Department. A project steering committee was 
established that consisted of representatives of the various departments within Clalit Health 
Services involved in the implementation of the program as well as experts from Tel Aviv 
University, which was also involved in the program and provided academic credits to 
participating physicians.  
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Each lesson was developed and written by a pair of Israeli physicians: a specialist who was an 
expert on the subject of the lesson and a primary care physician who put forward the family 
medicine perspective. Each pair was in contact with leading experts from Cleveland who added 
their own input on each lesson. A commercial company specializing in e-learning then prepared 
the material in the format of a computerized lesson, which was uploaded to the program's 
website. The topics included were an introduction to gender medicine, adolescence, menopause, 
osteoporosis, PMS, pregnancy-related depression, domestic violence, family planning, pregnancy 
follow-up, amenorrhea, breast cancer, cardiology, incontinence, sexuality and autoimmune 
diseases. The interaction with Cleveland focused on defining the best practices supported by the 
literature; the best ways to convey these messages in a clinic setting; and how to get the most 
benefit from the electronic medium. The ISHA program team had to identify the best and most 
appropriate Israeli experts on each topic, introduce them to a new teaching method and facilitate 
their interaction with their counterparts in Cleveland. 

Beyond the challenge of developing the lessons, implementing the program at hundreds of clinics 
scattered throughout the country posed a major challenge. This was compounded by the fact that 
the actual uptake of the program depended on the initiative of the staff in each of the clinics and 
their commitment to engage in ongoing learning within the framework of their busy schedules 
and without any additional pay. Moreover, for many of these physicians, women's health may not 
have been a high priority prior to the program. In effect, the clinics were simultaneously being 
asked to: 

a) Prioritize women's health  

b) Learn and adjust to a computer-based learning method of which they had no prior 
experience  

c) Assimilate the concept of peer group learning, which did not necessarily exist in most 
clinics. 

The full-scale implementation of the program required significant upgrading of the computer 
infrastructure as well as significant computer support for the clinics and the training of a special 
cadre of program facilitators. The management of each district was mobilized to implement the 
program, motivate the participating clinics and appoint a program coordinator for the district. 
Each participating clinic chose a facilitator, who then underwent a short training session. 

Thus, as can be seen, the ISHA CME program at Clalit Health Services was an ambitious and 
innovative initiative in distance learning for groups of physicians. The program was developed 
through a unique exchange of knowledge and experience among matched groups of experts, from 
Israel and Cleveland, in each of the major topics.  

TThhee  PPiilloott  aanndd  IIttss  EEvvaalluuaattiioonn  
The program began with a pilot of seven lessons held in 27 clinics in two districts in 2004-2005. 
The goal of the pilot was to examine whether the design of the lessons was effective and whether 
it was feasible to implement them in the clinics in a group setting, and to ascertain the perceived 
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contributions of the lessons. It was designed to assist in the further development of the program. 
A multi-dimensional evaluation was conducted using both quantitative (questionnaires for 
participants, structured feedback forms) and qualitative (in-depth interviews, observations) tools. 
The evaluation showed improvements in knowledge, self-efficacy, attitudes and practice 
regarding about half of the course topics. Following the pilot, most of the physicians reported that 
they had already made or were planning to make changes in their practice regarding the care of 
women. Most were also highly satisfied with the new learning method. Following the pilot, a 
number of strategies for improving the lessons were identified by the Israeli program directors in 
cooperation with the Cleveland advisory committee, and improvements were introduced. 

TThhee  FFuullll  PPrrooggrraamm  aanndd  IIttss  EEvvaalluuaattiioonn  
Based on the feedback received from the pilot, 11 additional lessons were developed. The 
program was then offered to all Clalit primary care clinics with at least three physicians. Over 
200 clinics and over a thousand physicians participated in the full program. Considering that 
every physician treats several hundred women, this program had the potential to impact on the 
healthcare of hundreds of thousands of women in Israel.  

OObbjjeeccttiivveess  
The evaluation was designed to:  

1. Examine the implementation of the program on a large scale, and  

2. Examine the program’s contribution to improving the physicians' attitudes, knowledge, self-
efficacy, skills and practice patterns regarding the specific issues in women’s health on which 
the program focused, as well as the care experience and satisfaction of female patients.  

MMeetthhooddss  
The evaluation was carried out in two districts: Sharon-Shomron and Jerusalem. These districts 
include Jewish and Arab populations in both urban and rural localities. Both districts entered the 
project after the pilot stage so all the clinics started with the revised and improved lessons. 

An assessment of the implementation was carried out based on the administrative database of the 
program and on interviews with the physicians.  

The evaluation of the program's contribution had three components: a survey of physicians in 
participating clinics, a survey of women visiting these clinics, and an examination of change over 
time based on clinical indicators in the Clalit database. The surveys employed a pre-post design, 
in which we compared the responses of physicians and female patients before and after the 
implementation of the program. For each group, we posed questions that we thought could be 
answered effectively. The overall objective was to create as full and as accurate a picture as 
possible of the care the women were currently receiving in the clinics as well as the impact of the 
intervention on that care. 
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We did not have the opportunity to use a randomized trial format to define a control group, 
because almost all of the clinics in the Jerusalem and Sharon-Shomron districts participated in the 
program, at least initially.  

The physicians' survey had three rounds: pre-, mid- and post-program, and the women's survey 
was carried out pre- and post-program. Not all the clinics in the two districts completed all the 
lessons (the same is true for the other districts), and we evaluated the program only in those 
clinics that had completed a minimum of 11 lessons by a certain date. Of the 26 clinics that did 
so, the majority (19 clinics) completed 17 or 18 lessons. The other 7 clinics completed 11-16 
lessons.1 We asked the physicians about their attitudes, their self-efficacy and their practices in 
relation to the topics covered in the course and to their discussions with and treatment of patients. 
In addition, we asked the physicians to indicate their overall satisfaction with the course, with its 
content and with its unique distance learning strategy. 

The women were asked first about their health status and sociodemographic background. We then 
asked them about specific aspects of their interaction with the physicians: the discussions they 
had with physicians (on topics related to the program), referrals by physicians to various tests, 
and their satisfaction with and evaluation of the care they received. There was a partial overlap 
between the two questionnaires – there were questions we asked both women and physicians 
(discussions), and there were questions we asked only physicians (self-efficacy, attitudes, 
knowledge) or only women (satisfaction with care, referrals, measurements). As indicated above, 
each group was asked only questions that we thought they could answer effectively. 

Two criteria determined the clinical indicators selected: a) They were related to the topics of the 
lessons, and therefore could have been affected by participation in the lessons, and b) Data on the 
indicators were available in the electronic medical records and could be extracted from Clalit's 
databases. The indicators were selected by the project directors in Clalit together with the 
Cleveland advisory committee. Data for the indicators were extracted from Clalit's computerized 
database by the organization's Information and Statistics Department. We compared changes over 
time in the clinics that had completed the relevant lessons and the comparison clinics (those that 
had not).2 

FFiinnddiinnggss  
PPrrooggrraamm  IImmpplleemmeennttaattiioonn  
One of the issues addressed in the evaluation was the clinics' ability to implement the program 
and the strength of their commitment. The program was long and not all the clinics completed it. 
It comprised 18 lessons that were to be implemented over a period of about 18 months, and in 

                                                 

1 This refers to the physicians' survey. The figures for the women's survey are slightly different. See full 
report for details. 

2 Since not every clinic studied every lesson, those that did not participate in a specific lesson were 
considered to be comparison groups for the specific indicator only. See Section 5.2 in the full report. 



 v

practice took longer. This required a lot of persistence from the management and staff at the 
clinic for an extended period (about 2 years). Of the 53 clinics that started the program in our two 
districts in mid-2006, 27 (51%) had completed at least 11 lessons by February 2008. Of these, 19 
(36% of the original 53) had completed 17 or 18 lessons by January 2009. In the interviews and 
discussions, it emerged that the heavy workload, time pressures and competing programs were 
the main reasons for not completing the program. It is also possible that with all the competing 
needs, women's health is not high on some clinics' agenda. Thus, it might have been unrealistic to 
expect all the clinics to complete the entire program. We must remember however that even when 
the clinics did not complete all the lessons, the participants were nonetheless exposed to new 
knowledge and approaches.  

In addition to the number of lessons studied, we also examined the perceived quality of the 
lessons. Participants whom we interviewed during the pilot phase told us how important the 
group discussions were for the learning process and how central the facilitator was in this 
process. Both those interviews and our observations of learning sessions suggested that the 
quality of facilitation impacted greatly on the effectiveness of the lessons, although this varied 
across the clinics. 

FFiinnddiinnggss  ffrroomm  tthhee  PPrree--CCoouurrssee  SSuurrvveeyyss  
The first round of surveys provided baseline information for the assessment of the program's 
impact. The pre-course physicians' survey showed that most physicians did not initiate 
discussions with many of the women on most of the topics. Psychosocial issues like domestic 
violence and sexuality/sexual behavior were especially neglected. We also found that most 
physicians were not treating a number of problems. 

Overall, prior to the course, physicians seemed more comfortable with bio-medical issues than 
psychosocial ones; this was true with regard to both discussions with the patients and treatments. 
Examples of "strong" topics that physicians felt comfortable with were family history of breast 
cancer and osteoporosis; "weak" topics included sexuality, domestic violence and family 
planning. We also found that physicians reported low self-efficacy regarding discussing, 
identifying and treating some of the problems. The knowledge test revealed significant gaps in 
the knowledge about a number of these topics. All these findings highlighted the importance of 
the planned intervention. 

The women surveyed were, as can be expected in a primary care clinic survey, older and with a 
higher rate of chronic disease than the general female population. Almost all the women had a 
regular family physician and more than half had been in that physician's care for over 5 years. 
Most of the women rated the care they received from their physicians highly. A high percentage 
of women had been referred to cholesterol tests and had their blood pressure measured in the 
clinic, in keeping with the recommended practice. A much lower percentage of women had been 
referred to vision and hearing tests. 



 vi

The pre-course patient interviews corroborated the physicians' reports that the latter did not 
frequently initiate discussions on many of the topics about which we asked. We also found 
parallels between physicians' and women's reports regarding the topics the physicians tended to 
discuss more than others. In addition, not many women reported that they initiated discussions 
themselves, which underlines the need for physicians to do so.  

FFiinnddiinnggss  ffrroomm  tthhee  MMiidd--  aanndd  PPoosstt--CCoouurrssee  SSuurrvveeyyss  ooff  PPhhyyssiicciiaannss  
In the mid- and post-course physician surveys, we found improvements regarding discussions and 
treatment in some topics (e.g., domestic violence, PMS, incontinence), but not in others (e.g., 
eating disorders and osteoporosis). The program placed great emphasis on physicians' 
communication with their female patients, and on improving their skills for discussing sensitive 
issues with them. We found a correlation between the extent of improvements and the adequacy 
of the pre-course situation regarding discussions and treatment. The greatest improvement was in 
topics that were "weaker" to begin with: domestic violence, family planning, PMS, incontinence 
and sexuality. For example, the percentage of physicians reporting that they discussed 
incontinence with half or more of their patients rose from 47% to 64%, and those who discussed 
sexuality issues rose from 15% to 25%. Fewer improvements were found in: pre- and post-natal 
depression, mental distress and depression, menopause and issues related to pregnancy (but not 
pregnancy follow-up). No improvements were found in the other topics: family history of breast 
cancer and heart disease; osteoporosis; autoimmune diseases; amenorrhea; pregnancy follow- up; 
and eating disorders. The first three of these topics were "strong" to begin with. Even before the 
course, most physicians had reported that they initiated discussions with most women on these 
topics, and in the case of osteoporosis, they also reported that they treated most women with this 
problem.  

Interestingly, the topics in which we found the most improvement were not necessarily those 
whose lessons were rated by the physicians as having contributed most to them. The lesson on 
incontinence, in which there was a lot of improvement, was among those rated highest, but the 
other topics in which there was the most improvement (for example, sexuality and domestic 
violence) were not. 

This could be because the questions we asked did not reflect the full contribution of the lessons. 
In particular, we asked whether certain types of care were given and whether certain types of 
discussions were held. We did not assess the quality of the care or the discussions. It is possible 
that even though physicians did not initiate more discussions on a certain topic following the 
program, there could have been an improvement in the quality of those discussions that did take 
place and/or of the care itself. 

In addition to the general analysis, we also performed two sub-analyses: 

1. A comparison between physicians who had completed all or most of the lessons (17–18) and 
those who had completed 11–16 lessons  
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2. A comparison between physicians who were highly satisfied with the course and those who 
were less satisfied.  

It is noteworthy that we found greater improvements in discussions among physicians in the 
clinics that had completed 17-18 lessons and among those who were highly satisfied with the 
course. 

Physician satisfaction with the course was high. Three-quarters of the physicians were highly 
satisfied with the course in general and the same – or a greater – proportion expressed agreement 
with positive statements on various aspects of the course, such as: "I learned new things from my 
colleagues in the clinics," "The atmosphere was pleasant and contributed to the learning process," 
and "I learned new things from the material presented in the course." Ninety percent enjoyed the 
course. Three-quarters would like to learn more topics in the same format and 80% were satisfied 
with the learning method. Satisfaction was also found in the responses to an open question about 
the best aspects of the course – nearly half of all the physicians mentioned items related to the 
study method.  

FFiinnddiinnggss  ffrroomm  tthhee  PPoosstt--CCoouurrssee  SSuurrvveeyy  ooff  WWoommeenn    
The women's questionnaires included a number of topics, some of which were related to the 
program, while others were not. The topic that was most directly related to the program was 
discussions initiated by doctors. There were also questions about referrals for blood pressure and 
cholesterol tests, which were somewhat related to the lessons, as well as questions about height 
and weight, vision and hearing, which were less directly related to the lessons. Another topic, 
satisfaction with care, might have been affected by factors outside the program as well as by the 
program itself. Thus, the findings go beyond an evaluation of the program's impact and provide a 
broader picture of the care women receive. 

Naturally, in the women's survey, we did not include questions about the full range of impacts 
that were examined in the physician's survey, such as changes in physician self-efficacy and 
knowledge. In the women's survey, as in any client survey, we could only ask about the 
respondent's own personal experience and her own perspective on the care received.  

Contrary to our findings from the physicians' survey, the women's survey did not show any 
significant changes in physician-initiated discussions except with respect to physicians' inquiries 
as to whether women over 50 had undergone a mammogram. Nor did they show a change in the 
pattern of women themselves initiating discussions. 

As with the physicians, we found that the women's reports in those clinics that had completed 17–
18 lessons and the women's reports in those clinics in which the doctors were highly satisfied 
with the course indicated an improvement in the extent of the discussions.  

There may be several explanations for the finding that physicians reported more widespread 
improvements in discussions than did the women. The likelihood of a woman experiencing a 
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change depends on how frequently she saw her physician after s/he had studied the relevant 
lessons. It is possible that not enough time had elapsed in order to detect the changes in the 
pattern of the discussions between the program and the women's interview. Although physicians 
have started introducing changes into their practice, it will take time before the women 
experience this change. It is also possible that the tool we used for women was not sufficiently 
sensitive for these issues. 

The women's reports showed increased referrals to some tests such as height and weight 
measurements. There was no increase in referrals for blood pressure and cholesterol testing, 
which were very high to begin with.  

We also found an increase in the women's satisfaction with physicians' care in relation to six 
dimensions of care: "the physician gives good medical care," "the physician is truly concerned 
about me and my health," "the physician listens to me," "the physician answers all my questions," 
"the physician explains everything about my treatment clearly," and "the physician treats me with 
respect." 

FFiinnddiinnggss  ffrroomm  tthhee  AAnnaallyyssiiss  ooff  CClliinniiccaall  IInnddiiccaattoorrss  
In more than half of the indicators we found improvements, some of them as large as 40 
percentage points (weight and height measurements), and some much smaller. In two indicators 
we found very small declines (menopause and bone density), and in a few others we found no 
change. In general, improvements were found in indicators based on measurements, while small 
declines or no changes were found in diagnoses and tests. 

However, generally, the changes in the indicators were similar in the clinics that completed the 
lessons and in the comparison clinics, with the former having no consistent advantage over the 
latter. These findings suggest that changes are due to factors other than the CME program, such as 
organizational changes and incentives in Clalit (for example, those of the Clalit quality 
improvement program). We cannot therefore attribute them to the CME program, and we did not 
find consistent evidence of program effects. 

SSttuuddyy  LLiimmiittaattiioonnss  
This study has several limitations, two of them indicating that our findings might overestimate 
the program's impact on physicians, another two suggesting that they might underestimate it. 

The limitations associated with a possible overestimate of program impact are as follows: First, in 
the absence of a control group for the entire program, we need to consider the possibility that 
other policy or organizational changes in Clalit may have influenced measures considered in the 
study. We did our best to find out about such changes in Clalit in order to assess the magnitude of 
this possibility and found changes in four areas. During the period of implementation, physicians 
were encouraged by Clalit management to be more active regarding BMI measurements, 
mammography and flu shots. In addition, at the time of implementation, members of violence 
prevention committees in hospitals and in the community underwent a training program on 
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domestic violence. We should note though that this program was for violence committee 
members only and we do not know to what extent they initiated activities that reached other 
physicians. Our inquiries with the management of Clalit at various levels did not identify any 
other specific changes within Clalit that could have had an impact on the measures we examined.  

Second, our findings are based on self-reports by the physicians. The self-reports might be biased 
if the physicians responded according to what they thought was expected of them. However, we 
found consistent variation by topic in the percentage of physicians reporting that they carried out 
the recommended activities. This implies that they did not automatically provide socially 
desirable responses, and as such lends support to the validity of the reports.  

For a significant number of those participating in the first round (some 40%), we did not have a 
matched post-course questionnaire. This limits our ability to generalize from the findings, even 
though we do not know in which direction this may have biased them.  

Two factors suggest that our findings might underestimate the program's impact:  

First, the women's responses to questions about their interaction with their physicians 
(discussions, referrals), might suffer from recall bias: patients might not remember accurately 
whether they discussed various issues with their physicians.  

Second, the likelihood of a woman experiencing a change depends on how frequently she visited 
the doctor after the lessons were implemented. It is possible that not enough time had elapsed in 
order to detect the changes in the pattern of the discussions between the program and the 
women's interviews. Although physicians have started introducing changes into their practice, it 
will take time before the women experience this change.  

SSuummmmaarryy  aanndd  CCoonncclluussiioonnss  
The ISHA CME program in Clalit Health Services was an ambitious and innovative initiative in 
distance learning for groups of physicians. The program was developed through a unique 
exchange of knowledge and experience among matched groups of experts in each of the major 
topics from Cleveland and Israel. The program reached over 1,000 physicians, and through them 
had the potential to influence the care of hundreds of thousands of women.  

The evaluation showed that the program had an effect on physicians' attitudes, knowledge, self-
efficacy or practice in over half of the areas, but did not have a measurable effect in other areas. 
Most significantly, it was most effective in areas that were weak to begin with – areas that 
physicians tended to neglect and regarding which they lacked confidence in their own ability.  

Following the program, we found an increase in women's satisfaction with their physician's care. 
We also found increases in test referrals, measurements performed in the clinics and physicians' 
inquiries about mammography. In contrast, the women's reports did not show significant 
improvements in physician-initiated discussions, except in clinics where the physicians were 
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highly satisfied with the program. This conflicts with the findings from the physicians' reports. 
This difference might be due to the time lapse as mentioned above, or to a problem with the 
sensitivity of the patient questionnaire. 

The in-depth interviews we carried out during the evaluation of the pilot shed light on some other 
outcomes of the program that were not measured in the evaluation of the full program. Many of 
the respondents emphasized the contribution of the lessons to raising awareness and reinforcing 
existing knowledge, even when they did not provide new knowledge. Another secondary benefit 
mentioned was that the group sessions had a positive impact on the relationships within the clinic 
– they gave an opportunity for the clinic staff to discuss cases and exchange ideas among 
themselves, something that they normally do not have time to do. These sessions therefore 
provided an impetus to developing a culture of ongoing exchange within the clinic setting.  

The examination of clinical indicators did not find consistent evidence of the program's impact. 
This does not necessarily mean that the program was ineffective and it might be due to 
improvements being masked by other concurrent projects in Clalit, or to the fact that the 
comparison clinics for the particular indicator also participated in some of the lessons, or to the 
inability of the indicators to detect changes in the quality of interactions between the physicians 
and their women patients.  

In this context, we note that the CME program, which improves attitudes, knowledge and skills, 
constituted an important complement to organizational measures meant to focus attention on 
specific health problems (such as the quality measurement effort). While the latter provide 
incentives and focus attention on certain issues, the former teaches physicians how to discuss 
sensitive topics with patients or to approach problems in a different way. 

Beyond the immediate outcomes that we could measure, the program also contributed by 
sensitizing the physicians to women's health issues and raising the importance of these issues in 
Clalit's agenda. Another important contribution was that Clalit acquired experience in the use of a 
new tool for distance learning which could be used for various topics and audiences in the 
organization. Clalit is already making use of this tool in training nurses and human resources 
personnel and in a course on preventive medicine for physicians in the health plan. Other Israeli 
health plans are also looking into possible use of these e-learning lessons on women's health. 
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