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Executive Summary 

Background 

The 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 (NIHP) at Ben-Gurion University of the Negev. In 2004, it was adopted by the Ministry 

of Health as a national program under the auspices of the NIHP. The program makes it possible 

to examine selected preventive, diagnostic, and curative services provided by the health plans in 

an ongoing and dynamic way. All of the health plans participate in the program and receive 

financial support from the state to cover the costs of the monitoring and reporting. However, 

performance-based financial incentives are not offered (to the health plans or to the physicians). 

To date, over 40 indicators have been developed and are being systematically examined for the 

entire Israeli population. The main areas for which they have been developed are immunization, 

screening for breast and colon cancer, diabetes care, asthma and cardiovascular care. The national 

program was suspended in 2008 and gradually reintroduced in mid-2010. However, during the 

period when it was suspended at national level, the health plans continued their efforts to improve 

quality and quality monitoring. 

 

A study comparing the quality-monitoring program in Israel and similar programs in the United 

States,
1
 found that – in contrast with recent experience in the US – in Israel, all the indicators had 

improved substantially during implementation of the program in recent years. The changes that 

took place between 2005 and 2007 were examined for the 49 indicators for which data were 

available at both times. An absolute improvement of over 20 percentage points was found in 10 

of the 49 indicators, while an improvement of 10-20 percentage points was found for a further 9 

indicators. 

 

In mid-2009, the NIHP decide to commission a small number of studies on topics of particular 

national importance each year. One of the topics it chose was the national quality-monitoring 

program, and it asked the Myers-JDC-Brookdale Institute to submit a research proposal related to 

this topic. The proposal submitted – which focused on how the health plans had managed to 

improve the quality of the indicators – was approved by NIHP and endorsed by the health plans 

and the Ministry of Health. The study was overseen by a steering committee comprising 

representatives of all those organizations and of the Association of Family Physicians in Israel. 

The committee helped to fine-tune the study goals and methodology and provided input into the 

interpretation of the findings. 

 

The study is grounded in the recognition that the health plans, as the organizations leading the 

implementation of the quality-monitoring program in the field, and the physicians, as the patients' 

direct caregivers, both contribute to important achievements in the improvement in the quality of 

                                                 
1
 Rosen, B.; Porath, A.; Pawlson, G.; Chassin, M.; and Benbassat, J. 2010. "Adherence to Standards of 

Care by HMOs in Israel and the United States." International Journal for Quality in Health Care 
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medical care. Accordingly, the study was divided into two parts. The first examined how 

managers in the health plans and related organizations perceived the quality-monitoring program; 

these findings were published in 2010 (Rosen, B. and Nissanholtz-Ganot, R. From Quality 

Information to Quality Improvements – Interim Report: Summary and Analysis of Interviews 

with Health-Plan Managers). The second part of the study, which examined how front-line 

physicians perceive the program and how it has affected their practices, is the subject of the 

current report.  

 

The goal of the first part of the study was to identify the actions taken by the health plans to 

"translate" the results of the monitoring into improved quality. The main findings revealed that a 

multiplicity of steps are being taken to improve quality – some focus on specific clinical fields 

(e.g., mammography, diabetes), while others are crosscutting activities relevant to a wide range of 

clinical work (e.g., enhanced teamwork and the development of information systems). The 

findings also revealed that some of the steps had been taken at all the health plans (to varying 

degrees), while others were limited to one or two health plans or to a certain district.  

 

The in-depth interviews with the managers also revealed that the monitoring program had a 

considerable impact on the physicians and the way they worked. The health plans collect data on 

every physician's score for each indicator; they process the data and present them to the 

physicians, so that each of them can see the extent of his/her improvement, the areas where there 

is room for further improvement, and how his/her work matches up to that of other physicians in 

the district. Some of the health plans also set quantitative targets for the physicians and can see 

whether, and to what extent, they meet them. All the health plans arrange discussions between the 

care-provision echelons (i.e., the frontline physicians) and the managers, at which the physicians' 

performance, as shown in the indicators, is reviewed and ways to improve it are examined. Some 

of the physicians may perceive these discussions as pressure from management. 

 

Subsequent to the first part of the study, the second part examined the physicians' perceptions of 

the monitoring program and their attitudes towards it. Their day-to-day work provides them with 

a unique perspective and, by methodically gathering data about their perceptions, the study 

sought to help managers, physicians and others make better use of the quality indicators. The 

study is important in that the physicians, as the direct caregivers, are the "implementers" of the 

program in all the health plans. Consequently, their support of the organizational efforts to 

promote quality indicators is essential to the success of the program at the organizational and 

national levels.  

 

Moreover, prior to the study, there were anecdotal reports of strong physician objections to the 

program, but there were no systematic data on the prevalence of these objections. The study made 

it possible to measure the levels of satisfaction and dissatisfaction with the program, and the 

factors affecting satisfaction. Moreover, the study make it possible to convey to the managers and 

others in the health system what the physicians felt about ways to improve the program – at 
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national and organizational level. The study also examined the extent to which the physicians 

believe that quality monitoring is indeed effective and promotes the quality of their work.  

 

Study Goals 

The study goals were as follows: 

1. To examine how the primary care physicians experience the process of quality monitoring 

and improvement in the health plans, within the framework of the quality indicators 

program 

2. To examine the primary care physicians' perception of the impact of the program on their 

work, their relationship with their patients and their relationship with the health plan 

3. To examine how the physicians are using the information gathered through the program 

4. To examine the nature and extent of the problems that arise due to the way that the program 

is implemented 

5. To hear what the physicians have to say about ways of improving the monitoring program. 

 

Study Methods 

The study was based on a survey conducted through the health plans of a national sample of 

primary care physicians, regardless of whether they worked full time or part time and whether 

they were self-employed or employed by the health plans. The sample did not include 

pediatricians (as almost all of the indicators focus on adult care) or physicians who engaged 

mainly in administrative or managerial work. Altogether, 1,000 physicians were sampled – 250 

from each health plan. Of these, 884 met the study criteria and 605 of them – 70% of the sample 

– completed the questionnaire. 

 

The survey was conducted between August and December 2010. Physicians were given the 

choice of responding by mail, e-mail or telephone. Most responded by mail (53%), about a third 

used the telephone (33%) and the remaining 14% responded by e-mail. 

 

The data were weighted to reflect the differences among the health funds in sampling ratios and 

response rates. The weighting also took account of the correlation between the sampling 

probability and the number of health plans where each physician worked (i.e., a physician 

working for two health plans was more likely to be included in the sample than a physician 

working for only one plan). 

 

Main Findings 

As shown below, the findings reveal a complex situation. On the one hand, most of the 

physicians reported that it was important to monitor the quality of care, that the monitoring had 

helped them improve the quality of the medical care, and that they supported its continuation. On 

the other hand, many of them reported considerable problems arising from the introduction and 
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implementation of the program. When reviewing the findings, it is important to be attentive to 

both of these complementary perspectives. 

 

1. General Assessments of the Program and the Indicators 

 87% of the physicians reported that it was important/very important to monitor quality 

through the use of indicators. The remainder did not think this was important. 

 66% of the physicians reported that using the indicators to monitor quality and following up 

with appropriate action contributed to improved medical care to a great/very great extent. 

 76% of the physicians believed that the medical areas examined were appropriate to a 

great/very great extent and a further 21% believed they were appropriate to a moderate 

extent. 

 60% of the physicians reported that the indicators had been defined in a scientifically valid 

manner to a great/very great extent. The remainder (40%) were critical and considered that 

the indicators had, at best, been defined in a scientifically valid manner to a moderate extent. 

 The topics most frequently reported to be missing were mental healthcare and 

communication with patients. Those noted most frequently as unnecessary were asthma, 

vaccinations for adults and measuring the weight of their patients. 

 

2. Impact of the Program on the Interactions between Physicians, Patients and Health Plans 

and on the Routine Work of the Physicians 

a. Interactions between Physicians and Patients  

 Approximately 50% of the physicians reported an improvement in their relationships with 

patients as a result of the program. Around 40% reported no change and a small percentage – 

10% – felt that their relationship with patients had deteriorated as a result of the program. 

 65% of the physicians reported that dealing with the indicators distracted them from other 

clinical issues – 34% to a great/very great extent and 30% to a moderate extent.  

 

b. Interactions between Physicians and the Health Plans  

 91% of the physicians reported that they received computerized reminders when they saw 

patients for whom the quality indicators suggested that additional health care was needed. 

Similarly, 76% of the physicians reported that they periodically received a list of patients 

who had not been given the required checks or treatment  

 About two-thirds of the physicians who were given these aids (computerized reminders and 

patient lists) reported that they helped them provide care for their patients to a great/very 

great extent. 

 About half of the physicians felt that the program enhanced teamwork in the health plan to a 

great or very great extent (39% and 8%, respectively). 
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c. Changes in Work Practices  

The physicians were asked about changes in their work practices. First, they were asked to note 

the changes they had made in their work practices overall. Next, they were required to note 

changes in three specific areas: diabetes, mammography and vaccinations. They were allowed to 

note an unlimited number of changes. 

 

About half of the physicians (56%) reported changes in their work practice. Among the specific 

changes reported: 

 Overall practice: The physicians reported more testing (32%) and more thorough monitoring 

of patients (30%). 

 Diabetes: The physicians reported changes in referrals and testing (53%); counseling by 

various means (22%); assistance from medical consultants from other fields (7%).
2
 

 Mammography: 54% noted changes in referrals and outreach to women; 22% noted a 

change in the explanations given about the importance of conducting mammograms. 

 Vaccinations: 27% noted increased explanations and awareness raising; 27% reported 

outreach to patients to recommend that they be vaccinated. 

 

d. Perceived Problems in Implementation of the Program 

Notwithstanding the above positive changes, many of the physicians reported considerable 

problems with implementation of the program, including, primarily, increased workload, over-

competition, excessive managerial pressure and the sense that their attention was diverted from 

other clinical problems of their patients. Furthermore, some of the physicians noted that they 

considered the definition of some of the measures to be problematic. 

 Workload: 65% of the physicians felt a great/very great increase in the workload as a result 

of the monitoring and 19% felt a moderate increase. 

 Over-competition: 48% of the physicians felt over-competition to a great/very great extent; 

27% felt over-competition to a moderate extent. 

 Excessive managerial pressure:
3
 Many of the physicians (60%) felt that the program caused 

excessive managerial pressure to a great/very great extent. A further 27% felt it caused 

excessive managerial pressure to a moderate extent.  

 Attention diverted from other clinical problems: 35% felt that the preoccupation with 

monitoring diverted their attention from other clinical problems to a great/very great extent. 

A further 30% felt this to a moderate extent. 

                                                 
2
 Endocrinologists and specialists from other fields, such as dieticians.  

3
 Our discussions with the physicians led us to believe that a perception of excessive managerial pressure 

was affected both by the extent of overload and by the frequency with which the managers discussed the 

physicians' performance with them and the way they did so. 
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 Problematic definition of the measures: 68% noted that some of the measures were 

problematic. 

 

3. The Role of Nurses 

The in-depth interviews with the managers conducted in the first part of the study had already 

revealed the important role played by the nurses in promoting quality of care in the health plans. 

While the second part of the study focused on the physicians' perspective, we nevertheless took 

advantage of the survey of physicians to examine the extent to which they perceive the nurses to 

be an important factor in promoting quality of care. 

 80% of the physicians agreed that the nurses fully shared responsibility with them for what 

had been achieved through the program. 

 60% of the physicians believed that the nurses helped them to improve the quality of their 

work practice, as indicated in the monitoring program, to a great/very great extent. 

 

4. Satisfaction 

The study examined the effect the program had on the satisfaction of the physicians. As 

background information, we also asked the physicians about the level of general satisfaction with 

their work. Interestingly, even against a background of high levels of satisfaction, many noted an 

improvement due to the monitoring program, as follows:  

 80% of the physicians were satisfied with their work to a great/very great extent; 15% were 

moderately satisfied and 5% were unsatisfied or very unsatisfied. 

 46% of the physicians reported that the program had enhanced their satisfaction; 33% 

responded that the program had not affected their satisfaction; and 21% responded that the 

program had made them less satisfied with their work. 

 

5. Consideration of the Patient Mix 

One of the arguments against the program that was brought up in public discussion was that the 

monitoring did not factor in the mix of patients at the health plans. The argument was that 

physicians and health plans working with affluent populations would get better results more 

easily than those working with disadvantaged populations. Furthermore, the national leadership is 

considering making adjustments for the composition of patients when it publishes the results by 

health plan. Given the above, it was important to check the physicians' opinions on this issue. 

 Most of the physicians (83%) agreed to a great/very great extent that the psychosocial and 

socioeconomic status of the patients could affect the success of the medical care and that 

treatment should be adapted accordingly. 

 Further, most of the physicians believed it was appropriate or very appropriate that use of 

the indicators should take account of the patients psychosocial status (53% appropriate, 32% 

very appropriate), socioeconomic status (46% and 27%, respectively) and general health 

(53% and 39%, respectively). 
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6. Looking Ahead – Possible Changes 

Most of the physicians (71%) reported that they would favor continuation of the quality-

monitoring program, 18% would not, and 11% responded "other" (meaning they gave conditional 

or partial support). 

 

A third of the physicians (33%) indicated that they would change the quality-monitoring program 

to a great/very great extent and a quarter (27%) would make changes to a moderate exchange. In 

other words, over half of the physicians believe that there is a need to change the program 

significantly. The modifications they proposed included adjusting the indicators to reflect the 

socioeconomic status of their patients, making changes in the staff who assist the physicians with 

medical care and contribute to quality improvement (administrative and clinical assistance), and 

changes in the number of indicators.  

 

7. Differences among Physicians with Different Characteristics 

The study analyzed the main findings by various characteristics of the respondents (age, gender, 

ethnic group, country of birth, specialty and terms of employment). 

 

The following groups were found to have the most positive attitudes to the program: The older 

age group (45-60), non-Jews, internal medicine specialists and the self-employed. Importantly, 

there was also a high rate of support for continuing the program among the physicians in the 

other groups (i.e., those who were younger, Jewish, specialists and those employed by the health 

plans). At the same time, even among the physicians with a more positive attitude toward the 

program, a considerable percentage reported overload, over-competition and excessive 

managerial pressure. 

 

8. Multivariate Analyses 

We conducted logistic regressions to identify the controlled "effects" of the background variables 

(e.g., age, ethnic group, specialty, employment status) on the main process and outcome variables 

examined in the study (overload, over-competition, excessive managerial pressure, assessment of 

the program's contribution to quality, and support for its continuation). The analysis also 

controlled for affiliation to the health plans, but, in keeping with the study Steering Committee's 

decision, the "health plan" coefficients are not presented. 

 

The background variables with the strongest effects were ethnic group (the attitudes of the Jewish 

physicians were less positive) and main type of work (physicians providing secondary care had 

more positive attitudes). Correlations were also found between other background variables and 

the main variables, but to a lesser extent. 

 

Special analyses revealed that the way the questionnaires were completed (i.e., mail vs. e-mail vs. 

phone) and the physicians' perceptions as to whether the indicators had been defined in a 

scientifically valid manner also affected the main variables. 
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Finally, we examined how perceptions about various aspects of the program affected support for 

its continuation. We found that support for continuation of the program was affected by 

perceptions of both positive aspects (e.g., improving quality of care) and of negative aspects (e.g., 

overload and a critical assessment of how the indicators were defined). 

 

9. The Quality-Monitoring Program – an International Comparison 

We found a few studies conducted in the United States, UK and Canada that were relevant to our 

own. Their findings reveal that, as we found in Israel, the majority of physicians in those other 

countries recognized the contribution of performance indicators to improved quality and there 

was a close correlation between support for quality indicators and the perception that the quality 

indicators had been defined in a scientifically valid manner.  

 

There were some significant differences between our study and those conducted elsewhere. For 

example, in comparison with physicians in the United States, those in Israel were more likely to 

consider computerized reminders effective. Israeli physicians also have less of a tendency to 

report that performance indicators are detrimental to physician-patient relations than their 

counterparts abroad do. Obviously, these and other differences among countries must be 

interpreted with caution and location-dependent contexts taken into account. 

 

Nevertheless, despite the differences that have to do with the unique characteristics of each 

country, an examination of the main findings of the studies from abroad helps generate useful 

insights and bring up topics for further research. For example, studies conducted in Canada and 

the UK emphasized the correlation between performance indicators, clinical autonomy and 

accountability. Our study did not examine these connections and it could be important to make 

them the focus of future research in Israel. It may also be worth investigating why physicians in 

Israel – unlike their colleagues in the USA – tend to find computerized follow-up more useful and 

why fewer Israeli physicians report that performance measures are detrimental to their 

relationships with patients. 

 

Discussion 

The findings reveal a complex picture. On the one hand, the great majority of physicians reported 

that quality monitoring was important and helped them improve the quality of their care. About 

half of them reported that the program had increased their satisfaction with their work and 71% of 

them supported continuation of the monitoring at the health plans. On the other hand, many 

physicians reported considerable problems with the introduction and implementation of the 

program within the health plans. The most prominent problems were workload, over-competition 

and excessive managerial pressure. In addition, there was some criticism of the indicators 

themselves. 

 

Note that the national program was suspended in 2008 and has been gradually reintroduced since 

mid-2010. However, while it was suspended at the national level, the health plans continued to 

improve and monitor quality, inter alia by continuing to produce performance data and to report 
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to the physicians where they stood in relation to their colleagues and to their own previous 

performance. Consequently, even though the survey discussed in this report was conducted at the 

end of 2010, it reflects the situation on the ground during a period characterized by quality 

monitoring through the use of indicators and efforts to improve performance. 

 

As with the introduction of any comprehensive quality control system, the introduction of Israel's 

national program and the quality-monitoring efforts that it produced in each of the health plans 

constituted a major change, which greatly increased the extent to which the physicians' work is 

examined by professional criteria. What is impressive is that, despite the enormity of the change, 

the vast majority of the physicians were found to support the continuation of the program, in 

contrast to the impression that had been created by a limited number of specific, but highly 

visible, objections.  

 

At the same time, it is important to take note of the extent of various problems associated with the 

implementation of the quality-monitoring system. Addressing them should increase the 

physicians' investment in promoting quality, strengthen their support of the program and 

contribute to the continuation and further development of the program. 

 

In order to address some of the problems, the health plans could consider the following steps: 

 Exploring ways to reduce overload, such as expanding the staff that assists the physicians 

 Reducing the sense of over-competition, perhaps, for example, by reconsidering the 

frequency and prominence of the performance comparisons among physicians. 

 

Similarly, the policies of the quality-monitoring program at the national level may be able to 

address, at least in part, some of the problems that arose. For example: 

  Re-definition of some of the indicators: We found that the greater the extent to which the 

physicians considered the indicators to be appropriately defined, the more they supported 

continuation of the monitoring program. One of the health plans had already begun efforts 

last year to revise the indicators, and policymakers at the national level have also begun 

thinking in this direction. 

 Rate of adding indicators: We found that the physicians who felt that the program increased 

the overload were less supportive of its continuation. Adding indicators usually increases 

this overload. This must be taken into account and offset against the advantages of adding 

indicators (e.g., the potential to improve quality in additional medical areas). 

 Strengthening of the positive aspects of the program and increasing the extent to which the 

physicians recognize them – aspects such as the contribution of the program to teamwork 

and improved quality.  
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 Publication of indicators by health plan: At the time of this study, the outcomes were 

published at the national level only. The courts have recently ruled that the indicators must 

be published by health plan by March 2012.
4
  

 The question whether it is desirable to publish them by health plan is multifaceted and the 

current study did not address the topic directly. However, there is an indirect link between 

this topic and the study findings. Publishing the data by health plan is liable to increase 

quality competition among the health plans and such competition could increase the extent to 

which the health plans further increase the pressure on the physicians to a greater extent 

improve quality. The study found that excess managerial pressure was associated with lower 

levels of support of the program by the physicians. It may also be important to take into 

account differences in the patient mix across health plans in these comparisons. 

 

In conclusion, as was revealed in the in-depth interviews with the managers, which were 

conducted in the first part of the study, the fact that the health plans and the physicians work in 

tandem to promote quality of medical care for the residents of Israel is one of the strengths of the 

health system in this country. This study indicates that the physicians recognize the importance of 

the monitoring and at the same time indicates difficulties that need to be addressed in the future. 

Addressing them, through the partnership between the physicians and managers, will contribute 

much for the benefit of the patients. This partnership and spirit of cooperation could mitigate 

even the most difficult of the problems, without undermining the resilience of the program and 

recognition of its importance. 

 

The study findings are expected to help Israeli health system leaders refine the quality monitoring 

system and make it more responsive to the needs and concerns of front-line physicians. In 

addition, the study has international significance, as despite the recent proliferation of quality 

monitoring systems around the world, this is one of the first large-scale studies to examine how 

these systems are experienced by front-line physicians.  

 

The study has been presented in several conferences and in a variety of health-fund forums. This 

has stirred a lively debate on the findings and their implications for the efforts to improve quality.  

 

  

                                                 
4
 Administrative appeal 883/07, the Movement for Freedom of Information v. the Ministry of Health et al., 

May 15, 2011. 
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