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WHAT IS THE JDCBROOKDALE INSTITUTE?

A national center for research on aging, health policy and human development in
Israel.

An independent nonprofit organization that operates under the auspices of the
American Jewish Joint Distribution Committee (AJJDC) and the Government of
Israel.

A team of professionals devoted to identifying relevant issues and using an
interdisciplinary approach to solving problems in the health and human service
systems.
A meeting ground for researchers, policymakers, and professionals, facilitating
the linkage of research findings to the implementation of changes in the field.

A center for collaboration between Israel and the international community.

THE HEALTH POLICY RESEARCH PROGAM

In response to the growing national crisis in health care and a request from the
Government of Israel, the JDCBrookdale Institute, in cooperation with JDClsrael,
has developed a program devoted to health policy research in Israel. The
objective of the JDCBrookdale Health Policy Research Program is to contribute
to efforts to improve the financing and delivery of health services in Israel
through the analysis of selected policy issues. The program has three major
thrusts:

 To assist the Government of Israel in the process of planning, implementing
and evaluating the government's efforts to reform and better manage the
health system.

 To assist health care providers and insurers in Israel in their efforts to improve
efficiency and effectiveness.

 To undertake applied research projects which are designed to make a long
term contribution to the Israeli health care system.
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ABSTRACT

Kupat Holim Clalit (KHC)  the largest sick fund in Israel  employs two systems of
primary care provision. The community clinic system is the more prevalent of the two. The
independent physician program (IPP), similar to the system used by the smaller sick funds,
is relatively new and is presently being operated on a limited scale.

KHC is adresssing the issue of the future direction of its primary care services in a context
characterized by growing competition from the smaller sick funds, increasing budgetary
pressures, and largescale immigration. One of the options under consideration is expanding
the IPP into a major alternative to the clinic program within KHC.

This report presents a summary of the findings of a surveyof 514 members of KHC in the
Rishon Lezion Region carried out during the winter of 198990. The objective of the survey
was to contribute to the evaluation of the two programs and to efforts to chart future
directions and priorities for primary care in Israel. The study design made it possible to
control for differences in patient and physician characteristics between the two programs and
thereby isolate the impact of program differences. All of the comparisons of processes and
outcomes presented in this abstract are the "net differences", i.e., the controlled findings.

Members enrolled in the IPP were younger and had higher incomes than members enrolled
in the clinic system. IPP members were also characterized by somewhat better health status,
but the differences were not statistically significant.

Many members enrolled in the clinic system were not aware when they chose their physician
that they could also have enrolled in the IPP. Quite a few of these respondents indicated that
had they known of its existence, they would have considered enrolling in the IPP.

It was found that the IPP has some advantage regarding the quality of services, such as visit
lengths, waiting times, and the frequency of physicians' health promotion and prevention
activities. This is consistent with the finding that members enrolled in the IPP expressed a
higher degree of satisfaction with various aspects of physician care, reception hours, and
waiting room conditions. In contrast, members enrolled in the clinic system expressed
slightly higher satisfaction with nursing services, though this difference was not statistically
significant. There was no difference in the overall satisfaction of members enrolled in the
two systems.

Members enrolled in the IPP use nursing services relatively infrequently. However, no
significant differences were found in IPP and clinic enrollees' utilization of other services,
such as visits to a primary care physician and hospitalization. This is at variance with
another analysis carried out by the JDCBrookdale Institute which, based on KHC
administrative data, found significantly higher hospitalization rates among clinic patients.
Greater weight should be given to the findings from the administrative data as they are based
on a much larger sample.

It appears that the IPP has achieved many of the goals established for the program, such as
improving service levels and strengthening KHC's competitive position  particularly among



key target populations. In addition, concerns that the IPP would be characterized by very
high utilization rates (and hence costs) with regard to secondary and tertiary care have proven
unfounded. On the other hand, the study reenforces concerns about the access of IP patients
to nursing services. Moreover, the finding that the old and the poor tend not to participate
in the IPP validates the longstanding concern that program expansion may contribute ot a
twoclass system of care.

Thus, each systemof primary care provision has characteristic strengths and limitations. The
paper concludes by indicating a variety of measures which could be undertaken to improve
the IPP and clinic systems.
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INTRODUCTION

Study Background

Kupat Holim Clalit (KHC) is Israel's largest sick fund. It serves as the principal insurer for
approximately threequarters of the nation's population. It also owns and operates
approximately onethird of the country's acute care beds, a network of over 1,300 pirmary
care clinics, and a large number of laboratories, radiology centers and specialty clinics.
KHC is owned and operated by the Histadrut  Israel's powerful labor federation.

The community clinic currently serves as the pirncipal site for the provision of pirmary care
in KHC. The clinic brings together  under one roof  professionals from a variety of
disciplines and puts at their disposal basic diagnostic and therapeutic equipment. The care
of each patient is supposed to be coordinated by a physician who is a salaried employee of
KHC. The underlying objective of the clinic is the provision of comprehensive,
communityoriented care. KHC has a long tradition of commitment to community clinics as
the preferred setting for providing primary care services.

In 1987 close to 164,000 KHC members (approximately 570of the total membership) did not
receive their primary care in clinic settings (Kupat Holim Clalit, 1988). Instead, they
received their care from independent physicians (IPs) in their private offices. The
prevalence of this alternative model of primary care has grown steadily since 1971 (Yuval
etal., 1991).

In the pages that follow we will describe the key differences between the two models,
analyze the growth of the IP program (IPP), review the goals which have been established
for the program, and discuss various concerns which have been raised regarding it.

Differences between the two methodsof primary care provision
IP care and clinic care  the two practice modes  differ along three key dimensions:
1. The nature of the contractual relationship between the physician and the sick

fund: Clinic physicians are sick fund employees, whereas those working in the IPP
are contractors whose contracts are reviewed annually.

2. The method of physician reimbursement: The IP physician is reimbursed on a
capitation basis; his compensation depends on the number of patients on his roster.
In contrast, the primary componentof the clinic physicians' compensation is "salary":
Total compensation depends primarily on the number of hours worked and to a lesser
extent on the number of patients registered with the physician. Since KHC does not
guarantee IPs a minimum number of patients, and as the IPs assume responsibility for
their practice expenses (e.g., rent, utilities, supplies), they bear substantially greater
risk than do their counterparts in the clinics.
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3. The practice setting: Four aspects of the practice setting should be considered:
a. The place of work: Most IPs work out of offices which they own or rent, whereas
clinic physicians work in premises owned by the sick fund.
b. The number of sources of care: Every KHC member, whether cared for by an IP
or a clinic physician, is affiliated with the clinic in his neighborhood (referred to as
the "base clinic"). Even patients cared for by IPs must depend on the base clinic for
a variety of administrative and clinical needs (referrals, nursing care, laboratory
services, etc.) Accordingly, these patients must interact with both their IPs and the
clinics.
c. Organizational affiliation: While each IP is officially assigned to a "base clinic",
in practice they report primarily to regional management, not to the director of the
"base clinic". In addition, since most IPs have patients from several clinics, they
must interact with several different clinic managements.
d. Relationship with other health care professionals: While a small number of IPs
work in group practices, most work alone.1 In contrast, most clinic physicians work
alongside several peers and with nurses.

Until recently, the two models differed along yet another dimension  the extent to which
patients could choose their physician. In the IP framework, the patient could choose any
independent physician working in his region while in the clinic framework patients were
restricted to the physicians working in the community clinic located in their service area.
In many clinics patients were even assigned to a particular physician by the clinic secretary.
Recently, freedom of choice within the clinics has been expanded.

The growth oftheIPP
The smaller sick funds with which KHC competes have based their service network primarily
on contracts with physicians who work out of private offices. In fact, KHC officially began
its IPP in 1971 mainly in response to the competitive threat from the smaller funds and the
difficulty recruiting primary care physicians. Thepost 1967 economic boom brought with
it rising expectations and increased emphasis on consumerism. Some groups of patients
began to demand greater privacy and personal attention, which are more readily available in
private office settings than in community clinics. The IPP grew steadily until 1984, when
it was curtailed because of the financial crisis at KHC and the perception that the program
was costly and something of a "frill".

In 1987, when it became clear that many younger and more educated people were opting for
the competition, top management once again became very interested in the future of the IPP.
Figure 1 depicts the development of the IPP between 19721992, which was influenced by
changes in supply and demand as well as by KHC policy decisions. Cost considerations have
played an important role in decisions about the size of the IPP (Yuval, et al., 1991).

' Recently, KHC adopted a new policy which stipulates that no new IP contracts will be issued to solo
practitioners. However, it will be a while before group practice becomes the predominant form among the IPs.
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Figure 1: KHC Members Enrolled with IPs, 19721992
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Note: As data were unavailable for 1990, ifgures for 1989 and 1991 were averaged to arrive at an
approximation for that year.

Current goals of the IPP
KHC management has sought to promote several goals via the IPP. The program is intended
to improve services while helping KHC compete with the smaller sick funds for members 
 particularly younger, healthier, and betterpaid members. It is expected to do so by
providing more flexible office hours, a more intimate and responsive physicianpatient
relationship, longer visits, more comprehensive care, and a calmer practice setting than are
available in the clinics. Naturally, KHC management sees these improvements not only as
means toward a stronger competitive position, but as ends in themselves.

The hope that expansion of the IPP would improve service levels is grounded in a series of
beliefs regarding the potential impact on health care services of differences between the IPP
and the clinics with regard to practice setting, the nature of the KHCphysician contract, and
reimbursement arrangements. For example, in discussions carried out prior to the survey,
many KHC managers hypothesized that the IP practice setting enhances consumer
satisfaction. Because the IP works in his "own space" and is not required to follow some
of the administrative procedures which KHC management has prescribed for clinic
physicians, his morale is likely to be higher than that of his counterpart in the clinic. As a
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result, his attitude toward the patient is likely to be better and this, in turn, should lead to
greater consumer satisfaction. In addition, in comparison with clinic physicians, IPs have
greater control over the number of members registered with them and on the number of
patients they see per hour (i.e., their workload). Moreover, the private practice setting may
promote a more intimate patientphysician relationship.

Similarly, the nature of the contractual relationship with the sick fund (i.e., IPs are
contractors rather than employees) may increase physician autonomy and make the physician
patient relationship more intimate, thereby increasing both physician and patient satisfaction.

Differences in reimbursement arrangements may also work to the advantage of the IPP.
Some KHC managers argue that, in comparison with salary arrangements, capitation provides
IPs with a greater incentive to attract patients. This, in turn, should induce IPs to provde
high quality service  particularly with regard to those aspects of service most important
to patients.

As a result of the way in which the IPP has been implemented, independent physicians have
lighter workloads than clinic physicians. This contributes to their ability to dedicate more
time to each patient and provide more comprehensive care. To some, this may seem to be
one of the advantages of the IPP. Others counter that the lighter workload and any resultant
benefits in terms of service level are not intirnsic to the IP model. IPs have lighter
workloads than do their clinic counterparts at least in part because they receive significantly
more pay per member than do clinic physicians and thus need fewer members in order to
realize any given target income.2

Concerns about the IPP
While there are many reasons to believe that the IPP is advancing a number ofKHC strategic
objectives, concerns about the program continue. Not all KHC members have the same
freedom of choice to join the IPP. Some argue that, as a result of deliberate KHC policy
and efforts on the part of IPs to "creamskim", the poor and the elderly find it difficult to
join the IPP, with many not even aware of its existence. Thus, there is a risk of creating a
twoclass system of care  higherquality care for the rich and healthy in the IP's office, and
lowerquality care for the poor and the ill in the clinics.

At the same time, there are many concerns about the quality of care provided in the IPP.
Several senior managers expressed the view that the IP practice setting would result in
limited access, due to shorter office hours. In addition, the physical distance between the
clinic and the IP's office could result in underutilization of those services provided by non
physicians (primarily nursing services). The time and effort required of IP members to
access clinicbased services could also lead to low levels of consumer satisfaction with those
services. The limited number of office hours and the poor physical conditions which prevail

2 The analysis presented herein compares performance for the IP and clinic programs as they were
implemented, not as they might be in an ideal world. A change in the workloads of physicians in either setting
could have an impact their performances. For a related discussion, see the end of the section on Study Design.
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in many IP practices might also reduce quality of care and consumer satisfaction with this
model. Some believe that these deficiencies are significant enough to deter many KHC
members from registering with IPs.

The reimbursement system which prevails in the IP setting also poses risks. As the
compensation of IPs depends solely on the number of members registered with them  and
not on the number of hours worked  the IPs have an incentive to limit the amount of time
they spend with each patient. One way to do so is to refer patients to more specialized
caregivers even when the IP could provide the care himself. While such an arrangement is
financially benefical for the IP, and generally serves to increase consumer satisfaction, it can
be quite costly for KHC. In addition, as the IPs are paid the same capitation fee for all adult
patients, they have an incentive to "creamskim"; healthy patients require less physician time
than do unhealthy patients and hence are more financially rewarding.

The IPP was also believed to be more expensive than the clinic program. This view was
substantiated by a previous study of the subject (Rosen et al., 1991). After controlling for
patient and provider characteristics, total health care expenditures for IP patients were 10'^
higher than for clinic patients; primary care costs were 30^1 higher.

Finally, many in KHC are concerned that various regulations developed to limit the risks
associated with the IPP have not been enforced. Most significantly, physicians who work
in both practice settings are not allowed to see their IPP patients in the clinics; nonetheless,
it is suspected that many do so.

Study Objectives

In light of growing competition among sick funds, largescale immigration and the budgetary
difficulties of KHC, various alternatives to the current organizationof primary care services
are being considered. One option is to expand the IPP into a major alternative to the clinic
model within KHC, and another is to adopt certain components of the IPP at community
clinics, such as expanding the role of capitation payments in the clinics.

Consideration of these options is complicated by the fact that KHC managers differ on the
extent to which the IPP's goals have been met and the extent to which various concerns have
proven justified. This study seeks to provide the systematic data needed to resolve some of
the uncertainties facing KHC, thereby laying the groundwork for informed decisions
regarding the future organization of primary care  in Israel in general and in KHC in
particular.

The study summarized in this report is one in a series of studies comparing the satisfaction
with, and the cost and quality of, the community clinic system with that of the IPP. This
report is an executive summary of the key findings from a survey of sick fund members.
The full report, which contains greater detail on both methodology and findings, will be
published separately.
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The specific study objectives were as follows:
1 . To compare the demographic characteristics of members registered with independent

physicians with those of members registered with clinic physicians.
2. To document the process of enrollment for the IPP.
3. To analyze the reasons behind enrollment for the IPP or the community clinic system.
4. To examine whether implementation of the IPP prevented members from leaving

KHC and joining other sick funds.
5. To compare the availability and quality of services provided by IPs with those

provided at clinics.
6. To compare the utilization patterns of members enrolled in the IPP with those of

members enrolled at community clinics (e.g. number of visits to the doctor, use of
medications, visits to outpatient clinics, hospitalizations).

7. To compare the satisfaction of members enrolled in the IPP with those of members
enrolled at community clinics.

Study Design

The study population (approximately 100,000) comprised all KHC members 21 or more years
old residing in Rishon Lezion, Ramie, or Lod (not including those in institutions). A gross
sample of 782 members was drawn from KHC's membership ifle at the beginning of
November 1989.Of these, 655 met the study criteria; 127 others either could not be located,
had left the region, had left the sick fund, or had passed away. Interviews were carried out
between December 1989 and May 1990 with a totalof 514 members.

Preliminary analyses indicated that the two programs differed signiifcantly in the
demographic characteristics of both the patients and physicians involved. Accordingly, in
order to isolate the independent effect of programmatic differences, patient, physician and
(where appropriate) district characteristics were controlled for in the multivariate analysis of
differences in service quality, utilization, and patient satisfaction between the IP and clinic
programs.

In general, the patient characteristics which emerged as signiifcant were age, education, city
of residence and health status; in most analyses gender did not prove to have significant
explanatory power. The physician characteristics with significant explanatory power were
gender and date of immigration. Finally, in selected regression runs we included "distirct
size", deifned as the number of KHC members enrolled in a given base clinic (thus including
both members who receive their medical care from a clinic physician and those cared for by
an IP). We included this variable only in analyses where the dependent variable for both IP
members and clinic members could be affected by district size (e.g., for the dependent
vairable "satisfaction with administrative/clerical services").

Many of the compairsons between patient groups presented below are controlled findings,
and in each such case we speciifcally state that the findings are the result of multivairate
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analysis or after controlling for patient and provider characteristics. In the remaining cases,
the comparisons relate to the uncontrolled findings.

As an additional means of isolating the independent effect of programmatic differences, the
study design took advantage of the fact that 25 of the 55 physicians in the Rishon Lezion IPP
worked in both the clinic and IP settings. When comparing the responses of patients whom
these physicians treat in the clinic with the responses of their patients in the IP setting, we
can be reasonably certain that differences in the responses do not stem from differences in
physician characteristics.

A separate sample was drawn from each of the following four subgroups:

1. "Clinic only": members who receive care in a clinic from a physician who does not
also work as an IP in the Rishon Lezion region (N=228)

2. "Clinic dual": members who receive care in a clinic from a physican who also works
as an IP in the Rishon Lezion region (N=113)

3. "IP dual": members who receive care in the IP setting from a physician who also
works in a clinic in the Rishon Lezion Region(N= 85 )

4. "IP only": members who receive care in the IP setting from a physician who does
not work in a clinic in the Rishon Lezion Region(N = 88)

The smaller the subgroup, the larger the sampling proportion.

Note that the analysis compares performance for the IP and clinic programs as they were
implemented, not as they might be in an ideal world. For example, KHC clinics are beset
by a number of problems (e.g. ,a shortage of Pharmaceuticals) which are not inherent to the
program, yet we did not "adjust" our findings to remove the effect of these "handicaps".
Most significant, perhaps, is that at the time of the evaluation the IPP was funded at a level
\070 higher per capita than was the clinic program (Rosen et al., 1991). There is no way
for us to evaluate fully how a 1056 increase in funding in the clinics would have affected
clinic performance or how an equivalent decrease in IPP funding would have affected its
performance.

We tried to examine oneof the pathways by which resource levels could affect performance.
Physician workload, defined as the number of members registered divided by the number of
office hourse per week, was approximately50 9£ higher among clinic physicians than among
IPs. As noted above, the differences in workload are probably, in part, a result of the fact
that IPs are paid more per member than are clinic physicians.

For each key performance variable we carried out a special regression run, in which
workload was included as a control vairable. It should be noted, however, that our measure
of workload was imprecise and may have led to overestimates of the IPclinic workload
differential, as IPs may also be seeing private patients or patients from other sick funds
during their office hours. In general, "workload" did not emerge as a significant explanatory
variable; exceptions to this generalization will be reported below.
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PRINCIPAL FINDINGS

The Sociodemographic Characteristics of the Members

An analysis of the demographic profile of members shows that the average member
registered with an IP belongs to a more affluent socioeconomic stratum than does the
average member registered with a community clinic physician. Relative to members who use
the clinics, members enrolled in the IPP have higher education, more income, and less
crowded housing conditions. Moreover, 16% of the members enrolled in the IPP are aged
60 and over, as compared with25^ of the members enrolled at community clinics. A
greater percentage of those enrolled in the IPP than of those enrolled at clinics are of
European or American origin.

The differences between IPP and clinic patients that were found for the entire sample
population were also found for the populations of Rishon Lezion, Ramie, and Lod,
respectively. Moreover, within the population of any given base clinic, there were
differences between those registered with IPs and those registered with clinic physicians. In
13 of the 14 clinic service areas where both programs are in operation, members enrolled
in the IPP have had more education. However, IP members had higher incomes in only
seven of the service areas; in the other seven areas there were no significant differences in
the average income of IP and clinic members.

The Health Status of the Members

Health status was measured using KHC data on members who receive medications regularly;
respondents' reports of their own health and functional status; and a combined index of these
two measures. Using each of the three measures, the proportion of members with poor
health was slightly higher among clinic members than among IP members, though the
differences were not statistically significant. Subgroup analysis revealed that the proportion
of members with poor health was lowest in the "IP dual" group and highest in the "clinic
only" group, but these differences were not statistically significant.

Physiciai^ Characteristics

More than 2O9& of the members registered with IPs were treated by graduates of Israeli
medical schools, as compared with only1(^ of the members using the community clinic
system. Israeli born physicians were responsible for the care of 149& of IP patients and 1(^
of clinic patients. The differences between physicians in the "IP only" subgroup and those
in all other subgroups were particularly large. Among physicians in the "IP only" sub
group, a higher proportion specialized in internal medicine, a higher proportion were men,
a lower proportion had received their degrees from Eastern European medical schools, and
a lower proportion were aged 50 and over.
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The Process of Enrolhnent in the Independent Physician Program

As was indicated above, in comparison with their clinic counterparts, IPP members are
younger and are characterized by higher socioeconomic status. The process of enrolling in
the IPP was analyzed to explore whether these differences in member characteristics were
the result of free and informed choices on the part of members, or were instead the result
of deliberate "channeling" decisions on the part of physicians or KHC management. KHC
management can intervene either at the levelof the clinic administrators (e.g., by selectively
sharing information about the IPP) or at regional or national levels (e.g., by deciding how
many contracts to sign with IPs in any given area).

Fewer than half of the members enrolled at community clinics knew what the IPP was. The
principle sources of information about the IPP for those enrolled in this program were word
of mouth and advertisements. A large proportion of members in the "IP dual" subgroup had
heard about the IPP from their physicians; this raises the suspicion that physicians working
in both settings may be choosing which patients to see within the IPP.

Selective channeling of patients to the IPP need not take place at the physician level; it is also
possible for KHC as an organization to channel its members to one of the programs. One
way to do so would be for KHC to offer (or publicize) the IPP option pirmarily in those
areas or clinics with desirable members. To test for the existence of such a strategy, a
multivariate analysis was carried out to see whether the likelihood of a given member being
enrolled in the IPP is effected not only by his personal characteristics (e.g., income,
education, health status, etc.) but also by characteristics of the base clinic with which he is
affiliated (i.e., distirct size).

Indeed, the analysis revealed that even after controlling for patientlevel differences (the most
significant being education3), districtlevel characteristics were still significant determinants
of participation in the IPP. The larger a district's size (in terms of the number of KHC
members) and the greater the average income of KHC members enrolled in a district, the
greater the chances that members would be enrolled in the IPP.

The relationship between district size and enrollment in the IPP could be ascribed to several
factors:
1. The lack of intimacy characteirstic of a large clinic may induce members to prefer an

IP.
2. The burden on the staff and facilities of a clinic serving a large population may lead

to referral of members to the IPP.
3. Regional administrators may have tried to facilitate access to services by expanding

the IPP for members enrolled in large clinics, most of which have members who live
at a substantial distance from the clinic.

3 The correlation between education and IPP enrollment at the individual level could be the result either of
choices made by members (with more educated persons exhibiting greater preference for the IPP) or of selective
channeling on the part of administrative staff within the clinics.
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Thus, the correlation between district size and IPP participation could be explained either in
terms of patient choices or in terms of selective channeling by KHC. In contrast, the
positive correlation between the average income of a district and the prevalence of the IPP
is probably the result of KHC's policy of developing the IPP in areas inhabited by wealthier
members. At the time of this survey, KHC's income from membership dues and the
employer tax (mas makbil) is higher in these areas. In addition, the proportion of members
transferring to other sick funds is above average in these areas.

Choice of Physician

At the time of the survey, IPP members were significantly more likely than clinic members
to have chosen their physician, and this may have constituted one of the main attractions of
the program. For the sample as a whole, 3396 of the respondents chose their primary care
physician.4 Among clinic members, only 1596 chose their physician, while mong members
enrolled in the IPP, this proportion reached 7796 (and not 10096, since in several areas
members were assigned to a specific IP when they enrolled in the program). This sizeable
difference may be due, in part, to the higher concentration of upperincome persons in the
IPP (rather than to any inherent difference between the programs). In general, and within
both programs, the higher a member's income the greater the tendency to choose a physician.

More than half of the members who did not choose their physician noted that they would
have preferred to do so. The preference for choosing the physician among those who did
not actually do so rises with a irse in education, and is particularly prevalent among those
aged 3039. If choice of physician continues to be more readily available in the IPP than in
the clinic program, then this feature will continue to be an important drawing card for the
IPP among the relatively young and the welleducated.

Note, however, that within both the clinic program and the IPP, the proportion of members
who chose their present physician is greater than the proportion of members who chose their
previous physician. Apparently, in the years leading up to the survey the opportunity to
choose one's physician had been greatly expanded in both programs. Moreover, since the
time of the survey (November, 1989) KHC has continued to expand the opportunities for
clinic patients to choose their physicians. Accordingly, the clinicIP gap regarding physician
choice may have gotten smaller.

" While only onethird of the members chose their primary care physician, most of the respondents reported
that they were aware that they could choose their physician. It is therefore possible that at the point in time
in the past when they first registered with their current physician, members were unaware of this option, or that
the option did not exist at that time.
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Availability, Scope, and Quality of Services

Members enrolled in the IPP reported receiving better service in certain aspects of care than
did members enrolled at community clinics. Members enrolled with IPs need less time to
get from their homes to their physicians' offices.5 The average time spent waiting from the
moment of arrival at the clinic until the physician sees the patient is smallest for the "IP
dual" subgroup (approximately 12 minutes, as opposed to more than 18 minutes for the three
other subgroups  including the "clinic dual" subgroup). This means that physicians
working in both programs spend more time with patients per visit when working in their
private offices than when they work in the clinics.

The average amount of time devoted by an IP to a patient (11.8 minutes) is significantly
greater than the average time devoted by a clinic physician to a patient (9.0 minutes). A
difference of three minutes remains when patient and physician characteristics are taken into
account. Differences in workload accounted for only a small part of the differential.

Most of the members enrolled in the IPP know their physician's home telephone number,
compared with fewer than 1096 of the members enrolled at clinics. While at ifrst glance this
finding may suggest that IPs are more accessable to their patients during offhours, it may
simply reflect the fact that many IPs work out of their homes and hence have the same phone
number for work and home.

Despite the fact that physicians are prohibited from caring for IP patients in the clinic setting,
45 70 of the members in the "IP dual" subgroup reported having visited their physician at the
community clinic at least once in the 12 months preceding the interview. Such visits may
come at the expense of the time which the physician has availalbe to care for patients
enrolled in the clinic.

Activities Related to Health Promotion and Prevention

A fiveitem scale was developed to examine the physicians' active concern with health
promotion and prevention. We examined whether or not a physician discussed nutrition,
weight reduction, or cessation of smoking (where appropriate) with his patients on their most
recent visit; whether a physician warns of side effects when writing a prescription for
medication; and whether a comprehensive physical examination was made by the physician
during the past year.

5 This is in part due to the fact that IP patients are more likely than clinic patients to use private cars to get
to their physician's office (3296 v. 2296), while clinic patients rely more heavily on public transportation and
on walking. In addition, even among those walking to the physician (7090 overall), IP patients get to the
physician's office more quickly. This may be because they live closer to the physician's office or because IP
patients walk faster, as they tend to be younger.
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It was more common for members enrolled in the IPP than for those enrolled at clinics to
report that their physician had engaged in these activities. Even after controlling for
members' and physicians' demographic characteristics, preventive activities were performed
15^ more frequently by IPs than by clinic physicians. Moreover, the greater tendency of
IPs to engage in preventive activities could not be explained by the clinicIP workload
differential.

Utilization of Services

The questionnaire used in the study contained 42 questions related to utilization patterns,
including: visits to the primary care physician; visits to the nurse; purchase of medications
at a private pharmacy; visits to a specialist; visits to a radiology or cardiology clinic;
performance of laboratory tests; visits to hospital emergency rooms or first aid stations
operated by Magen David Adonr;6 hospitalization; visits to a private physician; visits to a
pirmary care physician outside of regular reception hours; house calls made by a physician
or nurse; and visits to an IP at a clinic.

In most of these areas, there were no significant differences in the patterns of usage of
members in different subgroups. This corroborates the findings from the authors' previous
analysis of administrative data (Rosen et al., 1991), with one notable exception: The
administrative data showed that clinic members (particularly those belonging to the "clinic
only" subgroup) have higher hospitalization rates. Since the analysis of the administrative
data was based on a sample much larger than the one used in the present study, we believe
any compairson of costs should be based on the administrative data.

There is one area in which we did find differences in utilization among the subgroups in the
survey: visits to the clinic nurse. Only $70 of members enrolled in the IPP reported having
visited a nurse at least once during the preceding two weeks, while20 I& of members enrolled
in clinics reported having done so. This could have two explanations: first, that IPs perform
some of the nurses' tasks; and second, that the nursing needs of those enrolled in the IPP
may simply go unfulfilled (perhaps because of their geographic distance from the clinic and
the consequent difficulty of getting there). Clinic patients were found to visit the nurse
significantly more often than were IP patients, even after we controlled for member and
physician characteirstics.

The survey also revealed a high rate of visits to specialists by members in the "IP only" sub
group. When member and physician characteristics were controlled for, however, these
differences were negligible.

6 Magen David Adonr provides emergency medical services, including ambulance service and atferhours walk
in care, maintains a blood bank, and provides blood services nationwide.
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Satisfaction with Services

The level of overall satisfaction was not significantly different for members enrolled in the
two programs. We also compared satisfaction after controlling for age, income, clinic size
and waiting time, but did not find a statistically significant difference in the overall
satisfaction of members in the different subgroups.

However, we did find differences in satisfaction with specific aspects of service. Members
enrolled in the IPP expressed higher satisfaction with regard to four areas: physicians'
professionalism, physicians' interpersonal manner, waiting rooms and reception hours.
Statistically significant differences remained even after controlling for patient and physician
characteristics. By contrast, members enrolled in the IPP expressed lower satisfaction with
nursing care and administration. However, the differences were not statistically significant
after controlling for patient and physician characteristics.

It should be noted that the findings on satisfaction may be affected by selection bias.7 To
some extent, patients selfselect into the IP and clinic programs. Those most interested in
easy access to nurses are likely to end up in the clinic program, while those most interested
in an intimate relationship with their physician may tend toselfselect into the IPP.

Principal Advantages and Disadvantages of the Independent Physician Program

Members enrolled in the IPP were asked to note the advantages and disadvantages of the IPP
in comparison with the clinic system. They reported the principle advantages of the IPP as
a lack of queues and a lack of pressure on the physician. Also, they often noted the
convenience of reception hours, and added that IPs give their patients more time and personal
attention. The principle disadvantages of the IPP centered on the need to run back and forth
between the physician's office and the community clinic  particularly for medications and
nursing services. Respondents' statements regarding the advantages and disadvantages of the
IPP are consistent with the findings reported in the preceeding section regarding satisfaction
with various components of the program.

Consumer Preferences Regarding the Organization of Primary Care

Approximately40 ^ of the members presently enrolled at a clinic would consider transferring
to the IPP. A multivariate analysis indicated that clinic members are more likely to consider
transferring to the IPP if they are younger or have more education.

י Selection bias might also inlfuence the ifndings on enrollment process, scope and quality of services, and
utilization of services (among others), though probably to a lesser extent.
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At least 1896 of the members currently enrolled in the IPP8  members characteirzed by
their high education and income  would leave KHC if the IPP did not exist.

8 Our sample included a total of 173 IPP members, only 54 of whom were asked whether they would consider
leaving leaving KHC in the absence of an IPP;26(1896of 173) answered in the affirmative. Note that the 1896

figure constitutes a lowerbound estimate for the percentage that would leave since, on the basis of the response
to an earlier question in the questionnaire, in many cases the interviewers were instructed not to ask the question
about leaving KHC. In the earlier question, IPP members were asked whether they would prefer to enroll with
their current physician in a clinic or switch to another physician in the IPP program, if their current physician
were to start working only in a clinic. Those who responded that they would prefer to remain with their own
physician even if he switched from the IPP to the clinic setting were not asked the question about leaving KHC.
It seems likely that most of these members would stay in KHC even in the absence of an IPP program, though
we cannot be certain of this.
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SUMMARY AND CONCLUSIONS

In this section we will summarize the findings as they relate to three key issues: the extent
to which the goals established for the IPP have been achieved, the extent to which the
various concerns about the program are valid, and the ways in which both the IPP and the
clinic program could be improved.

Has the IPP Achieved the Goals Established for It?

The IPP appears to have met many of its goals. First and foremost, the program strengthens
KHC's competitive position, with many IPP members indicating that they would leave KHC
if the IPP option did not exist. Moreover, it is specifically those KHC members with
"attractive" characteristics (in terms of age, income and education) who tend to be drawn to
the IPP and who tend to report that it is the IPP option which keeps them in KHC.

These findings are consistent with most of the data on the quality of service and patient
satisfaction. The IPP was characterized by shorter travel times from home to physician
office, shorter waiting times, longer visits and greater atttention to health promotion and
prevention. Members enrolled in the IPP expressed more satisfaction with physicians,
reception hours, and the comfort of waiting rooms than did members enrolled at clinics.
Nonetheless, there were no significant differences in overall satisfaction between the two
programs. It appears that overall satisfaction is heavily influenced by administrative
problems and, to a large extent, these are common to the two programs.

Are the Concerns Expressed Regarding the IPP Valid?

The findings indicate that many of the concerns voiced in the past about the IPP are
legitimate. Chief among these was the fear that KHC has created a twoclass sytem of care.
Indeed, there is a tendency for the poor, the less educated, and the old (though not
necessarily the ill) to be concentrated in the clinics. Moreover, despite the fact that the clinic
population is needier, at the time of this survey KHC was investing approximately30 ?£ more
of its primary care resources (per capita) in the IPP than in the community clinic system
(Rosen et. al., 1991). However, despite the lower level of resources available to them, the
clinics may still be in a better position to provide quality care to the elderly and other types
of patients who tend to gravitate to the clinics.

A related concern was that the IPP is not equally available to all KHC members. This is
clearly the case. More than half of the members in the community clinic system 
particularly those with less income and education  had never heard of the IPP. Therefore,
during enrollment their range of options was more limited than that of members who enrolled
in the IPP. The data also indicate that a considerable proportion of the members currently
enrolled at clinics would consider transferring to the IPP.
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A third concern was that the IPP is more expensive than the clinic program because IPs have
a financial incentive to refer patients to specialists and hospitals. This concern was not
substantiated by our findings. While the IPP is 1096 more expensive than the clinic program
overall, this derives from a 3096 cost differential in primary care (Rosen, et al., 1991).
There were no significant differences between the two groups with regard to a wide range
of utilization variables including use of ancillary services, pharmacy purchases and specialist
visits. The findings with regard to hospitalization rates are unclear, but if there is a
difference it is in the direction of lower rates for the IPP.

The final concern related to quality of care in the IPP due to poorer access to providers other
than physicians. Indeed, the IPP is characterized by lower utilization of nursing services and
less satisfaction with those services. However, it is not clear whether the IPPs compensate
for the lack of access to nurses by providing certain nursing services themselves.

What Improvements can be Made in the IPP and in the Community Clinic System?

The study's findings underscore problems with both the IPP and clinic systems and, in some
cases, also suggest possible solutions, including the following:

* The fact that members of the "IP dual" subgroup sometimees see their physicians at the
community clinic (instead of in the IPs' office, as intended) and the length of waiting times
for the "IP only" subgroup represent problems to be solved. KHC management may wish
to develop better ways of monitoring and regulating IPs.

* Analysis of members' suggestions for improvements in the IPP indicate that the physical
separation between the physician's office and the community clinic leads to wasted time and
aggravating running around  especially for those needing medications or nursing services.
The former problem could be overcome by extending the possibility of purchasing
medications at private pharmacies. The latter inconvenience could be alleviated by giving
IPs incentives to provide, on their own, more of the services traditionally provided by
nurses. Another possibility is to encourage IPs to employ a nurse at their clinics, but the
costeffectiveness of this approach would have to be carefully analyzed as the typical IP may
not have a large enough patient load to justify employing a dedicated nurse.

Note that the administrative problems cited by members enrolled in the IPP  such as those
related to receipt of referral forms, receipt of medications, and long queues for vairous
services  are not the sole province of the IPP. The relatively high levels of dissatisfaction
with administrative services found among IP members appear to be be due, in large part, to
their sociodemographic profile. To lighten the bureaucratic burden for all KHC members,
essential improvements may have to be made in KHC administrative processes within the
clinics: office systems could be computerized, additional personnel could be trained to be
more courteous and efficient, and processes could be simpliifed. Though the introduction
of appointment systems in KHC clinics have gone a long way toward ameliorating
administrative problems, there is still progress to be made.
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* Although the overall satisfaction of members enrolled at clinics is not less than that of
members enrolled in the IPP, clinic members expressed more dissatisfaction with their
physicians' professionalism and interpersonal manner. The frequency of health promotion
and prevention activities provided by physicians working in clinics is also lower than that
provided by IPs. KHC may wish to consider various strategies for addressing these
physicianrelated problems, including decreasing the burden on clinic physicians and reducing
clinic queues. In this survey, a great number of members reported that service at their
clinics improved after the adoption of the prearranged appointment system, indicating that
significant changes within the clinics are possible. Prearranging appointments and
organizing the reception process more efficiently will affect the length of waiting time for
a physician, which in turn greatly influences the attitudes of members toward various aspects
of clinic care.

* The high primary care costs in the IPP can be explained, in large part, by the high
capitation rate paid to IPs. Accordingly, one way to address the resource imbalance between
the two programs would be to reduce the IP capitation rate and use the freedup resources
to improve clinic care.

* Most KHC members would prefer being able to choose their physician themselves  or at
least being involved in the process. KHC has begun to respond to this desire for greater
choice and may wish to further expand opportunities for patient choice of physician.

* KHC might wish to consider the development of "hybrids", that combine the strengths of
the clinic model with those of the IPP. One such hybrid currently being considered is the
"group practice" . Though the group practice would be similar to the clinic model in that the
practice would be physically situated in KHCowned facilities, and would involve several
physicians, it would give physicians more autonomy and responsibility than does the
traditional clinic.

KHC has recently decided to expand the IPP (KHC, 1992) and to reduce the IP capitation
rate. Our series of studies comparing the IPP and the clinic program indicate that the
decision has the potential to improve KHC's competitive position. However, as noted above,
the IPP has a number of weaknesses which should be addressed prior to, or in conjunction
with, the program's expansion. At the same time, the distribution of primary care funds
between the IPP and the clinic program should be reviewed. For the foreseeable future the
vast majority of KHC members  and particularly those with the greatest health care and
social needs  will continue to receive primary care in the clinics. The expansion of the IPP
should not come at their expense.
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מחקר ■

הכללית בקופתחולים המרפאה וש'סת העצמאי הרופא שיסת
מבו0חים מ0קר ממצאים תמצית

רוזן וברוך יובל דן
ברוקדייל גיוינסמכון

גבאי אורי
הכללית קופתחול'ם

עסקים, למחקר המכון באמצעות בריאות מערכות לניהול קובנס מרכז עלידי בחלקו מומן המחקר
תלאביב אוניברסיטת למינהל, הפקולטה

לגרונסולוגיה ברוקדייל מכון  ג'וינט
וחברה אדם והתפתחות

13087 ת.ד. גבעתג'וינס,
91130 ירושלים

ישראל ג'וינס
3489 ת.ד. ג'וינס, גבעת

91034 ירושלים
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בתקד>>לן גיועטמכון מהו
בישראל. וחברה אדם והתפתחות בריאות מדיניות הזקנה, לחקר ארצי מרכז
העולמי. והג'וינט ישראל ממשלת בחסות הפועל רווח, כוונת ללא עצמאי מוסד

בעיות לפתרון רבתחומית גישה ונוקט נבחרות סוגיות בזיהוי המתמקד מומחים צוות
ובריאות. רווחה שירותי במערכות

המחקר ממצאי את לקשור המסייעים מקצוע, ואנשי מדיניות מעצבי לחוקרים, מפגש נקודת
בשטח. שינויים של לביצועם

הבינלאומית. לקהילה ישראל בין פעולה לשיתוף מרכז

בישראל בריאות מדעיות לחקר התכנית
ג'וינטמכוו פיתח ישראל, ממשלת ולבקשת הבריאות בשירותי המעמיק למשבר בתגובה
התכנית מטרת בישראל. בריאות מדיניות לחקר תכנית ישראל ג'וינט בשיתוף ברוקדייל
סוגיות של ניתוחן דרך והספקתם הבריאות שירותי מימון לשיפור למאמצים לתרום היא

עיקריים: יעדים שלושה לתכנית נבחרות. מדיניות
לשיפור מרכזיות רפורמות של וההערכה הביצוע התכנון, בתהליך ישראל לממשלת לסייע 

בריאות. מערכות ניהול

ואת יעילותם את לשפר במאמציהם בישראל ולמבטחים בריאות שירותי לספקי לסייע 
מועילותס.

שירותי למערכת ארוך לטווח תרומה לתרום נועדו אשר מחקריים פרוייקטים לפתח 
בישראל. הבריאות
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תקציר

רפואה למתן שיטות שתי מפעילה  בישראל ביותר הגדולה קופתהחולים  הכללית קופתרוולים
הרופא שיטת השתיים. מבין יותר הנפוצה השיטה היא הקהילתית המרפאה שיטת ראשונית.
בהיקף כיום ומופעלת יחסית חדשה הקטנות, בקופותהרוולים הנהוגה לשיטה הדומה העצמאי,

מוגבל.

שירותי של העתידי הכיוון יהיה מה השאלה עם אלה בימים מתמודדת הכללית קופתחולים
הלחצים הקטנות, קופותהחולים מצד הגוברת התחרות רקע על שלה, הראשוניים הטיפול
שיטת של הרחבתה היא שנשקלות האפשרויות אחת העלייה. של הגדול והגל הגדלים התקציביים

הקהילתית. המרפאה לשיטת משמעותית לחלופה להפיכתה עד העצמאי הרופא

מבוטחים 514 בקרב 19901989 בחורף שנערך מבוטחים מסקר ממצאים תמצית מביא זה דו"ח
שתי של להערכה לתרום היתה הסקר של מטרתו הכללית. קופתחולים של לציון ראשון במחוז
המחקר מערך בעתיד. בישראל הראשונית הרפואה של וקדימויות כיוונים לשרטט ולמאמץ התכניות
את לבודד ובכך התכניות בשתי והרופאים החולים של המאפיינים בין השונות על לפקח לנו אפשר
זה בתקציר המובאות ותוצאות תהליכים של ההשוואות כל השירות. הספקת שיטת של ההשפעה

המבוקרים. הממצאים כלומר, נטו", "ההבדלים הינן

מאשר יותר גבוהות הכנסות ובעלי יותר צעירים היו עצמאיים רופאים אצל הרשומים המבוטחים
גם היו עצמאיים רופאים עלידי שטופלו המבוטחים המרפאה. בשיטת שירות המקבלים מבוטחים

סטטיסטית. מבחינה מובהקים היו לא ההבדלים אך מה, במידת יותר טוב בריאותי במצב

שירותים המקבלים אלה מבין רבים שלהם, הנוכחי הרופא אצל המבוטחים נרשמו בה בתקופה
ידעו שלו כך על הצביעו מהמשיבים רבים העצמאי. הרופא שיטת קיום על ידעו לא המרפאה בשיטת

העצמאי. הרופא לשיטה הצטרפות שוקלים היו הם זו, שיטה של קיומה על

זמני הביקור, אורך כגון השירותים, של באיכותם יתרוןמה יש העצמאי הרופא שלשיטת נמצא עוד
ממצא הרופאים. עלידי ומניעה בריאות בקידום הקשורות פעילויות ושכיחות במרפאה ההמתנה
יותר גבוהה שביעותרצון הביעו העצמאי הרופא בשיטת הרשומים שמבוטחים לממצא תואם זה
זאת, לעומת ההמתנה. בחדרי ומהתנאים הקבלה משעות הרופא, עבודת של שונים מהיבטים
לא הפער אך האחיות, משירותי יותר גבוהה מעט שביעותרצון הביעו המרפאה בשיטת המבוטחים
בשתי המבוטחים בין הכללית הבדליםבשביעותהרצון נמצאו לא סטטיסטית. מבחינה מובהק היה

השיטות.



יחסית. נמוכה בתדירות האחיות בשירותי משתמשים העצמאי הרופא בשיטת הרשומים המבוטחים
המשתמשים לבין העצמאי הרופא בשיטת המבוטחים בין משמעותיים הבדלים נמצאו לא ואולם,
ממצא ואשפוז. ראשוני רופא אצל ביקור כגון אחרים, בשירותים השימוש בשיעורי המרפאה בשיטת
נתונים ניתוח על שהתבסס ברוקדייל, ג'וינטמכון במסגרת שנערך אחר מחקר מממצאי שונה זה
משמעותי באופן יותר גבוהים אשפוז שיעורי נמצאו זה בניתוח הכללית. קופתחולים של מינהליים
גדול משקל לקבל צריכים המינהליים מהנתונים הממצאים הקהילתית. במרפאה המבוטחים בקרב

בהרבה. גדול מדגם על מבוססים שהם מפני יותר

השירות רמת שיפור כגון התכנית, שהציבה מהמטרות רבות השיגה העצמאי הרופא ששיטת נראה
מוגדרות. יעד אוכלוסיות בקרב במיוחד  הכללית קופתחולים של התחרותית העמדה וחיזוק
(ובעקבות ביותר גבוהים שימוש שיעורי עלידי תאופיין העצמאי הרופא ששיטת החששות בנוסף,
זאת, עם יחד מבוססים. בלתי נמצאו ושלישוני שניוני לטיפול בהקשר גבוהות) עלויות גם כך
הסיעוד. לשירותי העצמאי הרופא מבוטחי של הגישה ליכולת באשר החששות את מחזק המחקר
תוקף יתר מעניק העצמאי הרופא לשיטת להירשם שלא נוטים ועניים שקשישים הממצא כן, על יתר

דומעמדית. טיפול מערכת ליצירת לתרום עלולה התכנית של שהרחבתה לחשש

המאמר לה. האופייניים וחולשות חסרונות יתרונות, יש ראשוני טיפול המספקת שיטה שלכל מכאן,
ואת העצמאי הרופא שיטת את לשפר כדי לנקוט יהיה שאפשר צעדים מגוון על בהצבעה מסיים

הקהילתית. המרפאה שיטת



תודה דברי

אנו ובראשונה, בראש להם. נתונה ותודתנו רבים באנשים הסתייענו זה דו"ח והכנת המחקר במהלך
דוד מרקו, עמנואל זו. עבודה במסגרת שרואיינו הכללית קופתחולים חברי לכל להודות מבקשים
לנו סייעו  לציון ראשון במחוז הכללית קופתחולים הנהלת אנשי  נתנזון ועדנה מרום לזר רוף,
להודות גם מבקשים אנו לקיומו. האמצעים כל את לרשותנו והעמידו המחקר, בעריכת רבות

וברמלה. בלוד לציון, בראשון המרפאות צוותי ולכל אשכנזי לכרמלה

מקובץ הנתונים בריכוז לנו סייעו הכללית קופתחולים במרכז פרלמן ורון וולף יהודית עומר, שי
כוחאדם. ומקובץ המבוטחים

חביב, ג'ק ברנע, תמרה בנטור, נטע בןבסט, יוחנן זה: דו"ח של טיוטות שקראו לאלה מודים אנו
כאשר נתקבלו נוספות הערות שובל. ויהודית רוזנבלוט מיכאל פקטור, חיים נועם, גילה כהן, מרק
התקבלו כמוכן הכללית. קופתחולים במרכז הרפואית החטיבה אנשי עם במפגש הוצג הדו"ח
לציון ראשון במחוז הכללית קופתחולים הנהלת של בפגישות הדו"ח הצגת לאחר מועילות הערות

ברוקדייל. ובג'וינטמכון

ובהערות. בעצות העבודה במהלך סייעו אשר ברוקדייל מכון חברי לכל מודים אנו

שבנתה גולדשמידט, ולחנה השדה, אתעבודת שריכזו דובני, ולאביגיל גבעון לסיגלית מיוחדת תודה
אפשטיין, ליאון איל, לפנינה מודים אנו התקדמותה. אחר במעקב לנו שסייעה המחשב תוכנת את
מכון אנשי וכל שביט נלו פלפל, דינה עדן, נילי נעאמנה, עותמאן נאשף, עומר יעבץ, רחל יהב, נאורה
הסטטיסטי היעוץ משירות גלאי ונויה ניראל רונית ובתרגומו. השאלון בגיבוש לנו שסייעו ברוקדייל,
ובניתוח בדגימה לנו סייעו ברוקדייל ממכון לוונברג ומרים נורדהיים משה העברית, באוניברסיטה

שלביו. בכל המחקר בארגון רבות שעמלו רייך ולג'ודי אפשטיין לדורית גם תודה הסטטיסטי.

ולמרשה הדו"ח של העברית הגירסה את שערכה ברילנט לאראלה להודות מבקשים אנו אחרון,
לאנגלית. אותו שתרגמה ויינשטיין
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WHAT IS THE JDCBROOKDALE INSTITUTE?

A national center for research on aging, health policy and human development in
Israel.

An independent nonprofit organization that operates under the auspices of the
American Jewish Joint Distribution Committee (AJJDC) and the Government of
Israel.

A team of professionals devoted to identifying relevant issues and using an
interdisciplinary approach to solving problems in the health and human service
systems.
A meeting ground for researchers, policymakers, and professionals, facilitating
the linkage of research findings to the implementation of changes in the field.

A center for collaboration between Israel and the international community.

THE HEALTH POLICY RESEARCH PROGAM

In response to the growing national crisis in health care and a request from the
Government of Israel, the JDCBrookdale Institute, in cooperation with JDClsrael,
has developed a program devoted to health policy research in Israel. The
objective of the JDCBrookdale Health Policy Research Program is to contribute
to efforts to improve the financing and delivery of health services in Israel
through the analysis of selected policy issues. The program has three major
thrusts:
 To assist the Government of Israel in the process of planning, implementing
and evaluating the government's efforts to reform and better manage the
health system.

 To assist health care providers and insurers in Israel in their efforts to improve
efficiency and effectiveness.

 To undertake applied research projects which are designed to make a long
term contribution to the Israeli health care system.
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ABSTRACT

Kupat Holim Clalit (KHC)  the largest sick fund in Israel  employs two systems of
primary care provision. The community clinic system is the more prevalent of the two. The
independent physician program (IPP), similar to the system used by the smaller sick funds,
is relatively new and is presently being operated on a limited scale.

KHC is adresssing the issue of the future direction of its primary care services in a context
characterized by growing competition from the smaller sick funds, increasing budgetary
pressures, and largescale immigration. One of the options under consideration is expanding
the IPP into a major alternative to the clinic program within KHC.

This report presents a summary of the findings of a survey of 514 members of KHC in the
Rishon Lezion Region carried out during the winter of 198990. The objective of the survey
was to contribute to the evaluation of the two programs and to efforts to chart future
directions and priorities for primary care in Israel. The study design made it possible to
control for differences in patient and physician characteristics between the two programs and
thereby isolate the impact of program differences. All of the comparisons of processes and
outcomes presented in this abstract are the "net differences", i.e., the controlled findings.

Members enrolled in the IPP were younger and had higher incomes than members enrolled
in the clinic system. IPP members were also characterized by somewhat better health status,
but the differences were not statistically significant.

Many members enrolled in the clinic system were not aware when they chose their physician
that they could also have enrolled in the IPP. Quite a few of these respondents indicated that
had they known of its existence, they would have considered enrolling in the IPP.

It was found that the IPP has some advantage regarding the quality of services, such as visit
lengths, waiting times, and the frequency of physicians' health promotion and prevention
activities. This is consistent with the finding that members enrolled in the IPP expressed a
higher degree of satisfaction with various aspects of physician care, reception hours, and
waiting room conditions. In contrast, members enrolled in the clinic system expressed
slightly higher satisfaction with nursing services, though this difference was not statistically
significant. There was no difference in the overall satisfaction of members enrolled in the
two systems.

Members enrolled in the IPP use nursing services relatively infrequently. However, no
significant differences were found in IPP and clinic enrollees' utilization of other services,
such as visits to a primary care physician and hospitalization. This is at variance with
another analysis carried out by the JDCBrookdale Institute which, based on KHC
administrative data, found significantly higher hospitalization rates among clinic patients.
Greater weight should be given to the findings from the administrative data as they are based
on a much larger sample.

It appears that the IPP has achieved many of the goals established for the program, such as
improving service levels and strengthening KHC's competitive position  particularly among



key target populations. In addition, concerns that the IPP would be characterized by very
high utilization rates (and hence costs) with regard to secondary and tertiary care have Proven
unfounded. On the other hand, the study reenforces concerns about the access of IP patients
to nursing services. Moreover, the finding that the old and the poor tend not to participate
in the IPP validates the longstanding concern that program expansion may contribute to a
twoclass system of care.

Thus, each systemof primary care provision has characteristic strengths and limitations. The
paper concludes by indicating a variety of measures which could be undertaken to improve
the IPP and clinic systems.
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INTRODUCTION

Study Background

Kupat Holim Clalit (KHC) is Israel's largest sick fund. It serves as the principal insurer for
approximately threequarters of the nation's population. It also owns and operates
approximately onethird of the country's acute care beds, a network of over 1,300 primary
care clinics, and a large number of laboratories, radiology centers and specialty clinics.
KHC is owned and operated by the Histadrut  Israel's powerful labor federation.

The community clinic currently serves as the principal site for the provision of primary care
in KHC. The clinic brings together  under one roof  professionals from a variety of
disciplines and puts at their disposal basic diagnostic and therapeutic equipment. The care
of each patient is supposed to be coordinated by a physician who is a salaried employee of
KHC. The underlying objective of the clinic is the provision of comprehensive,
communityoriented care. KHC has a long tradition of commitment to community clinics as
the preferred setting for providing primary care services.

In 1987 close to 164,000 KHC members(approximately5 %of the total membership) did not
receive their primary care in clinic settings (Kupat Holim Clalit, 1988). Instead, they
received their care from independent physicians (IPs) in their private offices. The
prevalence of this alternative model of primary care has grown steadily since 1971 (Yuval
etal., 1991).

In the pages that follow we will describe the key differences between the two models,
analyze the growth of the IP program (IPP), review the goals which have been established
for the program, and discuss vairous concerns which have been raised regarding it.

Differences between the two methodsof primary care provision
IP care and clinic care  the two practice modes  differ along three key dimensions:
1. The nature of the contractual relationship between the physician and the sick

fund: Clinic physicians are sick fund employees, whereas those working in the IPP
are contractors whose contracts are reviewed annually.

2. The method of physician reimbursement: The IP physician is reimbursed on a
capitation basis; his compensation depends on the number of patients on his roster.
In contrast, the primary componentof the clinic physicians' compensation is "salary":
Total compensation depends primarily on the number of hours worked and to a lesser
extent on the number of patients registered with the physician. Since KHC does not
guarantee IPs a minimum numberof patients, and as the IPs assume responsibility for
their practice expenses (e.g., rent, utilities, supplies), they bear substantially greater
risk than do their counterparts in the clinics.

1



3. The practice setting: Four aspects of the practice setting should be considered:
a. The place of work: Most IPs work out of offices which they own or rent, whereas
clinic physicians work in premises owned by the sick fund.
b. The number of sources of care: Every KHC member, whether cared for by an IP
or a clinic physician, is affiliated with the clinic in his neighborhood (referred to as
the "base clinic"). Even patients cared for by IPs must depend on the base clinic for
a variety of administrative and clinical needs (referrals, nursing care, laboratory
services, etc.) Accordingly, these patients must interact with both their IPs and the
clinics.
c. Organizational affiliation: While each IP is officially assigned to a "base clinic",
in practice they report primarily to regional management, not to the director of the
"base clinic". In addition, since most IPs have patients from several clinics, they
must interact with several different clinic managements.
d. Relationship with other health care professionals: While a small number of IPs
work in group practices, most work alone.1 In contrast, most clinic physicians work
alongside several peers and with nurses.

Until recently, the two models differed along yet another dimension  the extent to which
patients could choose their physician. In the IP framework, the patient could choose any
independent physician working in his region while in the clinic framework patients were
restricted to the physicians working in the community clinic located in their service area.
In many clinics patients were even assigned to a particular physician by the clinic secretary.
Recently, freedom of choice within the clinics has been expanded.

The growth oftheIPP
The smaller sick funds with which KHC competes have based their service network primairly
on contracts with physicians who work out of private offices. In fact, KHC officially began
its IPP in 1971 mainly in response to the competitive threat from the smaller funds and the
difficulty recruiting primary care physicians. Thepost 1967 economic boom brought with
it rising expectations and increased emphasis on consumeirsm. Some groups of patients
began to demand greater privacy and personal attention, which are more readily available in
pirvate office settings than in community clinics. The IPP grew steadily until 1984, when
it was curtailed because of the financial crisis at KHC and the perception that the program
was costly and something of a "frill".

In 1987, when it became clear that many younger and more educated people were opting for
the competition, top management once again became very interested in the future of the IPP.
Figure 1 depicts the development of the IPP between 19721992, which was influenced by
changes in supply and demand as well as by KHC policy decisions. Cost considerations have
played an important role in decisions about the size of the IPP (Yuval, et al., 1991).

' Recently, KHC adopted a new policy which stipulates that no new IP contracts will be issued to solo
practitioners. However, it will be a while before group practice becomes the predominant form among the IPs.
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Figure 1: KHC Members Enrolled with IPs, 19721992
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Note: As data were unavailable for 1990, ifgures for 1989 and 1991 were averaged to arrive at an
approximation for that year.

Current goals of the IPP
KHC management has sought to promote several goals via the IPP. The program is intended
to improve services while helping KHC compete with the smaller sick funds for members 

 particularly younger, healthier, and betterpaid members. It is expected to do so by
providing more flexible office hours, a more intimate and responsive physicianpatient
relationship, longer visits, more comprehensive care, and a calmer practice setting than are
available in the clinics. Naturally, KHC management sees these improvements not only as
means toward a stronger competitive position, but as ends in themselves.

The hope that expansion of the IPP would improve service levels is grounded in a series of
beliefs regarding the potential impact on health care services of differences between the IPP
and the clinics with regard to practice setting, the nature of the KHCphysician contract, and
reimbursement arrangements. For example, in discussions carried out prior to the survey,
many KHC managers hypothesized that the IP practice setting enhances consumer
satisfaction. Because the IP works in his "own space" and is not required to follow some
of the administrative procedures which KHC management has prescribed for clinic
physicians, his morale is likely to be higher than that of his counterpart in the clinic. As a
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result, his attitude toward the patient is likely to be better and this, in turn, should lead to
greater consumer satisfaction. In addition, in comparison with clinic physicians, IPs have
greater control over the number of members registered with them and on the number of
patients they see per hour (i.e., their workload). Moreover, the private practice setting may
promote a more intimate patientphysician relationship.

Similarly, the nature of the contractual relationship with the sick fund (i.e., IPs are
contractors rather than employees) may increase physician autonomy and make the physician
patient relationship more intimate, thereby increasing both physician and patient satisfaction.

Differences in reimbursement arrangements may also work to the advantage of the IPP.
Some KHC managers argue that, in comparison with salary arrangements, capitation provides
IPs with a greater incentive to attract patients. This, in turn, should induce IPs to provde
high quality service  particularly with regard to those aspects of service most important
to patients.

As a result of the way in which the IPP has been implemented, independent physicians have
lighter workloads than clinic physicians. This contirbutes to their ability to dedicate more
time to each patient and provide more comprehensive care. To some, this may seem to be
one of the advantages of the IPP. Others counter that the lighter workload and any resultant
benefits in terms of service level are not intrinsic to the IP model. IPs have lighter
workloads than do their clinic counterparts at least in part because they receive significantly
more pay per member than do clinic physicians and thus need fewer members in order to
realize any given target income.2

Concerns about the IPP
While there are many reasons to believe that the IPP is advancing a number of KHC strategic
objectives, concerns about the program continue. Not all KHC members have the same
freedom of choice to join the IPP. Some argue that, as a result of deliberate KHC policy
and efforts on the part of IPs to "creamskim", the poor and the elderly find it difficult to
join the IPP, with many not even aware of its existence. Thus, there is a risk of creating a
twoclass system of care  higherquality care for the rich and healthy in the IP's office, and
lowerquality care for the poor and the ill in the clinics.

At the same time, there are many concerns about the quality of care provided in the IPP.
Several senior managers expressed the view that the IP practice setting would result in
limited access, due to shorter office hours. In addition, the physical distance between the
clinic and the IP's office could result in underutilization of those services provided by non
physicians (primarily nursing services). The time and effort required of IP members to
access clinicbased services could also lead to low levels of consumer satisfaction with those
services. The limited number of office hours and the poor physical conditions which prevail

2 The analysis presented herein compares performance for the IP and clinic programs as they were
implemented, not as they might be in an ideal world. A change in the workloads of physicians in either setting
could have an impact their performances. For a related discussion, see the end of the section on Study Design.
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in many IP practices might also reduce quality of care and consumer satisfaction with this
model. Some believe that these deficiencies are significant enough to deter many KHC
members from registering with IPs.

The reimbursement system which prevails in the IP setting also poses risks. As the
compensation of IPs depends solely on the number of members registered with them  and
not on the number of hours worked  the IPs have an incentive to limit the amount of time
they spend with each patient. One way to do so is to refer patients to more specialized
caregivers even when the IP could provide the care himself. While such an arrangement is
financially benefical for the IP, and generally serves to increase consumer satisfaction, it can
be quite costly for KHC. In addition, as the IPs are paid the same capitation fee for all adult
patients, they have an incentive to "creamskim"; healthy patients require less physician time
than do unhealthy patients and hence are more financially rewarding.

The IPP was also believed to be more expensive than the clinic program. This view was
substantiated by a previous study of the subject (Rosen et al., 1991). After controlling for
patient and provider characteristics, total health care expenditures for IP patients were 10?£
higher than for clinic patients; primary care costs were 3070 higher.

Finally, many in KHC are concerned that various regulations developed to limit the risks
associated with the IPP have not been enforced. Most significantly, physicians who work
in both practice settings are not allowed to see their IPP patients in the clinics; nonetheless,
it is suspected that many do so.

Study Objectives

In light of growing competition among sick funds, largescale immigration and the budgetary
dififculties of KHC, various alternatives to the current organizationof primary care services
are being considered. One option is to expand the IPP into a major alternative to the clinic
model within KHC, and another is to adopt certain components of the IPP at community
clinics, such as expanding the role of capitation payments in the clinics.

Consideration of these options is complicated by the fact that KHC managers differ on the
extent to which the IPP5s goals have been met and the extent to which various concerns have
proven justified. This study seeks to provide the systematic data needed to resolve some of
the uncertainties facing KHC, thereby laying the groundwork for informed decisions
regarding the future organization of primary care  in Israel in general and in KHC in
particular.

The study summarized in this report is one in a series of studies comparing the satisfaction
with, and the cost and quality of, the community clinic system with that of the IPP. This
report is an executive summary of the key findings from a survey of sick fund members.
The full report, which contains greater detail on both methodology and findings, will be
published separately.
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The specific study objectives were as follows:
1. To compare the demographic characteristics of members registered with independent

physicians with those of members registered with clinic physicians.
2. To document the process of enrollment for the IPP.
3. To analyze the reasons behind enrollment for the IPP or the community clinic system.
4. To examine whether implementation of the IPP prevented members from leaving

KHC and joining other sick funds.
5. To compare the availability and quality of services provided by IPs with those

provided at clinics.
6. To compare the utilization patterns of members enrolled in the IPP with those of

members enrolled at community clinics (e.g. number of visits to the doctor, use of
medications, visits to outpatient clinics, hospitalizations).

7. To compare the satisfaction of members enrolled in the IPP with those of members
enrolled at community clinics.

Study Design

The study population (approximately 100,000) comprised all KHC members 21 or more years
old residing in Rishon Lezion, Ramie, or Lod (not including those in institutions). A gross
sample of 782 members was drawn from KHC's membership file at the beginning of
November 1989.Of these, 655 met the study criteria; 127 others either could not be located,
had left the region, had left the sick fund, or had passed away. Interviews were carried out
between December 1989 and May 1990 with a totalof 514 members.

Preliminary analyses indicated that the two programs differed significantly in the
demographic characteristics of both the patients and physicians involved. Accordingly, in
order to isolate the independent effect of programmatic differences, patient, physician and
(where appropriate) district characteristics were controlled for in the multivariate analysis of
differences in service quality, utilization, and patient satisfaction between the IP and clinic
programs.

In general, the patient characteristics which emerged as significant were age, education, city
of residence and health status; in most analyses gender did not prove to have significant
explanatory power. The physician characteristics with significant explanatory power were
gender and date of immigration. Finally, in selected regression runs we included "distirct
size", defined as the number of KHC members enrolled in a given base clinic (thus including
both members who receive their medical care from a clinic physician and those cared for by
an IP). We included this variable only in analyses where the dependent variable for both IP
members and clinic members could be affected by district size (e.g., for the dependent
variable "satisfaction with administrative/cleircal services").

Many of the compairsons between patient groups presented below are controlled findings,
and in each such case we specifically state that the findings are the result of multivariate
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analysis or after controlling for patient and provider characteristics. In the remaining cases,
the comparisons relate to the uncontrolled findings.

As an additional means of isolating the independent effect of programmatic differences, the
study design took advantage of the fact that 25 of the 55 physicians in the Rishon Lezion IPP
worked in both the clinic and IP settings. When comparing the responses of patients whom
these physicians treat in the clinic with the responses of their patients in the IP setting, we
can be reasonably certain that differences in the responses do not stem from differences in
physician characteristics.

A separate sample was drawn from each of the following four subgroups:

1. "Clinic only": members who receive care in a clinic from a physician who does not
also work as an IP in the Rishon Lezion region (N=228)

2. "Clinic dual": members who receive care in a clinic from a physican who also works
as an IP in the Rishon Lezion region (N=113)

3. "IP dual": members who receive care in the IP setting from a physician who also
works in a clinic in the Rishon Lezion Region(N= 85)

4. "IP only": members who receive care in the IP setting from a physician who does
not work in a clinic in the Rishon Lezion Region(N= 88)

The smaller the subgroup, the larger the sampling proportion.

Note that the analysis compares performance for the IP and clinic programs as they were
implemented, not as they might be in an ideal world. For example, KHC clinics are beset
by a number of problems (e.g., a shortage of Pharmaceuticals) which are not inherent to the
program, yet we did not "adjust" our findings to remove the effect of these "handicaps".
Most significant, perhaps, is that at the time of the evaluation the IPP was funded at a level
lOfo higher per capita than was the clinic program (Rosen et al., 1991). There is no way
for us to evaluate fully how a 10^> increase in funding in the clinics would have affected
clinic performance or how an equivalent decrease in IPP funding would have affected its
performance.

We tried to examine one of the pathways by which resource levels could affect performance.
Physician workload, defined as the number of members registered divided by the number of
office hourse per week, was approximately50 1& higher among clinic physicians than among
IPs. As noted above, the differences in workload are probably, in part, a result of the fact
that IPs are paid more per member than are clinic physicians.

For each key performance variable we carried out a special regression run, in which
workload was included as a control variable. It should be noted, however, that our measure
of workload was imprecise and may have led to overestimates of the IPclinic workload
differential, as IPs may also be seeing private patients or patients from other sick funds
during their office hours. In general, "workload" did not emerge as a significant explanatory
variable; exceptions to this generalization will be reported below.
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PRINCIPAL FINDINGS

The Sociodemographic Characteristics of the Members

An analysis of the demographic profile of members shows that the average member
registered with an IP belongs to a more affluent socioeconomic stratum than does the
average member registered with a community clinic physician. Relative to members who use
the clinics, members enrolled in the IPP have higher education, more income, and less
crowded housing conditions. Moreover,16$ of the members enrolled in the IPP are aged
60 and over, as compared with 25 $ of the members enrolled at community clinics. A
greater percentage of those enrolled in the IPP than of those enrolled at clinics are of
European or Ameircan origin.

The differences between IPP and clinic patients that were found for the entire sample
population were also found for the populations of Rishon Lezion, Ramie, and Lod,
respectively. Moreover, within the population of any given base clinic, there were
differences between those registered with IPs and those registered with clinic physicians. 111

13 of the 14 clinic service areas where both programs are in operation, members enrolled
in the IPP have had more education. However, IP members had higher incomes in only
seven of the service areas; in the other seven areas there were no significant differences in
the average income of IP and clinic members.

The Health Status of the Members

Health status was measured using KHC data on members who receive medications regularly;
respondents' reports of their own health and functional status; and a combined index of these
two measures. Using each of the three measures, the proportion of members with poor
health was slightly higher among clinic members than among IP members, though the
differences were not statistically significant. Subgroup analysis revealed that the proportion
of members with poor health was lowest in the "IP dual" group and highest in the "clinic
only" group, but these differences were not statistically significant.

Physicians5 Characteristics

More than 20$ of the members registered with IPs were treated by graduates of Israeli
medical schools, as compared with only 10$ of the members using the community clinic
system. Israeli bom physicians were responsible for the care of 14$ of IP patients and 10$
of clinic patients. The differences between physicians in the "IP only" subgroup and those
in all other subgroups were particularly large. Among physicians in the "IP only" sub
group, a higher proportion specialized in internal medicine, a higher proportion were men,
a lower proportion had received their degrees from Eastern European medical schools, and
a lower proportion were aged 50 and over.
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The Process of Enrollment in the Independent Physician Program

As was indicated above, in comparison with their clinic counterparts, IPP members are
younger and are characterized by higher socioeconomic status. The process of enrolling in
the IPP was analyzed to explore whether these differences in member characteristics were
the result of free and informed choices on the part of members, or were instead the result
of deliberate "channeling" decisions on the part of physicians or KHC management. KHC
management can intervene either at the levelof the clinic administrators (e.g., by selectively
sharing information about the IPP) or at regional or national levels (e.g., by deciding how
many contracts to sign with IPs in any given area).

Fewer than half of the members enrolled at community clinics knew what the IPP was. The
principle sources of information about the IPP for those enrolled in this program were word
of mouth and advertisements. A large proportion of members in the "IP dual" subgroup had
heard about the IPP from their physicians; this raises the suspicion that physicians working
in both settings may be choosing which patients to see within the IPP.

Selective channeling of patients to the IPP need not take place at the physician level; it is also
possible for KHC as an organization to channel its members to one of the programs. One
way to do so would be for KHC to offer (or publicize) the IPP option primarily in those
areas or clinics with desirable members. To test for the existence of such a strategy, a
multivariate analysis was carried out to see whether the likelihood of a given member being
enrolled in the IPP is effected not only by his personal characteristics (e.g., income,
education, health status, etc.) but also by characteristics of the base clinic with which he is
affiliated (i.e., district size).

Indeed, the analysis revealed that even after controlling for patientlevel differences (the most
significant being education"), districtlevel characteristics were still significant determinants
of participation in the IPP. The larger a district's size (in terms of the number of KHC
members) and the greater the average income of KHC members enrolled in a district, the
greater the chances that members would be enrolled in the IPP.

The relationship between district size and enrollment in the IPP could be ascribed to several
factors:
1 . The lack of intimacy characteristic of a large clinic may induce members to prefer an

IP.
2. The burden on the staff and facilities of a clinic serving a large population may lead

to referral of members to the IPP.
3. Regional administrators may have tried to facilitate access to services by expanding

the IPP for members enrolled in large clinics, most of which have members who live
at a substantial distance from the clinic.

J The correlation between education and IPP enrollment at the individual level could be the result either of
choices made by members (with more educated persons exhibiting greater preference for the IPP) or of selective
channeling on the part of administrative staff within the clinics.
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Thus, the correlation between district size and IPP participation could be explained either in
terms of patient choices or in terms of selective channeling by KHC. In contrast, the
positive correlation between the average income of a distirct and the prevalence of the IPP
is probably the result of KHC's policy of developing the IPP in areas inhabited by wealthier
members. At the time of this survey, KHC's income from membership dues and the
employer tax (mas makbil) is higher in these areas. In addition, the proportion of members
transferring to other sick funds is above average in these areas.

Choice of Physician

At the time of the survey, IPP members were significantly more likely than clinic members
to have chosen their physician, and this may have constituted one of the main attractions of
the program. For the sample as a whole, 339S> of the respondents chose their pirmary care
physician.4 Among clinic members, only 1570 chose their physician, while mong members
enrolled in the IPP, this proportion reached77 9£ (and not 100^ since in several areas
members were assigned to a specific IP when they enrolled in the program). This sizeable
difference may be due, in part, to the higher concentration of upperincome persons in the
IPP (rather than to any inherent difference between the programs). In general, and within
both programs, the higher a member's income the greater the tendency to choose a physician.

More than half of the members who did not choose their physician noted that they would
have preferred to do so. The preference for choosing the physician among those who did
not actually do so irses with a irse in education, and is particularly prevalent among those
aged 3039. If choice of physician continues to be more readily available in the IPP than in
the clinic program, then this feature will continue to be an important drawing card for the
IPP among the relatively young and the welleducated.

Note, however, that within both the clinic program and the IPP, the proportion of members
who chose their present physician is greater than the proportion of members who chose their
previous physician. Apparently, in the years leading up to the survey the opportunity to
choose one's physician had been greatly expanded in both programs. Moreover, since the
time of the survey (November, 1989) KHC has continued to expand the opportunities for
clinic patients to choose their physicians. Accordingly, the clinicIP gap regarding physician
choice may have gotten smaller.

4 While only onethird of the members chose their pirmary care physician, most of the respondents reported
that they were aware that they could choose their physician. It is therefore possible that at the point in time
in the past when they ifrst registered with their current physician, members were unaware of this option, or that
the option did not exist at that time.
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Availability, Scope, and Quality of Services

Members enrolled in the IPP reported receiving better service in certain aspects of care than
did members enrolled at community clinics. Members enrolled with IPs need less time to
get from their homes to their physicians' offices.5 The average time spent waiting from the
moment of arrival at the clinic until the physician sees the patient is smallest for the "IP
dual" subgroup (approximately 12 minutes, as opposed to more than 18 minutes for the three
other subgroups  including the "clinic dual" subgroup). This means that physicians
working in both programs spend more time with patients per visit when working in their
private offices than when they work in the clinics.

The average amount of time devoted by an IP to a patient (11.8 minutes) is significantly
greater than the average time devoted by a clinic physician to a patient (9.0 minutes). A
difference of three minutes remains when patient and physician characteirstics are taken into
account. Differences in workload accounted for only a small part of the differential.

Most of the members enrolled in the IPP know their physician's home telephone number,
compared with fewer than 1096 of the members enrolled at clinics. While at first glance this
finding may suggest that IPs are more accessable to their patients during offhours, it may
simply reflect the fact that many IPs work out of their homes and hence have the same phone
number for work and home.

Despite the fact that physicians are prohibited from caring for IP patients in the clinic setting,
A5J0of the members in the "IP dual" subgroup reported having visited their physician at the
community clinic at least once in the 12 months preceding the interview. Such visits may
come at the expense of the time which the physician has availalbe to care for patients
enrolled in the clinic.

Activities Related to Health Promotion and Prevention

A fiveitem scale was developed to examine the physicians' active concern with health
promotion and prevention. We examined whether or not a physician discussed nutrition,
weight reduction, or cessation of smoking (where appropriate) with his patients on their most
recent visit; whether a physician warns of side effects when writing a prescription for
medication; and whether a comprehensive physical examination was made by the physician
during the past year.

5 This is in part due to the fact that IP patients are more likely than clinic patients to use pirvate cars to get
to their physician's office (3296 v. 2296), while clinic patients rely more heavily on public transportation and
on walking. In addition, even among those walking to the physician (7090 overall), IP patients get to the
physician's office more quickly. This may be because they live closer to the physician's office or because IP
patients walk faster, as they tend to be younger.
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It was more common for members enrolled in the IPP than for those enrolled at clinics to
report that their physician had engaged in these activities. Even after controlling for
members' and physicians' demographic characteristics, preventive activities were performed
1596 more frequently by IPs than by clinic physicians. Moreover, the greater tendency of
IPs to engage in preventive activities could not be explained by the clinicIP workload
differential.

Utilization of Services

The questionnaire used in the study contained 42 questions related to utilization patterns,
including: visits to the primary care physician; visits to the nurse; purchase of medications
at a private pharmacy; visits to a specialist; visits to a radiology or cardiology clinic;
performance of laboratory tests; visits to hospital emergency rooms or first aid stations
operated by Magen David Adonr;6 hospitalization; visits to a private physician; visits to a
pirmary care physician outside of regular reception hours; house calls made by a physician
or nurse; and visits to an IP at a clinic.

In most of these areas, there were no significant differences in the patterns of usage of
members in different subgroups. This corroborates the findings from the authors' previous
analysis of administrative data (Rosen et al., 1991), with one notable exception: The
administrative data showed that clinic members (particularly those belonging to the "clinic
only" subgroup) have higher hospitalization rates. Since the analysis of the administrative
data was based on a sample much larger than the one used in the present study, we believe
any comparison of costs should be based on the administrative data.

There is one area in which we did find differences in utilization among the subgroups in the
survey: visits to the clinic nurse. Only896 of members enrolled in the IPP reported having
visited a nurse at least once during the preceding two weeks, while 2090 of members enrolled
in clinics reported having done so. This could have two explanations: first, that IPs perform
some of the nurses' tasks; and second, that the nursing needs of those enrolled in the IPP
may simply go unfulfilled (perhaps because of their geographic distance from the clinic and
the consequent difficulty of getting there). Clinic patients were found to visit the nurse
significantly more often than were IP patients, even after we controlled for member and
physician characteirstics.

The survey also revealed a high rate of visits to specialists by members in the "IP only" sub
group. When member and physician characteristics were controlled for, however, these
differences were negligible.

* Magen David Adonr provides emergency medical services, including ambulance service and atferhours wa/k
in care, maintains a blood bank, and provides blood services nationwide.
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Satisfaction with Services

The level of overall satisfaction was not significantly different for members enrolled in the
two programs. We also compared satisfaction after controlling for age, income, clinic size
and waiting time, but did not find a statistically significant difference in the overall
satisfaction of members in the different subgroups.

However, we did find differences in satisfaction with specific aspects of service. Members
enrolled in the IPP expressed higher satisfaction with regard to four areas: physicians'
professionalism, physicians' interpersonal manner, waiting rooms and reception hours.
Statistically significant differences remained even after controlling for patient and physician
characteristics. By contrast, members enrolled in the IPP expressed lower satisfaction with
nursing care and administration. However, the differences were not statistically significant
after controlling for patient and physician characteristics.

It should be noted that the findings on satisfaction may be affected by selection bias.7 To
some extent, patients selfselect into the IP and clinic programs. Those most interested in
easy access to nurses are likely to end up in the clinic program, while those most interested
in an intimate relationship with their physician may tend to selfselect into the IPP.

Principal Advantages and Disadvantages of the Independent Physician Program

Members enrolled in the IPP were asked to note the advantages and disadvantages of the IPP
in comparison with the clinic system. They reported the principle advantages of the IPP as
a lack of queues and a lack of pressure on the physician. Also, they often noted the
convenience of reception hours, and added that IPs give their patients more time and personal
attention. The principle disadvantages of the IPP centered on the need to run back and forth
between the physician's office and the community clinic  particularly for medications and
nursing services. Respondents' statements regarding the advantages and disadvantages of the
IPP are consistent with the findings reported in the preceeding section regarding satisfaction
with various components of the program.

Consumer Preferences Regarding the Organization of Primary Care

Approximately 4096 of the members presently enrolled at a clinic would consider transferring
to the IPP. A multivariate analysis indicated that clinic members are more likely to consider
transferring to the IPP if they are younger or have more education.

י Selection bias might also inlfuence the findings on enrollment process, scope and quality of services, and
utilization of services (among others), though probably to a lesser extent.
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At least 18% of the members currently enrolled in the IPP8  members characteirzed by
their high education and income  would leave KHC if the IPP did not exist.

8 Our sample included a total of 173 IPP members, only 54of whom were asked whether they would consider
leaving leaving KHC in the absence of anIPP;26(18%of 173) answered in the afifrmative. Note that the 1896
ifgure constitutes a lowerbound estimate for the percentage that would leave since, on the basis of the response
to an earlier question in the questionnaire, in many cases the interviewers were instructed not to ask the question
about leaving KHC. In the earlier question, IPP members were asked whether they would prefer to enroll with
their current physician in a clinic or switch to another physician in the IPP program, if their current physician
were to start working only in a clinic. Those who responded that they would prefer to remain with their own
physician even if he switched from the IPP to the clinic setting were not asked the question about leaving KHC.
It seems likely that most of these members would stay in KHC even in the absence of an IPP program, though
we cannot be certain of this.
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SUMMARY AND CONCLUSIONS

In this section we will summarize the findings as they relate to three key issues: the extent
to which the goals established for the IPP have been achieved, the extent to which the
various concerns about the program are valid, and the ways in which both the IPP and the
clinic program could be improved.

Has the IPP Achieved the Goals Established for It?

The IPP appears to have met many of its goals. First and foremost, the program strengthens
KHC's competitive position, with many IPP members indicating that they would leave KHC
if the IPP option did not exist. Moreover, it is specifically those KHC members with
"attractive" characteristics (in terms of age, income and education) who tend to be drawn to
the IPP and who tend to report that it is the IPP option which keeps them in KHC.

These findings are consistent with most of the data on the quality of service and patient
satisfaction. The IPP was characterized by shorter travel times from home to physician
office, shorter waiting times, longer visits and greater atttention to health promotion and
prevention. Members enrolled in the IPP expressed more satisfaction with physicians,
reception hours, and the comfort of waiting rooms than did members enrolled at clinics.
Nonetheless, there were no significant differences in overall satisfaction between the two
programs. It appears that overall satisfaction is heavily influenced by administrative
problems and, to a large extent, these are common to the two programs.

Are the Concerns Expressed Regarding the IPP Valid?

The findings indicate that many of the concerns voiced in the past about the IPP are
legitimate. Chief among these was the fear that KHC has created a twoclass sytem of care.
Indeed, there is a tendency for the poor, the less educated, and the old (though not
necessarily the ill) to be concentrated in the clinics. Moreover, despite the fact that the clinic
population is needier, at the time of this survey KHC was investing approximately 30'^ more
of its primary care resources (per capita) in the IPP than in the community clinic system
(Rosen et. al., 1991). However, despite the lower level of resources available to them, the
clinics may still be in a better position to provide quality care to the elderly and other types
of patients who tend to gravitate to the clinics.

A related concern was that the IPP is not equally available to all KHC members. This is
clearly the case. More than half of the members in the community clinic system 
particularly those with less income and education  had never heard of the IPP. Therefore,
during enrollment their range of options was more limited than that of members who enrolled
in the IPP. The data also indicate that a considerable proportion of the members currently
enrolled at clinics would consider transferring to the IPP.
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A third concern was that the IPP is more expensive than the clinic program because IPs have
a financial incentive to refer patients to specialists and hospitals. This concern was not
substantiated by our findings. While the IPP is 1070 more expensive than the clinic program
overall, this derives from a30 9£ cost differential in primary care (Rosen, et al., 1991).
There were no significant differences between the two groups with regard to a wide range
of utilization variables including use of ancillary services, pharmacy purchases and specialist
visits. The findings with regard to hospitalization rates are unclear, but if there is a
difference it is in the direction of lower rates for the IPP.

The final concern related to quality of care in the IPP due to poorer access to providers other
than physicians. Indeed, the IPP is characterized by lower utilization of nursing services and
less satisfaction with those services. However, it is not clear whether the IPPs compensate
for the lack of access to nurses by providing certain nursing services themselves.

What Improvements can be Made in the IPP and in the Community Clinic System?

The study's findings underscore problems with both the IPP and clinic systems and, in some
cases, also suggest possible solutions, including the following:

* The fact that members of the "IP dual" subgroup sometimees see their physicians at the
community clinic (instead of in the IPs' office, as intended) and the length of waiting times
for the "IP only" subgroup represent problems to be solved. KHC management may wish
to develop better ways of monitoring and regulating IPs.

* Analysis of members' suggestions for improvements in the IPP indicate that the physical
separation between the physician's office and the community clinic leads to wasted time and
aggravating running around  especially for those needing medications or nursing services.
The former problem could be overcome by extending the possibility of purchasing
medications at private pharmacies. The latter inconvenience could be alleviated by giving
IPs incentives to provide, on their own, more of the services traditionally provided by
nurses. Another possibility is to encourage IPs to employ a nurse at their clinics, but the
costeffectiveness of this approach would have to be carefully analyzed as the typical IP may
not have a large enough patient load to justify employing a dedicated nurse.

Note that the administrative problems cited by members enrolled in the IPP  such as those
related to receipt of referral forms, receipt of medications, and long queues for various
services  are not the sole province of the IPP. The relatively high levels of dissatisfaction
with administrative services found among IP members appear to be be due, in large part, to
their sociodemographic profile. To lighten the bureaucratic burden for all KHC members,
essential improvements may have to be nuide in KHC administrative processes within the
clinics: office systems could be computerized, additional personnel could be trained to be !
more courteous and efficient, and processes could be simplified. Though the introduction
of appointment systems in KHC clinics have gone a long way toward ameliorating
administrative problems, there is still progress to be made.
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* Although the overall satisfaction of members enrolled at clinics is not less than that of
members enrolled in the IPP, clinic members expressed more dissatisfaction with their
physicians' professionalism and interpersonal manner. The frequency of health promotion
and prevention activities provided by physicians working in clinics is also lower than that
provided by IPs. KHC may wish to consider vairous strategies for addressing these
physicianrelated problems, including decreasing the burden on clinic physicians and reducing
clinic queues. In this survey, a great number of members reported that service at their
clinics improved after the adoption of the prearranged appointment system, indicating that
significant changes within the clinics are possible. Prearranging appointments and
organizing the reception process more efficiently will affect the length of waiting time for
a physician, which in turn greatly influences the attitudes of members toward various aspects
of clinic care.

* The high primary care costs in the IPP can be explained, in large part, by the high
capitation rate paid to IPs. Accordingly, one way to address the resource imbalance between
the two programs would be to reduce the IP capitation rate and use the freedup resources
to improve clinic care.

* Most KHC members would prefer being able to choose their physician themselves  or at
least being involved in the process. KHC has begun to respond to this desire for greater
choice and may wish to further expand opportunities for patient choice of physician.

* KHC might wish to consider the development of "hybrids", that combine the strengths of
the clinic model with those of the IPP. One such hybrid currently being considered is the
"group practice". Though the group practice would be similar to the clinic model in that the
practice would be physically situated in KHCowned facilities, and would involve several
physicians, it would give physicians more autonomy and responsibility than does the
traditional clinic.

KHC has recently decided to expand the IPP (KHC, 1992) and to reduce the IP capitation
rate. Our series of studies comparing the IPP and the clinic program indicate that the
decision has the potential to improve KHC's competitive position. However, as noted above,
the IPP has a number of weaknesses which should be addressed prior to, or in conjunction
with, the program's expansion. At the same time, the distribution of primary care funds
between the IPP and the clinic program should be reviewed. For the foreseeable future the
vast majority of KHC members  and particularly those with the greatest health care and
social needs  will continue to receive primary care in the clinics. The expansion of the IPP
should not come at their expense.
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מחקר

הכללית בקופתחולים המרפאה ושיסת העצמאי הרופא שי0ת
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בתקד>>ל! ג'וינטמכץ מהו
בישראל. וחברה אדס והתפתחות בריאות מדיניות חזקנח, לחקר ארצי מרכז
העולמי. והג'וינט ישראל ממשלת בחסות הפועל רווח, כוונת ללא עצמאי מוסד

בעיות לפתרון רבתחומית גישה ונוקט נבחרות סוגיות בזיהוי המתמקד מומחים צוות
ובריאות. רווחה שירותי במערכות

המחקר ממצאי את לקשור המסייעים מקצוע, ואנשי מדיניות מעצבי לחוקרים, מפגש נקודת
בשטח. שינויים של לביצועם

.י ■ ■ הבינלאומית. לקהילה ישראל בין פעולה לשיתוף מרכז

בישראל בריאות מדעיות לחקר התכנית
ג'וינטמכון פיתח ישראל, ממשלת ולבקשת הבריאות בשירותי המעמיק למשבר בתגובה
התכנית מטרת בישראל. בריאות מדיניות לחקר תכנית ישראל ג'וינט בשיתוף ברוקדייל
סוגיות של ניתוחן דרך והספקתם הבריאות שירותי מימון לשיפור למאמצים לתרום היא

עיקריים: יעדים שלושה לתכנית נבחרות. מדיניות
לשיפור מרכזיות רפורמות של וההערכה הביצוע התכנון, בתהליך ישראל לממשלת לסייע 

בריאות. מערכות ניהול

ואת יעילותם את לשפר במאמציהם בישראל ולמבטחים בריאות שירותי לספקי לסייע 
מועילותם.

שירותי למערכת ארוך לטווח תרומה לתרום נועדו אשר מחקריים פרוייקטים לפתח 
בישראל. הבריאות
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תקציר

רפואה למתן שיטות שתי מפעילה  בישראל ביותר הגדולה קופתהחולים  הכללית קופתחולים
הרופא שיטת השתיים. מבין יותר הנפוצה השיטה היא הקהילתית המרפאה שיטת ראשונית.
בהיקף כיום ומופעלת יחסית חדשה הקטנות, בקופותהחולים הנהוגה לשיטה הדומה העצמאי, 1

מוגבל.

שירותי של העתידי הכיוון יהיה מה השאלה עם אלה בימים מתמודדת הכללית קופתחולים
הלחצים הקטנות, קופותהחולים מצד הגוברת התחרות רקע על שלה, הראשוניים הטיפול
שיטת של הרחבתה היא שנשקלות האפשרויות אחת העלייה. של הגדול והגל הגדלים התקציביים

הקהילתית. המרפאה לשיטת משמעותית לחלופה להפיכתה עד העצמאי הרופא

מבוטחים 514 בקרב 19901989 בחורף שנערך מבוטחים מסקר ממצאים תמצית מביא זה דו"ח
שתי של להערכה לתרום היתה הסקר של מטרתו הכללית. קופתחולים של לציון ראשון במחוז
המחקר מערך בעתיד. בישראל הראשונית הרפואה של וקדימויות כיוונים לשרטט ולמאמץ התכניות
את לבודד ובכך התכניות בשתי והרופאים החולים של המאפיינים בין השונות על לפקח לנו אפשר
זה בתקציר המובאות ותוצאות תהליכים של ההשוואות כל השירות. הספקת שיטת של ההשפעה

המבוקרים. הממצאים כלומר, נטו", "ההבדלים הינן

מאשר יותר גבוהות הכנסות ובעלי יותר צעירים היו עצמאיים רופאים אצל הרשומים המבוטחים
גם היו עצמאיים רופאים עלידי שטופלו המבוטחים המרפאה. בשיטת שירות המקבלים מבוטחים

סטטיסטית. מבחינה מובהקים היו לא ההבדלים אך מה, במידת יותר טוב בריאותי במצב

שירותים המקבלים אלה מבין רבים שלהם, הנוכחי הרופא אצל המבוטחים נרשמו בה בתקופה
ידעו שלו כך על הצביעו מהמשיבים רבים העצמאי. הרופא שיטת קיום על ידעו לא המרפאה בשיטת

העצמאי. הרופא לשיטה הצטרפות שוקלים היו הם זו, שיטה של קיומה על

זמני הביקור, אורך כגון השירותים, של באיכותם יתרוןמה יש העצמאי הרופא שלשיטת נמצא עוד
ממצא הרופאים. עלידי ומניעה בריאות בקידום הקשורות פעילויות ושכיחות במרפאה ההמתנה
יותר גבוהה שביעותרצון הביעו העצמאי הרופא בשיטת הרשומים שמבוטחים לממצא תואם זה
זאת, לעומת ההמתנה. בחדרי ומהתנאים הקבלה משעות הרופא, עבודת של שונים מהיבטים
לא הפער אך האחיות, משירותי יותר גבוהה מעט שביעותרצון הביעו המרפאה בשיטת המבוטחים
בשתי המבוטחים בין הכללית בשביעותהרצון הבדלים נמצאו לא סטטיסטית. מבחינה מובהק היה

השיטות.



יחסית. נמוכה בתדירות האחיות בשירותי משתמשים העצמאי הרופא בשיטת הרשומים המבוטחים
המשתמשים לבין העצמאי הרופא בשיטת המבוטחים בין משמעותיים הבדלים נמצאו לא ואולם,
ממצא ואשפוז. ראשוני רופא אצל ביקור כגון אחרים, השימושבשירותים בשיעורי המרפאה בשיטת
נתונים ניתוח על שהתבסס ברוקדייל, ג'וינטמכון במסגרת שנערך אחר מחקר מממצאי שונה זה
משמעותי באופן יותר גבוהים אשפוז שיעורי נמצאו זה בניתוח הכללית. קופתחולים של מינהליים
גדול משקל צריכיםלקבל המינהליים מהנתונים הממצאים הקהילתית. במרפאה המבוטחים בקרב

בהרבה. גדול מדגם על מבוססים שהם מפני יותר

השירות רמת שיפור כגון התכנית, שהציבה מהמטרות רבות השיגה העצמאי הרופא ששיטת נראה
מוגדרות. יעד אוכלוסיות בקרב במיוחד  הכללית קופתחולים של התחרותית העמדה וחיזוק
(ובעקבות ביותר גבוהים שימוש שיעורי עלידי תאופיין העצמאי הרופא ששיטת החששות בנוסף,
זאת, עם יחד מבוססים. בלתי נמצאו ושלישוני שניוני לטיפול בהקשר גבוהות) עלויות גם כך
הסיעוד. לשירותי העצמאי הרופא מבוטחי של הגישה ליכולת באשר החששות את מחזק המחקר
תוקף יתר מעניק העצמאי הרופא לשיטת להירשם שלא נוטים ועניים שקשישים הממצא כן, על יתר

דומעמדית. טיפול מערכת ליצירת לתרום עלולה התכנית של שהרחבתה לחשש

המאמר לה. האופייניים וחולשות חסרונות יתרונות, יש ראשוני טיפול המספקת שיטה שלכל מכאן,
ואת העצמאי הרופא שיטת את לשפר כדי לנקוט יהיה שאפשר צעדים מגוון על בהצבעה מסיים

הקהילתית. המרפאה שיטת



תודה דברי

אנו ובראשונה, בראש להם. נתונה ותודתנו רבים באנשים הסתייענו זה דו"ח והכנת המחקר במהלך
דוד מרקו, עמנואל זו. עבודה במסגרת שרואיינו הכללית קופתחולים חברי לכל להודות מבקשים
לנו סייעו  לציון ראשון במחוז הכללית קופתחולים הנהלת אנשי  נתנזון ועדנה מרום לזר רוף,
להודות גם מבקשים אנו לקיומו. האמצעים כל את לרשותנו והעמידו המחקר, בעריכת רבות

וברמלה. בלוד לציון, בראשון המרפאות צוותי ולכל אשכנזי לכרמלה

מקובץ הנתונים בריכוז לנו סייעו הכללית קופתחולים במרכז פרלמן ורון וולף יהודית עומר, שי

* . כוחאדם. ומקובץ המבוטחים

חביב, ג'ק ברנע, תמרה בנטור, נטע בןבסט, יוחנן זה: דו"ח של טיוטות שקראו לאלה מודים אנו
כאשר נתקבלו נוספות הערות שובל. ויהודית רוזנבלוט מיכאל פקטור, חיים נועם, גילה כהן, מרק
התקבלו כמוכן הכללית. קופתחולים במרכז הרפואית החטיבה אנשי עם במפגש הוצג הדו"ח
לציון ראשון במחוז הכללית קופתחולים הנהלת של בפגישות הדו"ח הצגת לאחר מועילות הערות

ברוקדייל. ובג'וינטמכון

ובהערות. בעצות העבודה במהלך סייעו אשר ברוקדייל מכון חברי לכל מודים אנו

שבנתה גולדשמידט, ולחנה השדה, אתעבודת שריכזו דובני, ולאביגיל גבעון לסיגלית מיוחדת תודה
אפשטיין, ליאון איל, לפנינה מודים אנו התקדמותה. אחר במעקב לנו שסייעה המחשב תוכנת את
מכון אנשי וכל שביט נלו פלפל, דינה עדן, נילי נעאמנה, עותמאן נאשף, עומר יעבץ, רחל יהב, נאורה
הסטטיסטי היעוץ משירות גלאי ונויה ניראל רונית ובתרגומו. השאלון בגיבוש לנו שסייעו ברוקדייל,
ובניתוח בדגימה לנו סייעו ברוקדייל ממכון לוונברג ומרים נורדהיים משה העברית, באוניברסיטה

שלביו. בכל המחקר בארגון רבות שעמלו רייך ולג'ודי אפשטיין לדורית גם תודה הסטטיסטי.

ולמרשה הדו"ח של העברית הגירסה את שערכה ברילנט לאראלה להודות מבקשים אנו אחרון,
לאנגלית. אותו שתרגמה ויינשטיין
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