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,^ "^. \ WHAT IS THE JDCBROOKDALE INSTITUTE?

. m^k . \ A national center for research on aging, human development,
\ I I .? '■ and social welfare, established in 1974.
V."*1'* :

: An independent notforproift organization, operating in
: partnership with the American Jewish Joint Distribution
. Committee (AJJDC) and the Government of Israel.

. A team of professionals dedicated to applied research on
'. highpriority social issues relevant to the national agenda.

\ A knowledge resource committed to assisting policymakers
: and service providers in the planning and implementation
. of effective social services.

\ A center for professional exchanges, collaborative research
. and special forums in the international arena.

: The Institute's research involves an interdisciplinary approach
: with a focus on ifve main areas:

. ♦ Aging

\ ♦ Health Policy
: ♦ Immigrant Absorption
/ ♦ Children and Youth

\ ♦ Disability
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Introduction

At a time when health care reforms are being implemented in many countries,
both the Israeli and the Palestinian health care systems are undergoing
dramatic changes. A seminar which took place in Jerusalem in October 1994
enabled professionals in the two systems to exchange information and ideas,
deepening their understanding of the difficulties each system is facing, and
contributing to the decisionmaking process.

The oneday seminar on "Israeli and Palestinian Health Care Reforms" was
organized by JDCIsrael and the JDCBrookdale Institute in cooperation with
the Palestinian Council of Health and the Israeli Ministry of Health. The goal
of the seminar was to enable Israeli and Palestinian health care professionals
to share their experiences of health policy formulation, and of planning and
implementing health care reforms. In addition, it was hoped that the seminar
would encourage mutual cooperation in promoting improved health care in the
region.

The seminar was conducted in English, and held at the JDCBrookdale
Institute in Jerusalem. There were seventysix participants: 22 Palestinians,
25 Israelis, 19 representatives of the AJJDC, and 10 representatives  local
and from overseas  of international organizations involved in funding health
care services in the West Bank and Gaza(USAID, the World Bank, the World
Health Organization, and the Italian government). The participants included
policymakers, service providers, researchers and academics.

The seminar opened with greetings from Dr. Ephraim Sneh, the Israeli
Minister of Health, Dr. Riad Zanoun, Minister of Health for the Palestinian
Authority, and Dr. Martin Cherkasky, Honorary VicePresidentofthe AJJDC.
These were followed by a plenary session, in which two keynote presentations
were made: a description of the Palestinian Health Plan from Dr. Raifq
Husseini, Director of the Palestinian Council of Health and AssistantDeputy
Minister of Health for the Palestinian Authority; and a description of the recent
Israeli health care reforms from Prof. Mordechai Shani, DirectorGeneral of
the Israeli Ministry of Health.

In the afternoon, four working groups met to discuss the following topics:
Reorganization of the Israeli Ministry of Health; Health Insurance; the Service
Provision System; and the Quality of Health Care. The purpose of the
working groups was to facilitate an indepth understanding of issues of major
interest, and to enable the participants to interact professionally and personally
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in a supportive framework. Each working group was chaired by two co
chairpersons, one Palestinian and one Israeli, who decided upon the material
for discussion, and a joint strategy for leading the group, prior to the seminar.

The seminar ended with a plenary session in which the cochairpersons of the
working groups summarized the discussions in the four groups, and ifnal
questions were raised and answered.

The seminar participants were provided with background material on the
Palestinian and Israeli health care systems, and on the issues discussed in the
working groups.

Judging by the comments made by participants during the seminar and in
evaluation forms completed afterwards, the seminar achieved its goals. It
enabled participants to become better acquainted with the Israeli and the
Palestinian health care systems, to exchange ideas on health policy affecting
the two systems, and to initiate a process in which professionals and
organizations will continue to "learn together".

In addition, the seminar provided a unique opportunity for Israelis and
Palestinians to interact with the "other side" on a personal level. Participants
voiced their appreciation of the open and friendly atmosphere created during
the seminar, and Palestinians and Israelis alike expressed a wish for future
cooperative activities.

Tamara Barnea Dena Asfour
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Greetings

Tamara Barnea, Coordinator of the AJJDC's IsraeliPalestinianArab
Program: Good morning ladies and gentlemen: Your excellency, the Israeli
Ministerof Health, Dr. Ephraim Sneh; your excellency, the Minister of Health
for the Palestinian Authority, Dr. Riad Zanoun; Dr. Martin Cherkasky,
Honorary Vice President of the American Jewish Joint Distribution Committee
(AJJDC); Prof. Jack Habib, Director of JDCIsrael and the JDCBrookdale
Institute; international representatives from the Italian Government,USAID,
the WHO and the World Bank; distinguished guests, colleagues and friends.
I am privileged and honored to open the Israeli and Palestinian Health Care
Reforms Seminar. On behalf of the AJJDC and the JDCBrookdale Institute,
&Iwould like to welcome you all: ^l*i . J/ הבאים ברוכים

Dr. Ephraim Sneh, Minister of Health, Israel

My Palestinian colleague, Dr. Zanoun; Dr. Cherkasky; Prof. Habib; Ms.
Barnea; honored guests: Good morning. First, I would like to congratulate
the JDCBrookdale Institute for organizing this seminar. I think it
characterizes the mode of activity of this Institute, where the profile is low but
the quality is high. I think that the best way to promote IsraeliPalestinian
cooperation is through a quiet, highly professional seminar such as this. I'm
sure this day will be both fruitful and successful.

I would like ot address Dr. Zanoun and my Palestinian colleagues, and say
that from a certain point of view, I don't envy you. I don't envy you because
I know how tough it is to run a public health care system in a society with a
GDP of $13,000 per capita. So I can imagine how tough it isot try to run a
system in a society where the resources are far slimmer. But, I envy you in
one respect. You now have the opportunity to build everything from the
beginning. This is a great undertaking, one which I hope you will achieve.

I would like to say a few words about how I envisage IsraeliPalestinian
cooperation in the domain of medicine and health care. As an allergist, I'm
sensitive to all the sensitivities which exist; but we have to admit that the level
of medical services in Israel is one of the highest in the world, and I'm very
proud of that. You have to go a long way in order to reach that level and we
have to help you do that in an appropriate way, because one of the
fundamentals of a "healthy" society is an adequate, efficient health care
system.
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I am in favor of one main avenue of cooperation, which is to enable
Palestinian medical teams to be trained in Israeli medical centers in order to
acquire specialties and skills which at present you don't have. I know, for
instance, that in pediatric surgery, pediatric intensive care, neurosurgery and
a number of other fields, the need for training is very urgent. I personally
will try to do my utmost to acquire the financing for this training. In my
experience, Israelis and Palestinians work very well together and learn much
from each other on a professional basis. I think the training will be successful
and, in a relatively short periodof time, should give you the optionof opening
most of the specialist departments needed in your hospitals in the West Bank
and the Gaza Strip. In the meantime, all Israeli hospitals and specialist
departments are open to Palestinian patients. As you know, we have reduced
the price of treatment so that it is now on a par with the price for an Israeli
patient. You of course have the option to bargain for better prices; but the
doors are open, and everything required to facilitate the comfort of Palestinian
patients will be done.

I believe that serious and fruitful cooperation will develop between Israeli and
Palestinian doctors, involving joint staff meetings, agreements between
hospitals in the West Bank and Gaza and in Israel, and I believe that this will
be a very sound bridge for peace.

As the peace process progresses, we will be able to establish medical links and
relationships between Israel, the Palestinian Authority and other Middle
Eastern countries. In some fields, for instance organ transplantation, I believe
we can achieve certain goals even in the short term. We watch with concern
as you go about the process of building your own authorities. People who
want peace consider the success of the Palestinian Authority as their own
success. Failure would be considered not only a disaster for you, but a
disaster for us. We are very eager to see you succeed in the best possible
way. That is why we are trying to help without imposing ourselves on you.
I hope that I don^ sound patronizing. We are trying to help you, because we
are aware of the dangers that the Palestinian Authority is facing. A most
prominent and dreadful example is that of Algeria. In all my talks with
Palestinian friends, I remind them of Algeria. Why? Because the independent
Algeria which started out with such high credit to the national liberation
movement (the F.L.N.) has deteriorated into the Algeria we know today. The
prescription for this sort of deterioration is an autocratic regime, economic
incompetence and corruption. You should be aware of the dangers of such
deterioration and thoroughly learn from the Algerian example.



Greetings 3

Please don't misinterpret my remarks. I say these things out of a deep and
sincere concern, knowing that you are now in a very critical phase, and that
the enemies of peace, and those who want to reduce Palestinian society to the
level of medieval times, are waiting for your failure. I have stated time and
again that we at the Israeli Ministry of Health and in the Israeli medical
community will give our support for whatever is needed for your health care
system to succeed. This support will be provided to you wholeheartedly. I

wish you success, and I hope that this seminar, which has been so well
organized by the JDCBrookdale Institute, will be one step in the right
direction.

Dr. Riad Zanoun, Minister of Health, Palestinian Authoirty

Your excellency, Minister and friend  good friend  Dr. Ephraim Sneh; Dr.
Martin Cherkasky, Honorary VicePresident of the AJJDC; distinguished
participants, ladies and gentlemen.

Thanks to the AJJDC for organizing this seminar. Openhearted, openminded
we are here, away from politics at least for some time, away from action and
overreaction, away from the killing of innocents that we condemn, and over
which we feel great sorrow and sadness for such bloodshedding and
destruction. Such overreaction put 2.4 million Palestinians in jail. Our
coming here is exceptional and due to the special efforts of Dr. Snehv whom
we thank.

We are here to discuss health reform, to give bettef quality of life to human
beings. Israeli or Palestinian, no difference; because we are quite sure that in
our blood vessels run the same plasma constituents, and the same red and
white blood corpuscles.

Health reform can only be achieved by intimate cooperation between
yourselves and ourselves. Epidemics, bacteria, viruses, air pollution, sea
pollution do not respect borders. The air and the Mediterranean Sea remind
us that nature, the earth and sky, unify us.

Yes, we are here to replace hatred and enmity with love and cooperation:
destruction with construction, killing with lifesaving and disease with health.

In midMay 1994, the fertilized ovum of the peace accord started its journey
in the Gaza Strip, threatened by abortion. We were told that 30,000 weapons
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were in the hands of Hamas, Jehad, Fatah and others, and that a civil war
would start in Afghani, Somali or Algerian fashion. You just choose the
fashion. By the third month, a New York journalist told me: you have
escaped the "civil war" but the inevitable "abortion" is coming soon. "You
are too nice to succeed", he said; "the health care challenges are so
complicated that we fear the collapse of health services is inevitable. It is just
a matter of time, especially in the absence of finance from the donor
countries". We accepted the challenge, our back to the wall. We don't have
much to lose.

At the beginningof June, we began operating primary health care centers with
an additional seven hours from three o'clock to ten o'clock (in the afternoon
and early evening). This was to relieve the congestion and overcrowding of
our hospitals that occurs following closure at noon of all the medical clinics,
the morning medical clinics.

By the beginning of September, 100 physicians, 100 nurses, and 100
technicians and laborers were recruited from among the unemployed to work
in our hospitals and primary health care centers to support the existing
manpower. Dr. Fatin, a gynecologist in the Shifa Government Hospital, was
about to collapse from exhaustion at midnight when I asked her what's wrong.
She said: "I am supervising the cases of 25 giving birth tonight" . "Are you
alone?" "Yes". "No colleague with you?" "No". Now, after we added the
300 employees, Dr. Fatin received three additional doctors, three additional
staff nurses and three additional cleaners.

In midSeptember, we started to direct medical teams to schools to screen
25,000 ifrstyear primary students. By so doing, we started school health
services for the ifrst time in the last 30 years. We also started
psychology/mental health and dental health in schools. We used to hear about
what was done in different countries, but this was never applied in our
schools. We were supposed to receive a budget of $1 million from the
European Community, and we received nothing for school health programs.
After implementing our plan in three weeks, we discovered that it is possible
to accomplish basic health screening by use of a tongue depressor, a
stethoscope and an eye chart, as well as by determination, commitment,
dedication and empty pockets. We discovered that the poor have more time
to do things, more achievements to fulifll, and that they care more.

At the beginning of June 1994, we took the ifrst painful decision that
community health insurance must be obligatory for everybody. There were
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people with high expectations in the Palestine Health Authority, expecting
honey and money to be distributed, but never expecting to pay for their health
services. But we chose the tough decision, and it worked. Today, 65,000
families are participating in the national health insurance scheme. This
compares with 35,000 people in April 1994.

Our income from the national health insurance now covers 50$> of our total
health expenditure in cash. We expect, with the help of our friend Dr. Sneh
and all our friends who understand us, to get our share from the laborers'
health insurance. There are the 25,000 to 30,000 who work in Israel. We
care for their families but we don5t receive their premiums from the National
Insurance Institute (Nil). With this money we'll be able to cover the cost of
medicines and disposables for the whole Gaza Strip.

We now have the responsibility of caring for 11,000 prisoners and ex
detainees and their families who have been set free, as well as 5,000 returnees
and their families held by either police or security. Of course, nobody pays
us for taking care of them, but we record the bills in our notebooks hoping
that when we receive funds (promised last October by the European
Community donor countries, and the International Labor Organization), this
will help to cover the cost of health insurance for these families.

Maybe you experienced this in 1948: little money, and increasing numbers of
returnees and big responsibilities. We are here to share experiences and
advice. We know you have vast experience and we know that not only his
excellency, the Minister, but also all our friends here, are keen enough and
will help us. Dr. Sneh, you probably remember, in our first meeting you
spoke about training for Palestinian health care personnel. At that time, I can
honestly tell you, I looked on that. like a dream, but today I can say that 25
trainee physicians,staff nurses, and nurses have completed their training at the
Soroka Hospital, Beersheva. They came back, and we are happy with them,
and happy with the knowledge they brought.

We have, as well, the five teams you have already arranged. We sent you all
the details about them, and you are helping in planning the logistics, as well
as helping find the funding. Now another group of colleagues is going to
Ichilov Hospital, Tel Aviv, for six to twelve months. This was achieved
through a Danish newspaper, which made an appeal on our behalf. It was
interesting that people responded nicely to support the march of peace. The
journalist told me that some people sent donations of $550, and some $1,000,
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for that fund. In the Hadassah School of Public Health, we have a senior
colleague studying health economics and health insurance.

We have a saying in Arabic, that the poor man can gain half of the whole
world if he begs nicely. Ladies and gentlemen, history will always write about
such meetings, because we are here to organize and plan health reforms for the
benefit of human beings  Israelis and Palestinians sharing so many common
things  without regard for nationality, gender, or religion. Love, cooperation
and care for the health of people who decided to live in peace. This is our
opinion, our choice. We are determined, insistent to complete this march.

Dr. Martin Cherkasky, Honorary VicePresidentof the AJJDC

Health Minister Zanoun, Health Minister Sneh, conference colleagues. Before
I make my remarks, I'd like to comment on what we have just heard from the
Health Minister of Israel and the Health Minister of the Palestinian Authority.
Remember, I'm an outsider from another place, with a deep interest in the
health and welfare of all the peoples who live in this part of the world, and I
was enormously impressed with Health Minister Sneh's broad, compassionate
statement of intent ot play a major role in the development of the new
Palestinian entity. It was a passionate and compassionate statement and, this
outsider believes, what the policy of the State of Israel ought to be. I must say
to you that Dr.Zanoun's statement was also a revelation. I wish I could
persuade my colleagues in America that you can do these wonderful things
without money in your pockets. When you think of all the obstacles and
difficulties and chaos and uncertainty that exist, the things that you tell us
you've already accomplished are remarkable and sustaining. I think the
statements of these two health ministers indicate that if we do the rest of it
right, we are really going to make a contribution to the health and welfare of
the people of this area and ot peace.

At any time, this would be a remarkable gathering. At a time of such
uncertainty, and given recent events, I welcome you with a sense of gratitude
and awe. I carry to you the greetings and thanks of Ambassador Milton Wolf,
President of the American Jewish Joint Distribution Committee (AJJDC), and
Michael Schneider, Executive VicePresident of the AJJDC. Let me tell you
a word or two about the AJJDC.

In addition to our work with Jewish communities in 50 countries, we operate
an international development program that engages in nonsectarian emergency
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relief and development projects in countries throughout the world. Wherever
possible, the AJJDC works closely with professionals in the region who are
familiar with local needs and strengths. Today's seminar, a cooperative effort
based on an interchange of knowledge and expertise, is the way we like to go
about things.

JDCIsrael and the Palestinian community are engaged in other collaborative
projects. In the fall of 1993, I came to Jerusalem to participate in a
conference organized by the AJJDC with the Alumni Association of Harvard
Institute for Social and Economic Policy in the Middle East. The subject of
the conference was the implementation of Total Quality Management in Middle
Eastern hospitals and health centers. Health care professionals from Israel,
Egypt, the West Bank and Gaza attended.

As a followup to that conference, we expect to establish a program some time
in early 1995 to provide further training and to create a regional network of
health care organizations, all implementing quality management. During the
last few months, representatives of the Palestinian Council of Health and JDC
Israel have worked together to design a program intended "to improve the
health and quality of life of Palestinian children in Gaza and the West Bank".
This will be achieved by teaching and encouraging healthy habits among
elementary school children and their parents, and by showing them how to
prevent both accidents and illness.

I love to go to conferences, and we need to do a lot of talking and sharing, but
at some point we've got to do some work. This week, we shall formally
launch the health education program, while pursuing additional ifnance and
partners.

The three people vital to the development of this program are Dr. Yehia Abed,
Director of the Gaza Health Services Research Center and a member of the
Palestinian Council of Health; Prof. Ted Tulchinsky, of the Israeli Ministry
of Health; and Tamara Barnea,of JDCIsrael and the JDCBrookdale Institute.

Before we turn to the business of the day, I would like to thank all those
responsible for the hard work of arranging this remarkable meeting. My
gratitude goes to the Palestinian Council of Health and the Israeli Ministry of
Health for their cooperation. The two health ministers, Dr. Riad Zanoun and
Dr. Ephraim Sneh, have been gracious and helpful. I would like to thank all
of our speakers, including Prof. Jack Habib, Directorof the AJJDC in Israel,
who will chair this morning's meeting. We will hear from Dr. Raifq
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Husseini, Director of the Palestinian Council of Health and Assistant Deputy
Minister of Health for the Palestinian Authority, and Prof. Mordechai Shani,
DirectorGeneral of the Israeli Ministry of Health. I would also like to thank
the cochairpersons of the working groups this afternoon.

An event like this required substantial planning and organization. I would like
to thank the organizing team  Dena Asfour, Tamara Barnea, Hussam
Sharkawi, Bruce Rosen, Meira Aboulafia and Natalie Budwig. Please allow
me to make a tiny personal comment. This year is the 40th anniversary of my
ifrst trip to Israel, and today's event is for me a great gift. It affirms my
belief that the programs we help to create can be the true building blocks of
peace.

Tamara Barnea: I would like to thank all the speakers for their warm words
and encouraging messages. We will now move on to the professional part of
this meeting. The chairperson of the morning session is Prof. Jack Habib.

Prof. Jack Habib, Directorof JDCIsrael and the JDCBrookdale Institute:
Good morning everyone. I'd like to welcome Dr. Sneh and our Palestinian
colleagues, Dr. Zanoun and our Israeli colleagues. Did I mix that up? Well,
I can't distinguish between you anymore  you're all just colleagues. I'd like
to welcome you all very warmly and to welcome our friends from the
international community who have joined with us today. I think that we may
be in the process of redefining the meaning of heroism in this part of the
world. We have heard about the courage it takes to rebuild and develop the
Palestinian health system, and we are going to hear about the courage it takes
to bring Israel through a major revolution and transformation of its health care
system, overcoming powerful vested interests. I think both of our speakers
deserve a great deal of credit for the heroic effort of trying to describe all of
these changes in a very short period of time.

I would like to turn immediately to our ifrst speaker, Dr. Raifq Husseini,
Director of the Palestinian Council of Health and Assistant DeputyMinister
of Health for the Palestinian Authority. Dr.Husseini 's background and
extensive experience have well prepared him for the positions that he holds
today. He is a graduate of the American University of Beirut, has a Ph.D. in
microbiology from Loughborough University, and conducted postdoctoral
research at various universities in England. He then gained experience of
health management as directorof the Medical Aid Program, U.K. In addition,
he worked as the director of a hospital laboratory in Jordan. He recently
completed a Masters degree in health management and is one of the designers
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of the health plan for the Palestinian people in the West Bank and Gaza that
we're going to hear about today. Dr. Husseini was appointed Director of the
Palestinian Council of Health in April 1994, and he has recently been
appointed Assistant Deputy Minister of Health for the Palestinian Authority.
The latter appointment, I understand, was just ratified this month (October
1994), and I'm sure you'll all join me in congratulating him and wishing him
a lot of luck.



The Palestinian Health Plan: Visions, Dreams,
Hopes, Nightmares

Dr. Raifq Husseini

I'm going to try and describe the Palestinian National Health Plan to you. The
title of my talk is 'Visions, Dreams, Hopes and Nightmares', because Fm
afraid that nightmares will come before the dreams and the hopes.

Of course, I would first like to thank the AJJDC for organizing this meeting
and for asking me to speak. It is a privilege to speak in front of such a crowd
of professional people. Of course, I'm also very proud to say that the Health
Plan is not my work. It is the work of literally hundreds of people, and it was
started a long time ago. I'm just the one to tell you about it. My work has
been quite negligible. It's only because hundreds of people have sat together
in workshops and seminars, and talked about it and fought about it, that we
have something we can call a plan. The plan is still in its infancy, but at least
we're trying.

Let me describe to you what is happening on the political scene (Figure 1).
You know that in September 1993 a peace accord was signed. In May 1994,
there was the handover of the health services of Gaza and Jericho (which Dr.
Zanoun has talked to you about), and we hope that next month there will be
early empowerment and a handover of the West Bank health services. We
don't know for sure. Perhaps it will happen in November, or in December,
or in January  and so on and so forth. We are assuming that as we have
signed an agreement, there will be early empowerment and a handover of the
West Bank health services. So basically we have moved from very little
Palestinian control over health matters to nearly total control, and this in itself
presents a very daunting task.

Let me describe how things have evolved with us (Figure 2). In 1968, the
Palestinian National Council, our parliament in exile, entrusted the Palestine
Red Crescent Society (PRCS) to take care of health services for the
Palestinians. The PRCS functioned mainly abroad, because it was illegal to
function in the occupied territories, but it was nevertheless considered to be
the health authority  the government in terms of health.
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Figure 1: The Handover of Control over Health Services

No Palestinian
£0ntr?! Oufr !?™hSeptember 1993Main Health Accord K
Services

Handover of
Health Services in May 1994
Gaza/Jericho

Nearly Tota| Early Empowerment:
Control over Handover of NovembPr1qq4*
Main Health Health Services inNovember 1994
Services West Bank

* The Palestinian Authority assumed complete control
in December 1994.

In 1992, the PRCS split in two according to its two functions: the ministerial
or governmental function and the Red Cross function. Thus the Palestinian
Council of Health (PCH) became the authority responsible for health services
 the government and policymaker, if you want. The PRCS, meanwhile, was
moving towards becoming the local Red Cross society.

c
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Figure 2: Evolution of the Palestinian Health Authority

Palestine National
Council

PRCS 1968

PCH PRCS 1992

PCH MOH PRCS 1994

In 1994, as you know, the PCH itself split in two, and there is now a Ministry
of Health (MOH),of which Dr. Zanoun is the head. Before this, Dr. Zanoun
was director of the PCH in Gaza, that is, my counterpart in Gaza. Of course,
some of the people in the PCH will move to the Ministry of Health. Others
will not, because the PCH has people from United Nations agencies and non
governmental bodies. It does not have just governmental people. It is a
separate body, and we are presently trying to define the roles that each
organization will play, given that the Ministry of Health is obviously the
executive body and the body that will organize health care for the Palestinians
in the West Bank and Gaza.

I'm sure you're all more knowledgeable than me about the figures involved,
since both Israelis and Palestinians have worked with them over a long period
of time. But let me just give you a brief outline of the facilities available
(Table 1). First, there are a lot of clinics, that is, primary health care
facilities. These are mostly curative clinics, however, and do not fit the
definition of primary health care facilities that we all know. There are 206
government clinics in the West Bank and Gaza, 42 UNWRA clinics and 230
clinics run by nongovernmental organizations (NGOs)  in short, a large
number of clinics.
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Table 1: Number of Primary Health Care Facilities by Provider, 1994

Government UNRWA NGOs Total

West Bank 178 33 202 413

Gaza Strip 28928 65

Total 208 42 230 478

Hospitals are another matter, because there are limited numbersof beds (Table
2). The governmental beds number nearly 1 ,740, there are 43 UNRWA beds,
and an UNRWA hospital with an estimated 235 beds (at the last count) is now
under construction in Gaza. In addition, the NGOs have nearly 1,000 beds,
most of these in the West Bank, with half in East Jerusalem.

Table 2: Number of Secondary Health Care Facilities by Provider, 1994

Government UNRWA NGOs

hospitals beds hospitals beds hospitals beds

West Bank 9 974 1 43 10 942

Gaza Strip 5 766 NA 0 1 80

Total 14 1740 1 43 11 1022

Table 3 presents the figures for expenditure on health care for different
providers in 1994, some of which are estimates and some of which are real.
The Israeli Government spent about $65 million on health care, UNRWA
nearly $25 million, and the NGO community an estimated $40 million. This
means that the total expenditure of these three providers in 1994 was nearly
$130 million.
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Table 3: Expenditure of Health Care Providers (in millions of U.S.$)

Government UNRWA NGOs
1993 1992 1991 Total

West Bank 45.2 12.0 NA 57.2

Gaza Strip 20.0 12.7 NA 32.7

Total 65.2 24.7 39.0 (est.) 128.9

Let me try to describe the system in a simple fashion (Figure 3). Basically,
there are a lot of providers and the system is uncoordinated, fragmented. It
has mushroomed, rather than grown out of a plan. There is duplication and
competition, some of which is political, some nonpolitical.

Figure 3: The Palestinian Health System

Uncoordinated, fragmented, mushroomed rather than planned
Duplication and competition
Large numbers of curative clinics
Adequate numbers of doctors and nurses, but "incomplete" training
Inadequate numbers of specialized staff
Good vaccination coverage, perhaps overcoverage

Insured (compulsory and voluntary): 2590 of the population
Life expectancy: <65 years
Infant mortality: 3050 per 1000
Beds/ 1000 0.51.3(East Jerusalem >3.5)
Per capita expenditure: US$65 (Gaza: $45; Israel: > $350)

We are not sure of the exact figure for life expectancy, but it is about 65
years. As for the infant mortality rate, there are figures that put it at less than
30 (per 1000), and figures that put it at about 100, but I will give a figure of
30 to 50. My colleagues will say it should be 41 when they look at the
statistics, but we don't really know as yet. We don't know because, basically,
what we have are reported infant mortality rates, not actual infant mortality
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rates. There is a difference between these two figures, and it is our job to
discover this difference so that we have a baseline to start from.

The beds per 1000 ratio is between 0.5 and 1.3. East Jerusalem has a very
high ratio, at least 3.5, but areas such as Jenin, Tulkarem and Hebron have
low ratios: 0.5, or in some areas even less.

Our annual per capita expenditure on health is about $65. This includes
expenditure by NGOs, the Israeli Government and UNRWA. We don't have
exact figures for how much is spent by the private sector, but some put this
sum at $20 to $30 per capita.

As I have said, there are large numbers of primary health care clinics, nearly
500 of them. The numbers of doctors and nurses are adequate, but we feel
that some medical staff have had insufficient training. One reason for this is

that our medical doctors have trained in 600 universities around the world.
Some have trained in very good universities, such as Johns Hopkins or the
Harvard Medical School, and some in poorer universities, such as Chita Kong
in Bangladesh.

There are inadequate numbers of specialized staff among the nurses, doctors,
and other health workers. Most of the medical staff, then, are general doctors
and general nurses, and this is a problem we have to face and do something
about. There is good vaccination coverage in the West Bank and Gaza, as you
all know, and therefore no epidemics. That epidemics have occurred in Israel,
rather than in the West Bank and Gaza, is something almost miraculous.
Some people, of course, say that there is overcoverage  take the example of
polio, for which two vaccines are given, not one. There are a lot of
arguments about this in the health ifeld, and we ourselves will no doubt argue
about this too.

Before the Palestinians took over in Gaza and Jericho, about 25^> of the
population had health insurance (compulsory or voluntary). In other words,
75 9£ of the population are not insured.

As I have said, there are four sectors involved in health care provision: the
NGO sector, the Israeli Government, UNRWA, and the private sector (Figure
4). Let me talk a bit about the private sector. While there is nothing properly
developed in the private sector at the level of secondary health care, there are
a lot of initiatives around at the moment to set up small maternity units. The
private sector has hundreds of clinics, hundreds of pharmacies, tens of
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Health Care^^^~^~ Provision  ^^^

Government UNRWA NGO Private ?

9 hospitals 1 hospital 11 hospitals several small I
1740 beds 43 beds 1022 beds* maternity units >
206 clinics 42 clinics 230 clinics |

* 100sof clinics !*
* 10s of private labs £
* 10sof radiology M
centers '5

* 1 00s of pharmacies s

$65 million $25 million $39 million

* Including East Jerusalem (West Bank, and Gaza have only 517 beds(
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laboratories, tens of radiology centers, but there is an unfair distribution of
facilities.

I'm sorry if I'm going back to basics and trying to teach you what you teach
your students, but it is important to bear these facts in mind whenever we look
at the issues  whenever we try to ifnd solutions, try to fix our minds on what
constitutes a successful health care system. No country has this system, of
course, not even the U.S.A. with its vast resources. It is imaginary 
something to strive towards, the Utopia we all want to achieve. Health
services should be available, accessible, affordable, efficient  and of course
costeffective and otherwise effective, and equitable: everybody should have
the same access to health care, regardless of their means, the money that they
have in their pockets. As Dr. Zanoun has pointed out, money is important.
You can't do much without money.

Now let me talk about the development of the Palestinian National Health Plan
(NHP) (Figure 5). We started discussing the health plan in 1988, during the
Intifada. We knew about the health needs and medical needs in the West Bank
and Gaza, and we started to plan what we on the outside could do, how we
could help, what we could offer and how we could support the Palestinians
living there. These were the original discussions. We made several attempts
at planning  some on the back of an envelope, others on the back of a stamp
 but we tried. We attempted to do something. And then an NHP
commission was set up in Jerusalem. Hussam Sharkawi, who is with us
today, was the director of the commission. It was chaired by Dr. Salim
Husseini, who died recently. Many professional brains in the West Bank and
Gaza joined this commission in an effort to produce a national health plan.
The process took years. It took a lot of workshops and seminars to convince
people of the need for a plan. In 1990, the idea that the Palestinians should
have a national health plan was amazing to many people, who could not see
the relevance of it. Why should the Palestinians want ot waste time, effort and
money in developing a national health plan, with territories under occupation
and no hope in sight? I think the NHP commission has proved them wrong.
In September, when the talks with Israel started, and the peace process gained
momentum, people began looking for documentation of the what, how and
where of the plan.
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Figure 5 : Development of the National Health Plan

1988 Initial discussions
1989 First attempts
1990 NHP commission set up
April 1994 Final draft of plan
April 1995 Scientific review

The final draft of the NHP was published in April, 1994. We're hoping that
there will be a full scientific review of the plan in April, 1995. We believe
that no matter what you do, you cannot have a plan that takes into account
every eventuality. A health plan has to be dynamic, has to change, has to
move with the times and follow new developments taking place in the health
care ifeld. In the NHP, we defined three basic elements that we wanted to
discuss: disease prevention, health promotion and health protection (Figure 6).

I don't want to bore you with all this, but I think it is important that you see
how we're thinking. For effective disease prevention, for example, we need
to have competent and efficient management and support services. We need
to continue with successful immunization and the control of infectious diseases.
We need a good health information system, something we lack at present. We
need adequate mother and child health care (MCH) services. We need to
prevent coronary heart disease and other chronic disabling diseases. We need
to diagnose cancer in its early stages and try to prevent cancer if we can. We
need to increase primary health care provision and to involve the community
in this. We need to control congenital diseases  we have a problem with
congenital diseases due to intermarriage, intrafamily marriages, and so on.
We need to improve quality of life and life expectancy. These are the goals
we would like to achieve with this plan, the goals put forward in all the
workshops. Developing the NHP has involved hundreds of people joining
together to put forward policies, or at least guidelines, for the plan.

For effective health promotion, we need to promote physical fitness (I should
start with myself, I guess). We need to eliminate malnutrition, reduce
smoking  because, as you know, we are a nation of smokers  and reduce
alcohol and drug abuse. The latter are not major problems, but they may
become major problems in the future. We also need to remove politics from
the issue of birth rates and family planning, and introduce family planning
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Figure 6: Elements of the National Health Plan

I Disease Prevention II Health Promotion HI Health Protection

Competent and efficient management Promote physical fitness Reduce accidental injuries
and support services ^
Good immunization and control of Eliminate malnutrition and under Establish efficient and effective g.
infectious diseases nutrition emergency services a
Effective health information system Reduce smoking Develop rehabilitation services jg>

Adequate mother and child health Reduce alcohol and drug abuse Develop public health laboratory M
services services §.

Prevention of coronary heart disease and Introduce culturally sensitive family Ensure good oral health services |?
other chronic disabling diseases planning §;

Early diagnosis and prevention of cancer Promote mental health issues Strengthen food and drug safety P
measures ^

Increase primary health care provision Reduce violent and abusive Promote occupational safety and g*
and involve community behavior health 1

Control of genetic diseases Promote health education Protect from environmental health
hazards

Improve quality of life and life Institutionalize continuing education
expectancy for elderly for health professionals
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programs. This is very impotrant, as we have an extremely high bitrh rate. We
need to promote mental health issues because, as Dr. Zanoun has pointed out,
there are a lot of exprisoners, and I've yet to see somebody coming out of prison
who is totally normal. Nelson Mandela is probably the only one to have come out
of prison with his senses intact. I can assure you that most people don't emerge
from prison totally normal. They need rehabilitation, as do their families. We
also need to organize health education campaigns and institutionalize continuing
education for health professionals, so that they can promote health education.

Health protection goals include the reduction of accidental injuries, the
establishment of an effective emergency system, the developmentof rehabilitation
services for the disabled, and the developmentof public health laboratory services
to ensure good oral hygiene and health care, something that is lacking in the
government sector in general. We also need to strengthen food and drug safety
measures, and to promote occupational safety and health. Moreover, we need to
ensure protection from environmental hazards, which, as Dr. Zanoun has said,
know no borders.

I thought it appropriate to call the ten points of the NHP the Ten
Commandments (Figure 7). We feel that these ten points should be our
"commandments", the vision that will guide us in the coming few years. The
first point, of course, is to concentrate on primary health care, so that primary
health care forms the backbone of the system. However, there also has to be
capital investment in secondary health care facilities, which are run down and
in need of investment.

Of course, there have been a lot of debates about primary health care. My
own feeling  and I've said this on several occasions  is that primary health
care professionals should be better educated than secondary health care
professionals. Actually, you start out as a secondary health care professional,
and then you specialize in either primary health care or tertiary health care.
A doctor working in a clinic on his own, with just a stethoscope to help him
or her diagnose a patient's condition, needs far greater knowledge and
information than a doctor in a secondary health care facility surrounded by
laboratories and MRIs and CT scans. Working in primary health care is not
an easy task. It requires a great deal of training and we have to concentrate
on this training.
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Figure 7: Vision for Health  The Ten Commandments

1. Primary health care is the backbone of the system, but capital
investment in secondary health care is also required

2. Rehabilitate the system with minimal disruption
3. Rehabilitation of the system has to be a joint effort of the Palestinian

Authority, NGOs, UNRWA and the community
4. Quality of care should be stressed at all levels
5. The NGO and private sector will be supported and strengthened
6. Regulations and standards will govern all aspects of health care

delivery
7. Commitment to an affordable health insurance through costeffective

services
8. Continuation of services for Palestinians abroad is a prime concern
9. Special attention should be given to women, children,exdetainees, the

disabled and the poor
10. Human resource development must be planned at national level

The second point is to "rehabilitate" the health care system with minimal
disruption. We don't want to march in, sack half the staff, replace them with
people from outside the system appointed on the basis of political or other
merits, and see the system collapse suddenly in our hands. The rehabilitation
should take place with minimal disruption and be a process that takes years,
rather than weeks.

The third point is that the rehabilitation of the system has to be a joint effort,
since there are several providers in addition to the, Palestinian Authority 
especially in the West Bank. There is UNRWA, which is responsible for a
great deal of the health care provision, and numerous NGOs, which are also
very active. (There are about 55 major NGOs working in the field of health
care in the West Bank.) Then, of course, there are the local communities,
whose health needs may be very different from those of the health care
professionals, the NGOs, the United Nations, and the Palestinian Authority.
All these must be brought together in a joint effort to change the system.

The fourth point, an extremely important one, is to promote the quality of
care. There is no point in having 500 clinics, if these clinics are not
producing the effects they should produce. It is better to have 100 clinics that
do their job efficiently, effectively, with an emphasis on quality rather than
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quantity. From now on, we should try to concentrate on the quality of the
health care provided.

The fifth point is to neither dismantle nor discourage the NGO sector and the
private sector. On the contrary, we must support and strengthen them. Only
a foolish government, a very foolish government, will take responsibility for
providing all health services. This should not happen. A good government
should manage the system, plan, coordinate  it should not provide services
if it can help it. The provision should be left to NGOs and to the private
sector. This move from large systems to small systems that can be better and
more easily managed is taking place in health care systems all over the world.

The sixth point concerns regulations and standards for governing all aspects
of health care. In the West Bank and Gaza at present, we have minimal or,
in some cases, no standards. These must be developed, since without
standards we cannot license, we cannot accredit, we cannot have a sense of
direction. Regulations and standards are essential to the NHP.

The seventh point is to have an affordable health insurance system covering
the vast majority of the population. This is the only way we will be able to
finance the health care system. Otherwise, we have a problem.

The eighth point concerns services for Palestinians living abroad. This is
something that is close to my heart, as I've lived abroad almost all my life.
The Palestinians living in Lebanon are suffering. I've been visiting them
regularly, and they have a major problem: they are not eligible for health
services provided by the Lebanese Government. They have access only to
UNRWA services, which provide only primary health care, and which are
being cut back. The economic situation of these Palestinians is very bad, and
they cannot afford to pay for health services. We feel very strongly that they
should be supported somehow.

The ninth point involves giving special attention to particularly vulnerable
groups  women, children, former detainees, the disabled, the poor.

The tenth point is that human resources development should be achieved within
the framework of a national plan, not in a haphazard fashion, without
sufficient thought and understanding.

In addition to the NHP, we have been drafting something called the Interim
Action Plan: Addressing Immediate Health Needsfor Palestinians, 1 June 1994
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 30 May, 1996. In the few minutes left to me, let me brielfy tell you about
the objectives of the Interim Action Plan (Figure 8). First of all, we want to
set up a national health authority capable of managing the health care system
effectively and efficiently. Next, we want to ensure the continuity of health
care provision, and to upgrade the level of health care services. Finally, we
want to formulate a detailed fiveyear implementation plan based upon the
NHP.

According to the latest estimates, we will have an income of $51 million over
the coming two years, while our expenditure during this period will be $287
million (Table 4). Of course, income has been estimated very conservatively,
whereas expenditure has been estimated realistically. It is very difficult to
estimate the income from health insurance fees for the next two years. As Dr.
Zanoun has said, if the 30,000 people working in Israel have their health
insurance paid by the Israeli Government, this will greatly increase the health
insurance fees coming from Israel. If the government does not pay for their
health insurance, however, we will not receive this additional income. Of
course, the estimate for expenditure includes both running costs and the cost
of upgrading existing services. As Table 4 indicates, nearly $95 million will
be spent over the twoyear period on upgrading services  primary health care
services, secondary health care services, school health programs, etc.

Based upon these estimates, the deficit for the coming two years is $235
million. We are trying to raise this sum. We don't know where it will come
from. If we don't succeed in raising it, we will have to cross out those items
that are not essential.

Financing the system will be complicated, because there are government
services, NGO services and UNRWA services, all of which have to be
coordinated and harmonized, and complement each other (Figure 9). We hope
to finance the system with local contributions, fees, fees for services, health
insurance fees, together with the aid from foreign governments expected over
the next ifve or six years, aid from international agencies, and of course
taxation. Taxation is something of a sore point at the moment. We have been
teaching the Palestinians, or rather compelling them, not to pay taxes to the
Israelis. Now, as a result of peace and autonomy, we are saying that they
have to pay taxes, and this will not go down very well with the Palestinians.
An education program on why it is essential that we Palestinians pay taxes has
to be implemented.



Figure 8: The Interim Action Plan  Addressing the Palestinians' Immediate Health Needs, 1 June, 1994  30 May, 1996
Goal To meet the immediate health needs of the Palestinians within the framework of the National Health

Plan
Objective I To develop a Naitonal Health Authoirty capableofmanaging the health sector effecitvely and eiffciently

to assess and plan for health needs
to set policy and establish standards
to coordinate health services
to monitor and evaluate service provision

 to manage government health services jf
Objective II To ensure conitnuityof health care provision a

to ensure continuity of vital health services £
to ensure continuity of UNRWA health services in close coordination with the Palestinian Health 3
Authority §■
to enable vital local NGO and charitable services to continue activities in close coordination with the ^,
Palestinian Health Authority §.

 to ensure the provision of basic health services to Palestinians abroad during the transition period |■

Objective III To upgrade the levelof health care serv/ces C
to train and recruit personnel §
to renovate existing facilities g;
to upgrade existing services ^

 to introduce new vital services |
Objective IV To formulate a detailed ifveyear implementation plan based on the National Health Plan
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Table 4: Overall Action Plan Budget (ofr 2 years) (in millions of US $)

item WB/Gaza' Diaspora

INCOME
Fee from services 6.502 00
Health insurance fees 13.60 NA
Income from agreed external funds 31.20 400
Total Expected Income 51.30 6.00
EXPENDITURE
I.Develop a National Health Authority
* institutional development of PHA 3.50 000
* health management information system 3.00 0.50
* survey of health human resources 0.30 0.04
* continuing education system/programs 2.00 050
* health services management unit 2.60 0.00
* essential national health research unit 1.00 000
SubTotal 12.40 104
II. Ensure Continuity of Provision
* government health services 148.00 18.00
* NGO fund 30.00 0.00
SubTotal 178.00 18.00
III. Upgrade Level of Health Care
* primary health care
renovate/introduce vital services 8.00 190
school health programs 1.00 000
mental health programs 2.00 000
assessment of PHC programs 0.25 000
improvement of PHC programs 0.75 0.00

* secondary health care 65.30 3.30
* rehabilitation 5.00 100
* public health laboratory 4.00 0.00
* upgrading blood bank services 1.00 000
* priority health programs
environmental health programs 3.00 000
emergency medical services 3.00 0.00
priority health programs (vacc, etc.) 2.00 050

SubTotal 95.80 6.70
IV.Develop5Year Implementation Plan 1.00 NA
Total Expected Expenditure 287.20 25.74

' Figures for the West Bank are based on actual income from January 1 
August 39, 1994; those for Gaza are based on actual income from June 1 

August 30, 1994.
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There are a number of tasks to be done at national level (Figure 10). At the
moment, our services are not coordinated. A lot of people from different
sectors are working in the area of health care, and it is vital that we bring
them together, coordinate services and fit the pieces of the puzzle together
(Figure 11). Of course, this won't be easy. Imagine having one or two pieces
of the puzzle in your hand, and having to somehow assemble the other pieces:
some of them seem to have little feet, because they keep trying to move away
from you as you try to pull them towards you. It will take a lot of effort to
fit the pieces into a whole. This is our situation at the moment  we are
trying to traverse a narrow ridge above a crocodile pit, and the crocodiles are
waiting for anybody who falls down. The PCH looks as if it may fall into the
pit at any moment, but don't you worry, it is actually firmly on the ridge.
The Ministry of Health also looks rather unsteady. The crocodiles of
bureaucracy and the status quo are in a strong position and will not move.

Figure 10: Tasks Needed at National Level

Centralization of planning (with consultation, collaboration and
communication)
National policies, standards and regulations (with consultation,
collaboration and communication)
Licensing and accreditation
Coordination and decentralization of health care provision
Improvement in quality of care
Monitoring of efficiency and costeffectiveness
Continuous evaluation and feedback

Of course, the big issue facing us is how to define our priorities (Figure 12).
Hundreds of millions of dollars may soon be coming in, and priorities must
be set. Health economists are now giving us economic evaluations and cost
calculations, and saying that it may be more beneficial to the community to
build a road rather than a hospital. Of course, there are political issues
involved here, issues that can mobilize people. If a baby in England dies for
lack of an incubaotr, then suddenly there is a rush to get incubators: the
Minister of Health issues directives stating that incubaotrs are essential, and
hospitals purchase them. Health professionals have their own priorities. They
all want MRIs, CT scans, elaborate and expensive equipment. We have ot see
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ifwe can afford these items, as well as meeting the needs of the community.
We hope that we will come up with results that create a happy medium. This
is what we are working towards.

Another issue that we feel very strongly about is the provision of technical
assistance (Figure 13). As you know, millions if not billions of dollars have
been pledged to the Palestinians, but almost all this money will come not in
the form of cash or buildings but in the form of technical assistance. We will
have consultants coming in to help us build our nation, most of whom have
never actually built anything, only talked about it. This is something we feel
very strongly about. These consultants are renowned academics with millions
of publications to their names, but they have never run a health care system,
let alone run a system that has succeeded. If they had, of course, they might
have learned from their failures, built up experience. If we accept the money
pledged to us, we will have no choice but to accept the assistance of thousands
of technical people, because the money pledged is for technical assistance, not
for anything else. If we don't accept the money, we won't have this flood of
technical assistance. At present we are resisting accepting it. Of course, there
are politicians who would like to see us accept it. If such and such
government wants to give you money and technical assistance, they say, take
it. We are saying that we would be overwhelmed if we took it all. If the
assistance were not coordinated properly, it would not actually help us  there
would simply be a lot of documentation sitting on the shelves doing nothing
(Figure 14).

I want to end my talk with a picture entitled "Don't give up!" (Figure 15). It
shows a pelican trying to swallow a frog, who is strangling the pelican in
order to resist being swallowed. I leave it up to you to decide where we are
in this picture, although I can assure you that we're not the bird... We are
either the frog, or if you can imagine it  a fly in the frog's mouth. Thank
you for listening. I hope that you've learned something from this talk  I was
certainly very happy to deliver it. I hope all the theory can be put into
practice, and that we can move forward and build a health system equivalent
to the Israeli system over the next few years.
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Figure 13: Absorbing Technical Assistance

PCH / MOH

Figure 14: Dealing with International Agencies  Possible Pitfalls

Inadequate assessments of needs, resource availability and priorities
Hasty design and implementation of projects
Lack of real consultation with the Palestinian Health Authority
IA follows own development assistance agenda
IA refuses to fund maintenance of basic service*
IA recruits the relatively few trained and experienced staff away from
public administration
Aid concentrated in or around certain regions (towns)
IA pushes creation of NGOs in which intentions are largely divorced
from real needs
"Neutrality" used as a pretext for not funding government services
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Figure 15 :Don't Ever Give Up!
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The Palesitnian Naitonal Health Plan: Discussion

Jack Habib: Listening to Dr. Husseini, I had two reflections. First, on an
optimistic note, it took Moses a long while to sell the ten commandments to
the Jewish people, but in the end he succeeded. Second, when you talked
about health promotion objectives, I thought for a minute that you'd switched
to needs in Israel, because we don't seem to have achieved all our objectives
satisfactorily.

We now have a few minutes for questions. The floor is open.

Dr. Yitzhak Peterburg, Executive Director, Central District, Kupat Holim
Clalit: First of all, I would like to thank Dr. Husseini for a wonderful
presentation. I thought I knew about your system, but it was fascinating.

Now to my question. The first of your "ten commandments" said that primary
health care should form "the backboneof the system", yet in the glimpse I had
of your budget, $150 million were for governmental services, and about $60
million for secondary health care. In other words, about 7080% of the
budget is for areas other than primary health care. How do you explain this?

Rafiq Husseini: I included secondary health care in the ifrst commandment
because the existing system is very old and dilapidated. The buildings are so
archaic the Ministry for Antiquities should get its hands on them. The
problem is that we have to build a sound and effective system, with
complementation of services. There is no point, in my opinion, in having
good primary health care services if you don't have secondary health care
facilities to refer patients to. The two have to go together. That's why there
has to be an initial investment in capital, in renovation, in building, and in
equipment. Of course, as we all know, primary health care is cheaper than
secondary health care, so the fact that it hasn't been allocated a large budget
does not mean that it is not important. It is very important, and we will
continue to emphasize this. Most of the money for primary health care should
go into the development of human resources  primary health care physicians,
nurses, etc.  on which good primary health care depends. As I have said,
though, there has to be initial investment in the structure of secondary health
care.

Jack Habib: That's certainly an issue common to both systems. I'm sure
we'll return to it in the afternoon.
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Prof. Mordechai Shani, DirectorGeneralof the Israeli Ministryof Health:
You presented a budget of $570 million for two years. I am including the
deficit. Does the budget include all the resources available  UNRWA and
private money, as well as governmental?

Rafiq Husseini: Well, the budget doesn't include UNRWA or the NGOs,
because it is really just to get the public health sector on its feet. However,
there is a $30 million budget for NGOs, with■ which we would like to help
NGOs continue to provide vital services ot the community. I didn't understand
how you calculated the five hundred and something million. This is a two
year budget. The whole sum is less than $300 million (about $287 million).

Mordechai Shani: Do you know the financial resources available to other
agencies such as UNRWA?

Rafiq Husseini: UNRWA's annual budget is about $25 million. It may
increase, but in 1992 UNRWA spent $25 million. As for the private sector,
we don't know. The NGOs spend about $40 million annually. We don't
know what their expenditure will be over the next two years. The budget is
more or less governmental, apart from the NGO fund of $30 million over the
two years.

Jack Habib: Could you teach us how ot reduce our deficits that quickly? We
need a solution...

Prof. Shmuel Pinchas, DirectorGeneral of the Hadassah Medical
Organization: One reason for this meeting is to raise important questions. It
would be presumptuous to make comments about the health plan as a whole,
but I would like to bring up an issue which I was looking out for in your
presentation but which you didn't mention: the issue of rationing. I wonder
whether you didn't mention it on purpose. Obviously, you will have to ration
services, and rationing leads to priorities, priorities ot queues, and queues ot
a lot of things. There are two general approaches to rationing. One is to
ignore the issue at higher levels, and to leave rationing to those in the ifeld,
ot the docotrs and nurses dealing with the patients. This doesn't work in new
societies  it has never worked in Israel. It works in the older democracies 
 Norway, Denmark, and perhaps England  nowhere else. The other
approach is to establish a mechanism for setting a clear national policy on
rationing and priorities and queues. According ot your presentation, your
national health plan ottally ignores the issue of rationing. I'm not interested
in what you will ration  I'm sure you know that far better than we do. I'm
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interested in the mechanism for rationing you intend to use. Are you going to
ration services through brute administrative force, as some people have tried,
and which is rarely successful? Or will the Palestinian Health Authority ration
services through some form of consensus? Or will you use other means?

Rafiq Husseini: As you all know, rationing is a difficult issue. As you
rightly said, in England they ration through the doctors and nurses, who apply
their clinical judgement and delay or even deny treatment in cases where it will
not be beneficial. They have been doing this for years. Thus it is the
clinician who actually rations, creates queues and so on. Of course, we can
also take the example of the state of Oregon, which tried to ration health
services at the state level. There were three or four attempts at this, with
officials attempting to discover what the public wanted. The public would
come up with things that the government didn't want, and the criteria for
rationing were not really morally acceptable, proving once again that the issue
of rationing is very dififcult indeed. I don't know how the Palestinians will
ration health services. I think the best way to ration public health services
would be to offer only those basic services considered essential for the
community and not offer expensive services of low value. This is a very
tough issue. It is particularly difficulty to ration services when your
community is not highly educated or sophisticated. In such a situation, you
need ot understand people's mentality and to work with them, if you are to
involve them in the rationing policy. Difficulties also arise when you have a
professional community that is inot hightech medicine, and wants to push
technology to its limit. This is a serious issue that needs to be thought about
seriously. I do not know how we are going to deal with it. One thing I know
is that we should set ourselves targets, and establish the services that we'll
offer under the national health insurance scheme. If we don't do this, we may
end up not providing these services. Actually, this may be the best way ot go
about it: after all, if you don't provide a service, then nobody asks for it,
whereas if you do provide it, then everybody wants it, and you then have
queues, lengthy queues. To tackle the issue of rationing logically, we must
take into account the experiences of those who have failed in attempts ot ration
services. Of course, just because we try doesn't mean we will succeed.

Prof. Gur Ofer, The Hebrew University: Dr. Husseini, I heard you mention
the word "taxation" at the endof your presentation. Is there serious provision
in the national health plan for financing by the population, that is, through a
health insurance scheme?
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Rafiq Husseini: We have a special unit in the Palestinian Council of Health
and the Health Ministry working on the issue of health insurance and on a
health insurance scheme. We will try our best to finance the health care
system through a health insurance scheme together with fees for services and
so on if we can, but taxation will have to come into it. This will be a difficult
task, because it is not only us and the health sector that are involved. The
Ministry of Finance is also involved. There will have to be a good taxation
system, with an effective tax collection system. This is a big issue that needs
a lot of work. There is a limit to what we in the health sector can do on our
own. We cannot go too far. I always say that we're attached to the rest of
our community with an elastic band: we can go only so far before being pulled
back in, and sometimes we can't go forward. The issue of taxation is
particularly dififcult. Palestinians have no experience of taxation. They now
have to develop this. There has been a lot of talk between the Israelis and the
Palestinians about taxes and a taxation system and so on. In the end, we will
somehow have to depend on a taxation system. If we can set the system up
internally, then we'll do it. If we can be selfsufficient and selffinancing, that
will be the best way forward.

Jack Habib: You'll have time to discuss the many other questions raised by
Dr. Husseini in the working groups. I want to thank Dr. Husseini for his
remarkable presentation of a great deal of information. Not only were we able
to see the trees, but we got a view of the forest as well, which is particularly
hard to do in a short amount of time.

We're now going to turn to our next speaker. I would just like to note that
we've been joined by Mr. Leon Levy, a member of the board of the AJJDC
and CoChairperson of our International Development Program. He has been
a major champion of the AJJDC assuming a greater role in nonsectarian
programs throughout the world.

Our next speaker, Prof. Mordechai Shani, is a graduate of the Hadassah
Medical School, Jerusalem. He is a Professor of Internal Medicine and a
Professor of Health Systems Management at the Tel Aviv Medical School and
the Haim Sheba Medical Center, Tel HaShomer. He was Director of the
Haim Sheba Medical Center from 1971 to 1992, except for the year 1979
when he served as DirectorGeneral of the Ministry of Health. Prof. Shani is
one of the architects of Israel's recent health care reform. He was a member
of the Netanyahu Commission, the State Commission of Inquiry into the
Efficiency and Functioning of the Israeli Health Care System. In 1992, he
returned to the Ministry of Health as DirectorGeneral, and has been a central
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figure in the implementation of the reform. In 1970, Prof. Shani received the
Albert Schweitzer Award for humanitarian work in the Gaza Strip and the
Sinai Peninsula.



The Israeli Health Care Reform

Prof. Mordechai Shani

Good day. Having heard Dr. Husseini's excellent speech, I would like to
slightly alter my presentation of the major aspects of our health care reform,
ot show parallels or dissimilarities between our concept of a health care system
and the Palestinian concept.

I was delighted to hear that a master plan has been developed, because you
cannot change or establish a health care system if you don't have the whole
picture and, unfortunately, most of the countries in the world don't have such
a master plan. This was, and is, one of the major problems of the American
health care system, where each change deals only with a minor aspect of the
system, and not the system as a whole.

It is recognized in the literature  I think Rashi Fine was the ifrst to mention
this  that there can be no revolution in health care without a social
revolution, since health care policy is a manifestation of social policy. Yet we
must qualify this concept by stating that if one moves from dictatorship to
democracy, no revolution will occur in health services. After all, the last few
years have seen a social revolution in Eastern Europe, with a move from
dictatorship to democracy, and yet there has been no health care reform. I
agree with Dr. Husseini that the large number of technical assistants who come
as advisors tend ot speak in general terms. When you try ot initiate gradual
reform, moving slowly from one step ot another, you are often faced with
confusion, and it is very hard ot implement longterm reform.

When we analyze the reforms that have taken place in various countries, we
ifnd that most are not actually reforms. Rather, they are stages in the long
hisotry of the development of health care. Only a few countries in the world
are really trying ot implement reforms.

As you know, we can divide existing health care systems into three types 
health insurance, public welfare, and socialist.

In the West, there has been a gradual move from the public welfare type of
system to the health insurance type, and the former Communist countries are
also abandoning their old systems and adopting a health insurance type system.
There are two basic models of health insurance. One is the Bismarkian model
of sick funds, which we have in Israel, and the other is theBeveridgean model
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of a national health service, which exists in the West Bank and Gaza. The
pendulum has shifted over the years from one model to the other. For
example, towards the endof the 1970s Italy, and later Spain, moved form the
Bismarkian model to the Beveridgean model. Now the tendency is to transfer
some aspects of the Bismarkian model to the Beveridgean model. However,
I don't think that it's logical to establish sick funds in the West Bank and
Gaza. I agree with Dr. Husseini that assigning the provision of health services
to private, nongovernmental institutions is a better approach.

One thing that Israel and the Palestinian Authority have in common is that we
are both moving towards a revolution in the financing of health care. In fact,
this is the principal reform in Israel. Until now, insurance premiums were
given directly to the sick funds and not to a central agency. Next year,
however, from January 1, almost all of the public money will go to a central
body  the National Insurance Institute  which will be responsible for the
allocation of that money to the individual sick funds on the basis of a
capitation formula.

We have two problems with capitation. First, the data that we have are out
of date. For example, the data we have on hospitalization are from 1987. In
a few months' time we hope to have the data from 1990. However, we have
no more uptodate data. Second, the capitation involves allocation of funding
only according to age, since we don't have sufficiently good data on other risk
factors. The same situation exists in other countries, since a better formula is
unfortunately not available.

In Israel, as a result of the health care reform, funding for health care is now
channeled into a single pool. This has created two major problems. First,
prior to the reform, premiums were paid directly to the various sick funds, and
nobody dreamt what a vast amount of money was being spent on health care.
Our policy makers later calculated that we were allocating NIS 15 billion of
public money for health care. In the future, public health care institutions in
Israel will have to fight over priorities with other governmental institutions
unrelated to health because, like elsewhere in the world, health care is a great
drain on resources. I agree with Prof. Pinchas that questions about rationing
will certainly arise in future.

The second problem concerns the cost of hospitalization, with nearly half of
the NIS 15 billion health care budget  NIS seven billion  going to hospitals.
The issue of hospitalization costs in Israel is of particular concern to officials
in Kupat Holim Clalit (Israel's largest sick fund), as 57^1 of their total budget
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is allocated for hospitalization costs, and this percentage will only increase.
This has implications for the health care system in coming years. We now
allocate just 4370 of our budget for primary health care and community care.
With hospitalization costs set to increase in the near future, we may end up
with a lower percentage of our budget allocated for primary health and
community care, hindering the competition between sick funds which we
would like to introduce into the health care system.

I don't believe that rationing will immediately become an issue in our
hospitals. We have decided to cap a two percent increase (in real terms) in the
funding allocated to hospitals, but I wouldn't call this rationing. If one
analyzes what has occurred in Canada and Australia, both relatively modern
democracies, one sees that capping the global budget has been a success in
both countries. In Israel, however, hospitals are used to a situation in which
prices are linked to inflation. It is our intention to hold discussions on the cost
of secondary health care services with each hospital in Israel. The first one
will be the Hadassah Medical Center in Jerusalem, and the second will be the
Sheba Medical Center in Tel Aviv. These discussions will focus on the
funding of each sick fund, and on the prices of hospital services. My feeling
is that by reducing prices, either by governmental decree or by negotiation, we
will be able to cap any increase in funding to hospitals without introducing
rationing. I believe that the issue of rationing will arise  as it has in
Czechoslovakia, Hungary, and Poland  as a result of pressure to introduce
the latest medical technology. The cost of sophisticated technology places a
very heavy financial burden on the health care system, and makes rationing
unavoidable.

As I have tried to convey, the first aspect of Israel's health care reform is a
redistribution of resources. The second aspect is the separation of health care
provision from the government. What we have been working towards over the
last ifve years is the transformation of hospitals into selfifnancing, nonproift
entities, independent of the government.

The third aspect of the reform has already been touched upon by Dr. Husseini
and concerns the role of the government (i.e. , the Ministry of Health). Instead
of being responsible for the daytoday operationof hospitals, the Ministry of
Health will focus on policymaking, planning, and the setting of standards.
We feel that Kupat Holim Clalit should adopt a similar role, and relinquish its
authority over the running of hospitals. It should compete with the other sick
funds in providingcommunitybased health care rather than hospital services.
Discussing how to turn hospitals into independent entities, the recent reforms
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in Britain come to mind. However, it isn't enough to simply start referring
to hospitals as "trusts". Changing the name of an institution won't change the
way it operates. One has to change the attitude of the management, establish
a comprehensive database, and change the accounting system. This is a very
gradual process.

Furthermore, when you try to appoint directors for these institutions, you
realize the candidates understand nothing about the health care system, even
if they are the top economic leaders in the country. You have to educate your
management, educate your directors. You have ot establish a database. It's
a process that takes ifve to ten years. We are in the midst of this process in
our general hospitals.

We believe that seven of the 11 governmental acutecare hospitals are ready
for independence. The other four will require a much slower process, and will
become independent only two ot four year from now. Psychiatric and geriatric
institutions will also become independent entities. We estimate that it will take
about ifve ot six years ot change the way these institutions operate. In
addition, under the new system, funding for psychiatric and geriatric
institutions will come from the sick funds, so that the reimbursement
mechanism will be between the individual sick fund and the institution. It will
be very dififcult for the psychiatric and geriatric institutions, particularly those
operated by the government prior ot the reform, ot suddenly not receive a
budget. They will have to "earn" their budget by selling services ot the
community. It will be a slow learning process, involving the education of
institution directors and heads of departments regarding budgetary
responsibility, for which a database is essential.

As I have mentioned, the third aspect of the health care reform is the
reorganization of the Ministry of Health. From the founding of the State of
Israel in 1948, the Ministry of Health has been principally concerned with the
provision of health services. Prior to the reform, approximately 5O9£> of acute
care hospitals and psychiatric institutions and 25 70 of geriatric hospitals were
governmental, so that the Ministry of Health has geared itself to health care
provision. By making hospitals and institutions independent of government
control, the Ministry will be able ot focus on establishing standards and policy.
You may feel that there is a contradiction here: on one hand, we are telling the
providers that they are independent, but on the other hand, we are moving
otwards centralization. This is because independence lies in the daily running
of the institution, and not in policymaking, which will be centralized in the
Ministry. Institutions will not be able ot purchase speciifc items of equipment
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or establish new departments as they please. The Ministry of Health will
establish standards and criteria regarding budget allocation, thus playing a
major role in the overall operation of health care institutions in Israel.

The reorganization of the Ministry of Health will involve establishing several
new departments. The first of these will deal with standards for health care
provision. At present, there is a lack of clear standards for service provision,
and you cannot have national regulation of quality without first defining
standards of care. The second new department will deal with technology and
quality of care. The interrelationship of these two areas is extremely
important, as I'm sure our colleagues in the Palestinian Authority are aware.
At present, because of developments prior to the recent reform, we have 18
departments for invitro fertilization. Don't have that many! Try to establish
no more than two such departments. Since implementation of the reform, we
have been able to halt the purchase of more MRI (magnetic resonance
imaging) machines. While our criteria are not generally based on political
decisions, the Knesset recently decided, based on our recommendation, that
Israel should not have more than one MRI machine per 750,000 people. At
present, we have six. We need a seventh machine in the north of Israel, and
these seven will be adequate for the Israeli population, at least for the next two
years. This is in keeping with the criteria in Canada, rather than the criteria
in the United States, where there is one MRI machine per 100,000 people.

We have clearly defined criteria not only for the amount of equipment
allowed, but also for the number of departments. For example, we recently
decided that children with congenital heart disease will be able to undergo
operations in only six institutions, and we may well reduce this number to
four. By concentrating specialties in a small number of centers, we can
improve the quality of care. The Palestinian Authority is starting out with one
center for openheart surgery: you will need two such centers  maximum
three  no more. Don't permit others to open, because it is only by building
up expertise in selected centers that you will ensure quality of care. I believe
you are correct in your assessment that there is a need for specialization in the
Palestinian health care system. You will have to decide centrally which
hospitals will be permitted to develop a given specialty, and ensure that others
are not permitted to develop it.

Well, I'm sure we could talk about quality of care all day. However, it is
very hard to apply criteria for quality of care. First, there is a need for data,
and we lack data. In fact, the two main difficulties with our reform are the
need for legislation and the need for data. As yet, we have insufficient data



46 Israeli and Palestinian Health Care Reforms

to analyze the scope of health care available. In an effort to collect data on
quality of care, it was decided that every institution should report any
unexpected deaths among patients. This has not only produced data on risk
factors, but has emphasized the need for risk management. Some of our
hospitals  those operated by Kupat Holim Clalit  have very good risk
management systems, whereas others  governmental hospitals  have no such
system. The latter will have to introduce risk management systems, not only
because the premiums for malpractice insurance are increasing steadily \
(neurosurgeons are now required to pay an annual premium of $8,000 each), .
but because we would like to improve the quality of care. In addition, we are
planning to introduce performance indicators in the near future.

We encountered various problems when trying to reform the Ministry of
Health, one being the huge range of medical specialties covered by the
Ministry. The many specialists working in the different fields do not wish to
neglect their private practices, their university posts, their research, by coming
to work for the Ministry. For this reason, we are trying something that I
believe to be an Israeli innovation  the establishment of a national council for
each specialty. Each council is composed of approximately 2024 experts in
a given specialty. For example, the council on oncology comprises several
oncologists (including one from a small hospital, so that we don't deal only
with main centers), as well as surgeons, primary care physicians, public health
ofifcials, a nurse, a psychologist, and physicians working in subspecialties of
oncology (bonemarrow transplantation, hematooncology, gynecology, etc.).

The purpose of these councils is to help the Ministry decide upon priorities
and promote quality of care. For example, the council on cardiovascular
diseases is currently discussing the number of catheterization labs needed in
Israel. Should we have a catheterization lab in every hospital with a coronary
care unit of at least six beds? Should the number of catheterizations be
restricted? At present, 20,000 catheterizations are performed in Israel each
year, and 5,000 PTCAs (percutaneous transluminal coronary angioplasties).
Only the United States performs a similar number of catheterizations per
capita.

These specialty councils will help us with decisions regarding technology, with
the implementation of clinical guidelines drawn up by the Ministry and with
other aspects of quality of care. We have a council on oncology, a council on
cardiovascular diseases, a council on imaging, a council on trauma. The
council on trauma is principally concerned with the large number of traffic
accidents in Israel, but in the future it will also consider trauma in the home.
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The council on surgery has numerous subdivisions, relating to specialties such
as orthopedics, neurosurgery, etc. The council on psychiatry currently deals
mainly with the legal aspects of psychiatry and the regulations governing
psychiatrists. There is also a council on fertility, genetics and obstetrics, since
we consider these specialties to be related. We hope to set up a council on
rehabilitation and aging in the near future.

In addition to the specialty councils, we have also established a miniversion
of the American Centers for Disease Control (CDC). Our intention is not to
imitate the CDC, but rather to create a small center that will deal with
infectious diseases, oncology, cardiology, and workrelated diseases. We have
allocated approximately $1.5 million to the center for establishing a database
system because, as I mentioned earlier, we lack necessary data in many fields.

Another area that needs to be developed is human resources. To begin with,
we have too many physicians. This is unavoidable because, being a country
of immigrants, Israel has to absorb everyone arriving in the country, including
physicians. Our problem is the opposite of that of the Palestinian Authority:
we have too many specialists. One of the most important tasks we face is ot
negotiate with the Israeli Medical Association to try to limit the number of
residency places for specialists, and to increase the number of residents going
into family medicine, as a number of countries have done (e.g. the United
States and Germany). In order to achieve this, however, we need an accurate
and detailed register. At present, we don't know the number of physicians in
Israel because we don't have followup. If I'd registered as a physician twenty
years ago, and subsequently left my profession, I'd still be registered in the
Ministry of Health.

In addition, we are trying to alter existing legislation, and introduce new
legislation, regarding different health care professions. For example, we need
new legislation for the nursing profession in Israel. As the Supreme Court
noted recently, the existing legislation is based upon an old British law which
is no longer relevant. The new legislation governing physicians requires
physicians to renew their medical licenses every three years, and to supply the
Ministry of Health with data on their professional experience over the previous
three years. These data will keep us informed of developments in the various
professions.

We hope to set up a database good enough ot enable us to establish a dialogue
between the universities and the Ministry of Health. If current trends
continue, within ten to fifteen years there will be an even greater emphasis
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upon specialization in hospitals, with nurses assuming responsibiliyt for some
of the aspects of daytoday medical care. For this reason, we need ot
establish a continuing dialogue between the Ministry and academic institutions,
so that syllabuses can be altered in accordance with current and projected
trends.

The Ministry has already begun to influence university programs. For
example, we have convinced Tel Aviv University to incorporate economics
and aspects of quality of care into its medical school program. We would also
like to promote the teaching of medical ethics in medical schools, by having
this subject taught in the sixth rather than the first year. Only by carefully
monitoring the teaching syllabuses for the health care professions can we
determine whether or not changes need to be made. Primary health care is an
area in which major changes are needed. We do not have enough family
physicians, and the ones that we have are not true "gatekeepers". Proposals
for a general practitioner fundholding scheme similar to that introduced in
Britain were presented to the Netanyahu Commission, but these have not been
implemented.

Furthermore, the competition between sick funds has not helped the situation.
Even Kupat Holim Clalit, which employs family physicians, has sometimes
permitted patients to apply directly to specialists. Thus, the trend in Israel has
gone against the worldwide trend to introduce gatekeepers. One of the
reforms we have to implement is the introduction of more family physicians
and the establishment of a gatekeeping mechanism. I believe that the sick
funds in Israel will be more receptive to this idea now that funding is rfom a
central source. Prior to the reform, funding was allocated to the sick funds
in the form of premiums received from members, and the richer sick funds
thus received larger budgets.

These are the reforms we are trying to implement in Israel. With the
enactment of the National Health Insurance Law, there will be no
discrimination against weaker population groups. Every patient can now be
admitted to any sick fund, no matter what his or her age or level of disability.

The transformation of the Ministry of Health will be a very lengthy process.
It will take at least four to five years to establish a strong Ministry capable of
establishing policy.

Hospitals will be transformed into independent trusts. Efforts will be made ot
improve primary health care through education and by changing the ways in
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which family practitioners work. These are major reforms, and it will take us
several years to implement them. It seems to me that there are similarities in
our respective situations, even though we have different starting points, and
I look forward to fruitful cooperation.
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Jack Habib: Thank you very much Prof. Shani. In the spirit of that address,
I wish, Dr. Husseini, that you could learn from our mistakes and avoid them,
instead of having to reform your system after a number of years, but I'm
afraid you'll ifnd health care reforms unavoidable.

We'll take questions now. Perhaps some of our Palestinian colleagues would
like to begin.

Dr. Abdel Jabbar Al Tibbi, Directorof Primary Health Care, Palestinian
Ministryof Health: I would like to ask about the national councils for each
specialty. Can you elaborate on the national councils and their decisions?
Does the Ministry of Health have to implement these decisions, or are they
just recommendations?

Mordechai Shani: The decisions are just recommendations, for two reasons.
First, every council member sees only his own field and you cannot accept
every individual recommendation. Second, you have to set priorities. I
promised most of the councils that if I or the Ministry don't accept at least
80X of their recommendations, it will mean there is no value to what they are
doing and they will have to resign. Initially, it is very hard to teach clinicians
from any ifeld to think properly. A year ago we consulted with iffty experts 

 in cardiology, internal medicine, lipids, hypertension and diabetes  and each
of them wanted a separate "council" for himself and to be able to talk directly
to me. Of course, I could devote all of the resources in Israel to
cardiovascular diseases alone. They did not see that only if they sat together
on one council could we get a better, more comprehensive picture of what was
needed in each ifeld. We had to explain to them that their recommendations
would be brought before the miniCDC, and that, together, we would set
priorities; if we don't accept any one of a council's recommendations, we
explain why.

Representatives from the Department of Technology and Quality in the
Ministry attend every council meeting. Up until two months ago, I also sat in
on all meetings. Unfortunately, various problems preclude me from doing so
at present, but I intend to do so again in the future, to encourage dialogue, to
teach council members to think globally. It is also very important that all of
the council directors meet, and go abroad to learn. For example, Prof.
Robinson, the head of oncology at Rambam Hospital in Haifa and chairperson
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of the council on oncology, spent four months abroad on sabbatical; he learned
a lot and changed many of his ideas through talking with colleagues.

We have another problem that I don't think exists yet for the Palestinians.
Until recently, tlie Israeli Medical Association insisted that every physician
could perform any task. Suddenly we are coming to physicians and saying:
"Stop. Even though you are a licensed cardiovascular surgeon, don't operate
on children, because we want to limit the number of institutions in which
children can undergo operations.. Even though you are an orthopedic surgeon,
don't operate on cases with a primary malignancy in the bones, because we
want there to be only two centers for oncology in Israel". In fact, we have a
particular problem regarding oncology. There are more than five hundred new
cases of malignancy among children every year. Four hundred of these are
treated in four medical centers., and one hundred are treated in six hospitals.
We would like to close the "small shops", and concentrate treatment in a few
large centers. This immediately arouses the antagonism of the Medical
Association, so there must be a dialogue between the council on oncology and
the Medical Association. We. are having to teach clinicians 10 see all aspects
of their profession.

Also, as I said earlier, we are trying to get people from different disciplines
and categories in each field to serve on the respective councils. For example,
the council on cardiovascular surgery comprises experts in internal medicine,
cardiology, pediatric cardiology,lipids, hypertension, diabetes, nursing,
primary care and epidemiology. Only by getting the perspectives of
professionals in all subspecialties in a given medical field can you make the
best decisions  and this is not easy. For example, do we want ot recommend
that diabetics get four injections of regular insulin per day, thereby allocating
a lot of our resources to diabetes? Or do we want to prescribe more
medications to lower patients' lipid counts? Our recent decision to change
existing criteria and prescribe Texol for women with breast cancer, as well as
for those with ovarian cancer, will necessitate the allocation of an additional
$30 million every time this drug is included in a treatment track. This is an
exceptional example, but it illustrates that a clear principle is needed
concerning policy priorities, because even in Israel resources are limited.

Prof. Becky Bergman, DepartmentofNursing,Tel Aviv University: What are
the plans for support and continuation of research and staff development within
the health services?
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Mordechai Shani: There will be no change. We shall cortinue to provide
resources for education and research. There will be no reduction of resources
in these areas. I would note that Prof. Bergman was the ifrst nurse to serve
on our oncology council until she decided to resign.

Hossam Sharkawi, Coordinator of the International Cooperation Unit,
Palestinian Council of Health: When you spoke of the national council, I

understood that you were speaking of the subcouncils organized by specialty.
I remember that one of the Netanyahu Commission's recommendations
concerned a macrolevel national council. As" I recall, this would attempt to
involve a broader spectrum of the population  both professionals and the
general public  in policy at the national level. Can you tell us what has come
of this recommendation? Also, I'm curious as to the initial stimulus for such
a recommendation. Basically, was it the Ministry that wanted to give birth to
a council at the national level?

Mordechai Shani: The Netanyahu Commission basically did two things. One
was to set up a national council, established according to the new National
Health Insurance Law. The nominations will be made within a few days.
According to the law, the council will comprise 46 representatives from a very
broad range of ifelds. Not allof them will be professionals. For example, the
sick funds in Israel will be asked to send ten representatives to the council.
The municipalities will have three representatives. This national council will
get recommendations from the specialty councils and will have to set priorities;
the national council is a different type of council than the specialty councils.
The aim of the national council is to relfect what the community is thinking,
to discuss ethical questions, maybe to hear professionals who will come to
testify. The Netanyahu Commission did not discuss the idea of a professional
council.

The second thing the Netanyahu Commission recommended was not a council,
but an authority. This was written up in the majority report of the Netanvahu
Commission, but it has not yet been implemented. The Commission discussed
establishing a National Health Authority, which would be responsible for
regulating and overseeing the provision of health services. Practically, 1 am
not sure that such an Authority is a necessity. Although I sided with the
majority, I might accept the opinion of the minority here. hi the meantime
no such Authority has been established. However, we have been trying to
change the nature of the work of public health ofifcers. We would like
Israel's six public health officers to oversee and supervise the provision of
health care. Whether we need an Authority above them or not, I don't know.
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Dr. Adnan Hanrmad, Senior Health Planner at the Planning and Research
Centre, Jerusalem: It always strikes me when I hear the words or phrase
"performance indicators", that these are actually very much related to quality
of health, and stem from good management practices. We have heard you
speaking about the reform of the Israeli health care system, and from the
professional point of view, it seems very advanced. What are the management
tools you are using to achieve quality of health care? Are management
practices actually dealt with in your policies? What are the major standards
for management practices that will produce good quality health care?

Mordechai Shani: Until 1986, there was no institute in our universities which
really taught administration. In 1986, due to pressure from the government,
Tel Aviv University opened a Masters' degree program in administration.
Meanwhile, BenGurion University in Beer Sheva established a program in
management. The School of Public Health at the Hebrew University in
Jerusalem is also trying to educate people in management. Thus, we now have
three universities in Israel that are educating people in health management at
a Masters' degree level. In addition, we are trying to educate managers
already in the system through supplementary seminars and special courses.
We call them the "desert generation", although they don't like this definition.

Unfortunately, one of the recommendations of the Netanyahu Commission 
that after a cutoff year, perhaps 1996 or 1997, no director of a clinic or a
hospital will be appointed without having an academic degree in health
management  has not yet been implemented. This is due to the pressure of
the unions. Nevertheless, it seems that many other medical professionals
besides administrators are going to universities for degrees in management.
Physicians, nurses, even physiotherapists are leaving their medical careers and
going towards management. This represents a new concept of management.
The current administrators were not trained. The union doesn't understand
that you need to be trained.

To this end, we are also sending some of our managers abroad. We have
arrangements with Harvard University and Brandeis University regarding
scholarships for people who spend at least one year abroad to be trained. For
example, the director of the Department of Technology and Quality at the
Ministry of Health returned to Israel after spending two years learning
management and quality of care abroad. Without any doubt, the world is
leaving administration and going toward management. Without educating and
reeducating managers, there will be no way to improve quality. One thing
you will have to do is find a place or places where directors will be able to
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engage in dialogue and learn, because this is very, very important to the
advancement of services. For example, although training and education of
managers is excellent in England, in many hospitals outside London that have
become trusts, the directors have not received further training. In other
English cities, even large cities like Birmingham, no effort has been made to
retrain or reeducate administrators and heads of medical departments.

Moreover, we are slowly trying to push heads of medical departments to
understand the economic aspects of their decisions. There is no other way to
do this but to teach them about the changes in health care delivery throughout
the world.

Dr. Issa Qassees, Coordinator of the Health Insurance Unit, Palestinian
Council of Health: Basically, I'm interested in finding out how Israel is
handling the issue ofmalpractice so that it will not reach crisis proportions and
drive the cost of medical care way up.

Mordechai Shani: There are two aspects to malpractice; I understand you are
referring to the insurance aspect. What we are trying to do  and I have a
feeling that we are a little late  is three things. First, following a government
decision, a committee was established to investigate whether we can deal
differently with malpractice. For example, the Clinton Administration
proposal for health care reforms, which is unfortunately not being
implemented, proposed seeking arbitration before going to court; and in
several states in the United States, like California, there is a ceiling on the fine
a court can levy in a malpractice case. This committee, which comprises
lawyers and physicians and is chaired by a judge, will make its
recommendations within two months.

Second, we are thinking about instituting a captive market of insurance. Why
let private agencies earn money off us? Since Israel currently has more than
15,000 physicians  10,000 in the Ministry, the General Sick Fund and
Hadassah Hospital alone  the idea has been raised of establishing a captive
market, in which insurance premiums would be smaller. Someone in the
United States has spent the last half year assessing what is occurring there in
relation to captive markets. We got the report three weeks ago and I do
believe that beginning next year, we shall move to establish one insurance
market for most of the physicians in Israel.

Third, by implementing risk management  mainly in hospitals but also in the
community  and by aggregating all data, we could prevent mistakes in the



56 Israeli and Palestinian Health Care Reforms

future. As I said, the risk management of Kupat Holim Clalit is good. We
are talking about setting up the same tiling in the Ministry of Health. We are
negotiating with the Israeli Medical Association to establish a team of experts
that will collect relevant data, analyze it, and inform hospital directors and
experts where the repeated mistakes are.

Prof. DanMichael! , Chairmanofthe BoardofDirectors, Kupat Holim Clalit:
Just one remark before I make some comments. You forgot to mention, Prof.
Shani, that we have a diploma program of specialization in health care
management for physicians, whose diploma is recognized as being on the same
level as diplomas in medicine or surgery or whatever. This is probably the
only place in the world where a specialized diploma in health care management
is issued to physicians by the Ministry of Health.

I would like to point out that everyone can agree with all the ideas you have
heard, all the comments  it is very easy to agree with them. But the total
picture is one of a very strong concentration of power in the hands of the
Ministry of Health. This is a difficult issue for providers  and I'm speaking
as a provider, both at Kupat Holim Clalit and in my previous job as director
of a hospital. One thing which was missed, was that the legislation to
establish a national health council was not intended to establish a council
where recommendations would be discussed on a semisocial basis. Rather,
it was to mandate the creation of an agency that would authorize the system
to include or remove certain specific services from the basket  that is, define
the basket of services. Unfortunately, as you have seen, things have
developed such that you have these professional bodies within the Ministry that
work directly with the Ministry, bypassing what the law was intended to
create: a publiclymanaged system that could dictate to the government
concerning what should or should not be included. There are several
repercussions to this, but I don't want to take up too much of your time.

I think we have 10 remember one thing. Competition is not only bad. We in
the health care system have an interest in encouraging competition to attract
more resources. On the other hand, we have a national responsibility ot
contain it. But not leaving any field for real competition, not leaving any
"breaming space", may be very detrimental to the development of the system
in the long run.

Mordechai Shani: I would like ot note that on the 18th of December, 1995,
there will be an international conference on governments and the delivery of
health care, at which Robert Evans will be the keynote speaker. Four working
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groups will discuss technology and quality, financing, and promotion of health
care, as well as the role of the government in the delivery of health care.

I would like to mention an article by Prof. Brown of Columbia University,
which was published in the summer of 1993. What Brown says is very
interesting: he says that while there is privatization in the United States in
telecommunications , aviation, etc., when you analyze the health care system
there, the trend is the opposite  there is much more regulation. The trend
around the world is for providers to be independent in daytoday activities,
but for Ministries of Health to set priorities. Competition is excellent.
Unfortunately, in Israel it has caused a situation where Kupat Holim Clalit will
soon be Israel's Medicare and Medicaid. Therefore, there has ot be
government, and government has to establish a recovery plan and oversee how
competition is handled in the system.

Dr. Nadeem Toubassi,DirectorGeneralof the Palestinian Health Authority
in the West Bank: I would like to ask two questions. The ifrst is, what is the
legal relationship between the Israeli Medical Association and the Ministry of
Health, especially for licensingof doctors and other certifications? The second
question is, does the Ministry of Health play any part in running Magen David
Adonr (Israel's trauma and emergency services) and if so, is this grounded in
rules and regulations issued by the Ministry of Health? Many Palestinian
voices are calling for us to set up something similar to Magen David Adonr.
Thank you.

Mordechai Shani: First, there is no official legal relationship between the
Medical Association and the Ministry. The Medical Association is an
independent agency. The Ministry of Health issues licenses to physicians.
The only area in which the Israeli Medical Association plays a role is
regarding specialization. The Association has a Medical Council which
supervises all residency programs; basically, the Council decides who will be
a specialist and who will not. Furthermore, they supervise the departments
that provide residency programs. While they make recommendations , it is the
Ministry that issues licenses. The physicians recently demanded that licenses
be issued to them as they are ot lawyers  that is, a council of lawyers issues
licenses. We did not agree ot this, nor shall we agree in the future. We had
a very strong debate this past year with the Medical Association, and
especially the Medical Council, regarding quality of care. They wanted to be
the overseer of quality and we refused. They could be a major partner. We
would like ot have them as major partner, because we don't want to antagonize
the medical community. But there are other professionals ot think about, not
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to mention the public  and we have to reassure the public that the Ministry
is supervising. Therefore, the council may be an excellent partner, but we
must decide about quality of care.

As for Magen David Adonr, there is a law defining the rules concerning its
operation. Ofifcially, the Ministry is not responsible for the provision of
trauma and emergency services. Due to the collapse of the financing of
Magen David Adonr several years ago, there was an interim period  up until
a year ago  during which the Ministry of Health took over the financing of,
and some of the responsibility for, Magen David Adonr. However, this again
involved the Ministry in the provision of health care, and it is better that
Magen David Adonr be independent, and not a government association. While
we're talking about Magen David Adonr, I'd like to relate to one bad aspect
of it  and you should learn from our mistake. It should be the case, and
indeed is in some countries, that primary care physicians are on duty at night,
on a rotation basis. Unfortunately, this is not the case in Israel. The clinics
run by our sick funds are closed at night, and Magen David Adonr has an
arrangement with physicians, who earn a lot of money for being on duty in the
evening and at night. This is not good. When you organize your primary
care system, try to arrange that your physicians are on duty for 24 hours.
This is a much better arrangement. Magen David Adonr is excellent regarding
emergency services, but not regarding night duty arrangements.

Dr. Shawqi Harb, Director ofRamallah Hospita.l It is no secret that we are
in the process of establishing a Palestinian Medical School. Could you shed
some light on the relationship between Israeli medical schools and the Ministry
of Health? A second question, which is probably related, is how did you cope
with the influx of physicians from all over the world? We have a similar
situation. Do medical schools have a role to play in this or is it a matter for
the Ministry of Health?

Mordechai Shani: First of all, we have not coped with the influx of
physicians. We cannot cope. No country could cope. You have to remember
that before the major Russian immigration of 1989, Israel had 300 physicians
per 100,000 people, while the United States had 220, and Japan and England
only 160. So we, like Germany and Sweden, were kings in the Western world
as regards the number of physicians per capita. Yet Russia had 450 physicians
per 100,000 people. There was even a joke in the literature that instead of
complicated equipment, the Russians were producing physicians. We got
many of them. We cannot cope. We don't need them, but we have to accept
them. Twelve thousand five hundred people came to Israel claiming that they
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were physicians. Then ten thousand of them presented us with papers to prove
it. But we have strict laws about examination and licensing, so up until now,
only 3,500 have been licensed. Of course, this is the responsibility of the
Ministry. Some of the universities have organized courses for these
physicians. Furthermore, in some cases, we try to convince physicians to
change their profession. We then retrain them to work with communication
disorders, or as physiotherapists, etc.  especially if it is not clear that they
were physicians in Russia. The retraining courses are also organized by the
universities. So there is a very strict licensing mechanism. First, you have
to issue licenses to legitimate physicians. Then you have to decide what level
of quality you will accept from physicians, and reeducate or retrain them as
appropriate. Of course, there is also a free market. We did not increase the
number of posts in our public health system, even though there was a demand
that we do so. It was even suggested that we employ these physicians to take
blood from patients, instead of having licensed physicians do this. But we did
not yield to any pressure. No more posts, we said. You must try to compete
with other physicians from other places.

As for medical schools, basically, there is no relationship between the Ministry
of Health and the medical schools. Each university is independent. We have
an informal relationship with the universities. What we have tried to do,
through the Israeli Council for Higher Education, is to provide money so that
people in remote hospitals, in peripheral hospitals, can get academic degrees
from universities. But we have no other official relationship.

Jack Habib: We'll take the last question from Prof. Pinchas, who was a
member of the Netanyahu Commission, and who is, of course, Director of the
Hadassah Hospital.

Shmuel Pinchas: I would like to make a comment, not ask a question, on the
very clear and coherent presentation given by the DirectorGeneral. As this
is an academic forum, allow me to make an academic comment.

It was extremely interesting to me that three directorgenerals  two current
and one former  have brought up the issue of how to run a health care
system in the modern world: that is, whether to do it through a hierarchy, or
market forces, or a combination of the two. Academically, this was settled
long ago. Under conditions of severe rationing and lack of resources, a
hierarchical system is much better. This has been proven repeatedly. I would
urge our Palestinian colleagues to concentrate on a hierarchical system for the
first ten years. I assure you, you will be not making a theoretical mistake.
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You cannot avoid the issue of a long border with a richer and more advanced
neighbor. When the Canadian government instituted its harsh administrative
capping, the northern borderof the United States flowered. Wonderful places
developed, like the famous Fargo Clinic of North Dakota  a totally unknown
little place until the Canadians capped funding and the Clinic expanded to
seven times its size in three years. The owners  doctors  have become
extremely rich over the past three years. You should think of what you want
to do about your neighbor. My suggestion is that you bow to your inclination
toward market forces only as far as your neighbor is concerned. There was
a wonderful book published in the early 1970s called Hierarchy and Markets 
 by Oliver Williams, I think. (It was published in America, I think by the
Free Press  I have the full Library of Congress number back in the office,
and rd be glad to give it to any of you.) It deals with these issues. Hierarchy
is the way to go. As for the market part of it, leave that to transborder
commerce. And the way to do that is just to forget about it. Don't think
about it. Just leave it be. That's all.

Mordechai Shani: I would like to add one comment. Prof. Pinchas and
myself were in the majority on the Netanyahu Commission. So at least there
we agreed. Now we represent opposite sides  I the Ministry, and he the
provider. Today we have heard two providers talk about rationing. My
friends, believe me that in Israel there is a lot more to do besides rationing.
For example, Prof. Gottesman, the directorof the council on cardiovascular
diseases, told us of the surprise of cardiologists on hearing that Hadassah
Hospital in Jerusalem does not permit him to order unlimited numbers of
ergometry tests, and that he therefore does catheterizations instead of
ergometry tests. Obligatory clinical guidelines on this will be introduced in
Israel next year. Thereafter, neither the Ministry nor the sick funds will pay
for catheterizations not performed in accordance with the clinical guidelines.
I can assure you that we shall earn a lot of money; but this is the international
game between governments and providers. A thank you to all our colleagues
 we are here to share ideas and views with you. Thank you.

(Atfer a break for lunch, the Working Groups Sessiontook place.(
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Summaries of the Four Working Groups

Jack Habib: I'd now like to open the final session, in which we will hear
reports from the various working groups and, if we have time, exchange a few
words of general discussion. We will proceed in the order in which the
groups appear on the list. I would like to invite Dr. Yehia Abed and Mr. Gabi
BinNun to come up and present the report of the working group on the
reorganization of the Ministry of Health. But I see you've delegated
presentation to someone else  I remember there was a very democratic
process of delegation.

Reorganization of the Ministry of Health (Group A)
Presenter: Dr. Varsen Shahin, Coordinatorof the Human Resource
Development Unit, Palestinian Council of Health

The group discussed the concept of reform of the health care system in Israel,
and reached the conclusion that the Palestinians need not start as the Israelis
did in 1948. The Palestinians have to learn from and avoid the mistakes of
others, and create a national body responsible for health care capable of
exercising power and capitalizing on the work of providers in the context of
a clearlyarticulated, allencompassing development strategy.

The Palestinians have to create their own health care system model, based on
what exists and based on the experiences of others. The Palestinian national
health care system needs to be empowered to become the leader, policymaker
and coordinator  especially during the critical stage of inheriting the health
care system in Gaza and the West Bank previously administered by the
Israelis.

In the process of building the Palestinian health care system, and especially
during these turbulent times, the providers of health care  including the
Ministry of Health, the Palestinian Council of Health, UNRWA, the NGOs
and the private sector  have to complement each other. There is a role for
each of them in the health care system. They must work toward the overall
goal of improving health care for, and the health status of, the Palestinians;
they must learn to manage health care under independence.
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The roles and functions of the Palestinian Council of Health (PCH) and the
Ministry of Health have ot be clarified. Special emphasis should be placed on
the active role of the Ministry of Health in planning, policymaking,
moniotring and evaluating. The role of the PCH will be clearly articulated
when Palestinians assume full responsibility for the health care system in Gaza
and the West Bank.

Jack Habib: You left out just one thing, Dr. Shahin. You didn't say
anything about the Israeli Ministry of Health. That's because the Israelis in
your group decided it was a lost cause. My friend from the Ministry will
know that that's said in good spirits. We'd like ot move on to our next group,
the Health Insurance Group. How are we going to finance all of these things?
I'd like ot ask Dr. Bruce Rosen and Dr. Adnan Hammad ot come up. Dr.
Hammad is going to give the report.

Health Insurance (Group B)
Presenter: Adnan Hammad, Senior Health Planner at the Planning
and Research Centre, Jerusalem

With reference to health insurance, we found that the Palestinians are doing
fine. As a matter of fact, most of our Israeli colleagues are very jealous of us,
because we don't have as many complicated issues as they have, such as
referrals and basket of services, etc.

However, there are common issues, issues we agree upon, and there are Israeli
issues and Palestinian issues. Regarding the common issues, we agreed upon
the following: hospitals should be separate, not part of the health system. A
health tax  whether from general taxes or earmarked taxes  the insurance
system in general, the delivery system, and patient choice were discussed in
the general context of our session.

As regards the Palestinian issues, the discussion was quite heated. Our Israeli
colleagues were very enthusiastic about helping in the development of our
insurance scheme, both now and in the future. The topics or issues raised
were as follows: what type of insurance are the Palestinians going to have 
comprehensive, obligatory, voluntary, or all of these? We talked about the
relationship between insurer and provider. Willingness ot pay for insurance,
an issue raised in our discussion, is closely related to ethnic, religious and
traditional frameworks. As oneof our colleagues mentioned, people think that
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when they pay money for insurance, they are betraying their faith or going
against religious tradition or something like that. This is a problem.

Demographic factors were also discussed. You know that about 5O9S> of the
Palestinian people are 14 years of age or under. So our insurance costs and
our health service costs are not going to be very expensive, compared to those
of other nations. However, we project that the number of people aged 65
years old or older will increase in the future. A capitation system is one we
would recommend to the Palestinians, with providers fully responsible for their
patients. We will have to take into account many things  such as preventive
medicine, waiting lists, etc.

The issues related to the Israeli side were as follows: one of the good things
about Israeli health insurance is that it has one single arrangement, and system
organization is quite efficient. How broad or specific the basket of services
is, and the problem of waiting lists, were discussed thoroughly. We
recommend a followup in six months' time, to reevaluate what has been
achieved. We call on the AJJDC to take the initiative and conduct such a
seminar in the future, just to see how we are doing. Thank you very much.

Jack Habib: So now that we have a Ministry and lots of money to spend,
let's hear how we are going to spend it. Dr.Nadeem Toubassi and Dr.
Yitzhak Peterburg will tell us.

The Service Provision System (Group C)
Presenter: Yitzhak Peterburg, Executive Director, Central District,
Kupat Holim Clalit

The short workshop began with a presentation of the main forces and
challenges in both the Israeli and the Palestinian health care systems, and a
fruitful discussion followed. We tried to identify the main issues that need to
be addressed regarding the provision of services in these systems. The first
issue was harmonization, the problem of harmonizing the different health care
providers, which leads to the problem of differing policies. Examples were
given of the differing policies of institutional versus home delivery, and of
systems that are based on insured versus free services. The problem of
harmonization also leads to the problem of duplication of services in some
areas and deprivation of services in others. This raises the question of how
to better allocate the scarce resources of the system.
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The second issue concerned the lack of appropriate resources for primary or
community care. The third issue concerned the need to define the basic  and
this is the most important word  the basic benefit package. In other words,
you need to set priorities because there is not enough money for everything.

Fourth, you also need to set the boundaries  that is, to set the rules of the
game  between hospital services and community services.If you do not do
that, you are going to be paying twice for the same service. The fifth issue,
which was also raised by the other groups and at the plenary session,
concerned the problem of relevant information: that is, given the flood of
information available, being able to determine what is relevant and what is not.

The sixth issue was that of community support systems for the ill, which
require appropriate use of manpower. In particular, we discussed the role of
nurse practitioners in the community, for example as delegatesof all the health
services. Questions about midwifery were also raised.

The seventh issue, which was very "hot", and which I think is very important,
was distribution of services. We discussed the Israeli experience with
regionalization, and how it might or might not be applied to the Palestinian
situation.

The eighth issue was that of building a system of referrals from primary to
secondary care using oneof two models: either hospitalbased secondary care,
or communitybased secondary care. The ninth issue concerned immunization
policy. Most of the participants addressed the problem of vaccine supplies and
what they are going to do in 1995.

I tried to get "ten commandments", but found myself with eleven. The last
two issues were connected, as they both involve better training. The tenth
issue was better training for health care providers, especially family
physicians. The eleventh issue concerned better training for managers.
Participants discussed holding joint workshops formanagers working in similar
settings, such as hospital settings, to enable them to learn from each other.
Thank you.

Jack Habib: Now we have lots of health care providers earning lots of
money; the question is whether any of our clients are going to benefit from all
these services. This brings us to the question of quality of health care, which
will be discussed by Prof. Leon Epstein and Dr. Rashad Massou.



Summariesof the Four Working Groups 65

Quality of Health Care (Group D)
Presenter: Prof. Leon Epstein, Head of the Department of Social
Medicine, Hadassah Medical Center

I think I should start by saying that we asked ourselves that question, and the
answer was: we don't know. I think the Israeli members of the group were
very enviousof the overall national plan which Rashad (Dr. Massou) presented
to us, and the discussion  which I felt was very productive  covered a
number of components of that plan, as well as some aspects of the Israeli
experience. This raised problems and questions related to the role of quality,
its priority, who is going to pay for it and how we can ensure it. I will pull
out a number of points from the discussion. However, there were many
salient points, and I'm not quite sure that everyone will agree with those I've
chosen.

The first point, which was discussed fairly extensively, was whether quality
of health care should be dictated, planned, and controlled at a national level,
or whether quality of health care is the responsibility of an institution, a
service or a professional entity. As someone said about threequarters of an
hour into the discussion, one could have gotten the impression that quality was
what doctors provide, until someone drew our attention to the fact that there
are other people working in the health services. I think the question of quality
of health care concerns far more than the quality of the physician's
functioning, but concerns nurses, physiotherapists, and other health
professionals as well. We also felt that quality of management is an area that
needs to be highlighted. How to ensure quality of care will be discussed at the
next workshop.

The second point was the role of information. A question was raised as to
whether the systematic collection of data, and its analysis and interpretation,
can itself change quality. It was felt that it can. Experience from other
countries seems to illustrate this. The whole question of the systematic
collection and utilization of data to ensure quality, and the role of monitoring,
were central to the plan put before us. They also relate to another question:
should an overall quality program be indepth  directed towards individual
clinical or health units  or should it be broad and on a general level,
addressing the question of quality in general? It was asked whether action
taken in one clinical unit has a halo effect on quality in an entire institution.
There were two diametrically opposed opinions about this: one held that it
definitely does and the other that it probably does not. So we're gomg to
leave this up to you.
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A very interesting point was raised: that quality is very closely related to the
sociocultural milieu of the professionals in an institution and, no less
important, to thatof the clients who use that institution. Therefore, we cannot
assess the quality of an institution in terms of another institutions cultural
framework, that is the framework of the professionals or of the clients
involved.

Rashad mentioned the need for a national survey of quality indicators. A
discussion began concerning whether a national survey of quality indicators
could provide a basis for planning. I think this subject is beyond the scope of
our discussion, but obviously the content of such a national survey, and its
cost, are important. This topic will be included in the first or second round
of discussions in the coming six months or so; we're going to come across this
material further on down the road.

Another important point concerned data on health measures presented today
both at the plenary session and in our group: that is, data on infant mortality
and mortality in general. The point was very well made, I think, that national
figures on mortality do not reflect variations in mortality rates among regions,
or variations in health status or in standards of provision of care among
regions. Therefore, one cannot accept a national infant mortality rateof either
12 or 41 per 1000, for example, as reflecting the situation acrossa country,
as it may hide very important differences among different regions.

Lastly, the question of training and training for quality  especially quality
management  was raised. Management exists at all levels of a system; thus,
we are talking not only about managers at the CEO level, but about individuals
at every level who have a management role. If we believe that quality in
management is critical to the quality of care provided, training must reach
people at all levels and in all professions, in whatever framework they are
studying. Thank you.

Jack Habib: Now that everything is in place, and the health system is ready
to roll, Vm sure someone is going to come along and spoil everything, saying
we forgot something critical or we made a mistake, or our data is wrong.
Prof. Shani, I'm sure, is still convinced that the deficit is too high, and is
going to send you a letter about the numbers involved because he is always so
careful. He sends everybody letters about their numbers. But all kidding
aside, we do have a little bit of time left for discussion, if anybody would like
to raise any additional points.
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General Discussion

Dr. Yasser Obeid, Directorof Hospital Services in the West Bank: I want to
ask the first group about the reorganization of the Ministry of Health. This
was the subject specified, but in the summary given, we didn't hear anything
about the reorganization of the Ministry of Health.

Gabi BinNun, Deputy DirectorGeneralofHealth Insurance and Economics,
Israeli Ministry of Health: We started the meeting by describing the
reorganization of the Ministry of health in Israel, but as there is no Ministry
of Health in the Palestinian Authority, there was nothing to say about
reorganization there. Basically, most of our discussion was about planning for
the future, not just for the Ministry of Health but for the role that other
institutions will play in the delivery of health services in coming years. There
was some confusion, in my view, among the Palestinians: certain issues that
are very clear to us because our state is 45 years old seem less clear to them.
This is because they haven't had the experience of having a state or
independence, from which to learn or build upon. That's why you didn't hear
about reorganizing the Palestinian Ministry of Health from us or our group.
We were thinking about the future.

Jack Habib: Does anyone else from the group want to respond to that
question? I might just add that there was a lot of discussion of the role of the
Ministry as a provider versus a regulator of services, the extent to which it
should provide services, and the role of government services versus voluntary
ones. So we did get into that critical issue quite a bit.

DanMichael! : I'd like to propose that the phrase "avoid conflict of interest"
be used when describing the role of the government and that of the providers.
We haven't avoided it in Israel and are paying dearly for it. The
reorganizationof the Ministry is aimed in a way at disassociating the Ministry
from its responsibility for providing services. If we do not succeed in doing
this, then our slogans will remain slogans, and will have no practical effect on
improving health services.

Dr. David Chinitz, JDCBrookdale Institute: I was impressed with all the
discussions and reports, but I think that with the exception of some of the
Palestinian speakers in the health insurance group, noone addressed the
question of perceptions, particularly religious ones, that might prevent or
impede the expansion of insurance. I didn't hear too much about the role of
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the public, the perceptions of the public, accountability to the public and what
the political leaders who are designing the two health systems can or should
do in these systems, each of which is undergoing a very significant
transformation. That is, what is being done, what should or can be done, to
involve the public, engage the public and generate a sufficient amount of social
solidarity to run a health system?

Riad Zanoun: We started a lot of activity to get the community involved in
national health insurance. We did this through the media, and through
workshops. We held workshops with medical and paramedical staff and with
beneficiaries; then we went to the universities, and to the national syndicates
and organizations; and we really didn't feel any resistance to the idea of
national health insurance  even among the most extremist Hamas people. So
I am slightly astonished at the idea that religion might hinder this. Those who
know the Islamic religion know quite well that the only objection is to life
insurance. Some scholars of Islam put a question mark on life insurance, but
never on car insurance, for example.

Becky Bergman: I hope I'm not out of line, and please forgive me if I'm a
little bit emotional, but I want to note not what was missing today, but what
was a bonus. I never once felt a sense of "them" and "us". The feeling I had
during this meeting  both at the plenum and in my working group  was
exactly the same feeling I have when I sit with the nursing colleagues or
interdisciplinary colleagues I've worked with most of my life, some of whom
were my students and some of whom were my teachers. I can't help saying
that I'm very grateful  as I'm sure we all are  to all of you for giving us
this feeling of togetherness, of oneness. We haven't had it for a few years,
and I think it's time we did. I certainly had that feeling today, and I'm sure
it is going to continue and grow. Thank you so much.

Jack Habib: After that statement, I think there is only one thing to do, and
that is to end the meeting. I just want to say a couple of words about
continuation. A group of the Palestinian leaders and the Israeli leaders,
together withAJ ." DC representatives, will be meeting tonight to discuss and
sum up what has happened here today, and to discuss possible further steps
and activities. All I can say is that my own organization is fully committed
to being a facilitator, to being part of this process, to being helpful in any way
we can. I think it would be most appropriate if I asked Dr. Zanoun to make
the ifnal remarks. I'm taking him by surprise, but I hope he'll respond
favorably despite thac. Thank you everyone and see you soon, I hope.
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Riad Zanoun: I would really like to thank everybody, especially hearing the
emotional but sincere and deephearted comment we just heard. Ladies and
gentlemen, I think you can be proud of what you have done today. We have
taken the ifrst step on a long march, an important one, toward continued
cooperation, for the sake of our children, ourselves, our present and our
future. I think this should be the ifrst of many meetings and that the AJJDC
should prepare a lot of meetings like this, because we feel this is an effort that
deserves to be continued with strong momentum. Thank you.
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