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Abstract

Israeli Arabs constitute a vulnerable population that stands to benefit from the recent National
Health Insurance (NHI) Law. According to the literature, prior to the law, Arabs had lower
health status indicators; less sick fund enrollment and less commercial and dental insurance;
less access to health care practitioners and facilities; and lower rates of visits to primary care
physicians, specialists, and dentists than did Jews. In addition, a higher percentage of Arab
families had expenditures for visits to a private physician  something which many believe to
reflect their reduced access to public sector health care services. Despite improvements in
recent decades in the health status and health careof Arabs, and particularly in their insurance
coverage and access to and use of primary care services, gaps persisted prior to the law.

The National Health Insurance Law, which went into effect in January 1995, mandates
universal health insurance coverage and institutes a capitation formula for allocating monies
to sick funds based on their members' family size and age mix, but not on income as was the
case prior to the law. This is expected to make Israeli Arabs financially more attractive to the
sick funds, in turn raising the level of services to them and, potentially, advancing their health
care and health status.

This report is based on Arabs' and Jews' responses to the first in a seriesof Institute telephone
surveys of the general adult population following the law's implementation. The late 1995
survey collected data on various aspects of insurance coverage, ambulatory care and health
status, someofwhich had been studied or discussed in the literature prior to the law, and some
ofwhich had never before been examined. The sample comprised 1,271 Jews and 123 Arabs.

The analysis presented here focuses on differences between the Arab and Jewish populations.
The identification of differences is an important starting point for any assessment of equity.
Of course, equity does not mean that different groups automatically are given the same type
and amount of service, but rather that the amount and content of the services provided are
responsive to their disparate needs, which are a consequence of socioeconomic and cultural
as well as health factors. It hence also means that services be provided in a culturally
appropriate manner.

Compared to the Jewish respondents, the Arab respondents were younger, had larger
households and lower levels of income and education, and were more likely to be living in
small rural communities in the north of Israel. Arab respondents were also less likely to be
working outside the home, primarily due to the relatively large percentage of housewives in
the Arab population.

With regard to selfreported general health status, after controlling for age and gender, there
was a statistically significant difference in reported health between Arabs and Jews. Arabs were



more likely than Jews to report that their health status was "not so good", "not good", or
"bad" (as opposed to "good" or "very good"). No statistically significant differences were
found between Arabs and Jews with regard to the presence of selfreported chronic illnesses
and disabilities. However, among those who reported having a chronic illness or disability,
Arabs reported being more limited in their performance of activities of daily living.

The data reveal that, eight to nine months after the law's implementation, a significantly larger
proportion of Arabs {2>Q7c) thanof Jews (169?>) perceived that there had been an improvement
in sick fund services. Arabs had more positive attitudes than Jews toward the law's influence
on the equity of care for the poor and elderly, and were less likely to report an increase in
family expenditures for the new "health tax", relative to former payments to sick funds. Arabs
reported greater overall satisfaction with the law and had greater expectations that services
would improve in the future.

The survey findings indicate that there has been a reduction in some of the documented
differences in the health care of Arabs and Jews, particularly regarding visits to specialists, the
prevalence of commercial health insurance, and the prevalence of expenditures for private
physicians. The survey found no significant differences between Arabs and Jews regarding
satisfaction with sick fund services (except for Arabs' lower satisfaction with laboratory
services and greater satisfaction with facility maintenance), reported convenience of access to
primary care physicians (office hours, waiting times and travel times), and the time interval
between request for and receipt of specialty care  issues not examined prior to the law.
However, Arabs were more likely than Jews to report that the travel time to a primary care
physician and the interval between referral for and receipt of specialty care were unreasonable.

Consistent with the literature prior to the law, the survey found that, relative to Jews, Arabs
use mental health services and 24hour emergency facilities less (turning more often to private
physicians for afterhours emergency care).

Differences found in this study which were not previously noted in the literature include the
Arabs' reduced likelihoodof receiving from their sick fund preventive services (such as blood
pressure and clinical breast examinations) and information about supplemental insurance.
Further, Arabs who believed that they would obtain better service from a different sick fund
were less likely than Jews to actually transfer to that fund, usually due to its reported
geographic distance or another inconvenience.

We asked a panel of health care experts from the Arab sector to review the survey findings
presented here. They provided anecdotal evidence which validates manyof the key findings.
For example, they reported increased competition among sick funds in Arab towns and villages
as evidenced by a growth in the number of clinics and the improved availability of pharmacy
and specialty services. At the same time, the reviewers underscored the need for a more in
depth look at several issues of particular importance to the Arab sector.



It should be borne in mind that the primary objectiveof the Institute's survey was to assess the
impactof the law on the general population; the survey instrument was designed accordingly.
It is thus possible that some aspects of health care services of particular importance for the
Arab sector may not be covered in this paper.

The findings and the reviewers' comments highlight the importance of further collaborative
research to assess the degree to which equity is being attained in the health care of Arabs and
Jews following implementationof the National Health Insurance Law, and the degree to which
this influences the health statusofArabs. Indeed, the next roundof JDCBrookdale survey will
be supplemented with additional questions of particular importance to the Arab population. In
addition, the number of Arab respondents will be increased substantially to allow for a more
indepth look at the experience of vulnerable subgroups within the Arab population.
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Introduction

The one million Arabs living in Israel constitute the country's largest and fastest growing
minority group. In the areaof health and health care, they remain a vulnerable population and
stand to benefit from the new National Health Insurance Law that became effective on January
1, 1995 (State of Israel, 1994). Prior to the law's passage, the "Committee for the Promotion
ofHealth Services for the Arab Population of Israel" (CPHSAPI), appointed by the Ministry
of Health and composed mainly of Arab professionals, assessed the status of health care
services and environmental health among the Arab population and made recommendations for
improvement (Ministry of Health, 1993). The CPHSAPI viewed the enactment of a national
health insurance law as a vital measure for promoting health services for the Arab population
and reducing gaps in the health care of Arabs and Jews.

This paper compares the responses of Arabs and Jews to the ifrst in a series of annual national
telephone surveys planned by the JDCBrookdale Institute ofllowing implementation of the
National Health Insurance Law. The objective of the survey, conducted approximately nine
months after the law's implementation, was to investigate the public's perceptions of the law
and of changes in the level of health services and health expenditures, access to primary and
specialty care, receiptof selected preventive services, satisfaction with care, and the acquisition
of supplemental and commercial health insurance. The main survey ifndings for the general
population have been reported elsewhere (Berg, Rosen, Gross and Chinitz, 1996).

Prior to this study, comparative national data on health indicators (life expectancy, mortality
and morbidity) were available from vital statistics reported periodically by the Central Bureau
of Statistics (CBS) and the Ministry of Health (Ministry of Health, 1994). Comparative data
from national surveys were available on household expenditures on health and health insurance
(Central Bureau of Statistics, 1994a), and on utilization of services (Central Bu1eau of
Statistics, 1982, 1994b). This survey addresses a broader setof topics, many of which lacked
data previously.

Background
Prior to the implementation of the National Health Insurance Law, there were important
differences in the health status and health careof Arabs and Jews, accompanied by incremental
improvements in the health status and health careof the Arab population (Reiss, 1988' 1991 '
Shuval, 1990). Reiss (1988, 1991), who compiled the only comprehensive history of the
development of health care in the Arab sector, noted that unlike Jewish settlements, Arab
settlements in Israel have not beneiftted from comprehensive development plans, which include
health care facilities such as primary care clinics and funding from the State, the Jewish
Agency and the Jewish National Fund. Consequently, Jewish settlements have developed an
infrastructure ofr primary health care which is lacking in the Arab sector. During the Past 25
30 years, the thrustof the developmentof health services in the Arab sector has been to extend
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primary care services to ever larger numbers of settlements, while in the Jewish sector,
development has focused on improving the range and quality of specialty services. Our
summaryof the literature is organized according to Shuval's (1990) conceptual framework for
assessing inequalities in health and health care, which delineated the following parameters:
differences in health outcomes (e.g., mortality, morbidity and risk factors); the proportion of
different population groups with health insurance; the distribution, utilization and quality of
health services; and the balance of public and private health services.

Poorer health outcomes among Arabs are illustrated by higher rates of infant mortality
(particularly postneonatal mortality), shorter life expectancy at birth (Ministry of Health,
1994; Reiss, 1991) and among the elderly, higher rates of selfreported disability (Factor,
1990), and higher rates of smoking (Shuval, 1990). ' Arabs have typically had less health
insurance coverage than Jews (in 1993, 889S>of the Arab population was covered compared
to 969S>of the Jewish population; Central Bureauof Statistics, 1994b). The distribution in the
Arab sector of health care practitioners (sick fund physicians and nurses, specialists, and
dentists) and health facilities, including maternal and child health stations and family health
centers, has been sparser than in the Jewish sector (Reiss, 1991; Kanaaneh, 1992). Arabs have
had significantly lower rates of visits to primary care physicians, specialists, and dentists
(Farfel and Rosen, 1996; Central Bureau of Statistics, 1994b), although a higher percentage
of families reported having expenditures for a private physician 0170, versus 16$> among
Jewish families) (Central Bureau of Statistics, 1994a). The latter may be due in part to the
sparser distribution of public health care services in the Arab sector and the increase in the
number of private Arab physicians since the 1980s (Reiss, 1991). However, among families
with expenditures for private physicians, hrabs'' expenditures were less than those of Jews on
both a per capita and a household basis (Central Bureau of Statistics, 1994a).2 The Israeli
Arab population also confronts multiple economic, geographic, social and cultural barriers to
care. Determinants of the health of the Arab population, and its access to services, are
associated with its being a relatively lowincome minority which resides primarily in small,
geographicallyremote towns and villages which typically have inadequate or incomplete
sewage systems (Reiss, 1991; Zidani, 1996).

As noted, despite differences in the health care of Arabs and Jews and the various barriers to
care, there was improvement in the health and health care of Israeli Arabs prior to the
implementation of the National Health Insurance Law. For example, official vital statistics
show constant improvements in infant mortality rates and life expectancies at birth in the Arab

1 Arabs have not been at a disadvantage regarding the percentage of children receiving recommended
immunizations.

2 This difference may be related to differences in pirces for pirvate care in the Arab and Jewish sectors,
and in the mix of pirvate services purchased by Arabs and Jews.
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population. In addition, Reiss (1988, 1991) noted an increase in the health insurance coverage
of the Arab population (as reflected in sick fund enrollment) and in the number of Arab
settlements with sick fund clinics and maternal and child health stations. For example, the
number of clinics in Arab neighborhoods, villages and towns of Israel's largest sick fund,
Kupat Holim Clalit (KHC), increased from 32 in 1964 to 94 in 1984, and the number of
maternal and child health stations for Arabs increased from three to 90 stations between 1950
and 1986. Farfel and Rosen (1996) compared data from the Central Bureauof Statistics' 1981
and 1993 UseofHealth Services Surveys (UHSS) and found that despite persistent gaps in the
utilization rates of Arabs and Jews, there had been substantial increases in the Arabs' overall
utilizationof primary care physicians and dentists, but notof specialists. Others have reported
increased availability of Israeli Arab health manpower (particularly physicians, nurses, and
dentists) (Kanaaneh, 1992) since the mid1980s. This may partially explain the Arabs'
increased use of primary care and dental health services between 1981 and 1993.

The Effect of the Structure of Sick Fund Premiums on the Distirbution ofHealth Services
To understand the difference in the distributionof health care services for the Arab and Jewish
populations prior to the National Health Insurance Law, one must consider the structureof sick
fund premiums, in addition to the historical factors noted above. Before the law, sick fund
premiums (averaging 4070 of sick fund revenues) were linked to members' income levels.3
Accordingly, sick funds received more income from rich members than from poor members,
and were not compensated for differences in members' health care needs or family size. This
system of structuring premiums did not motivate the sick funds to develop health services in
the Arab sector, where families are typically large, have low income, and have lower health
indicators than do families in the Jewish sector. The sick funds focused their marketing efforts
(service development as well as advertising) on young and financially welloff people. Only
one fund  KHC  maintained a significant presence in the Arab sector. Yet even KHC
invested less in this than in the Jewish sector (Reiss, 1991), perhaps because it received less
income per Arab member, perceived Arabs as using services less, and had a nearmonopoly
in this sector, which precluded its need to compete for Arab members.

Addressing these problems, the National Health Insurance Law introduced a capitation system
whereby sick fund income became a functionof the number of members enrolled in a fund and
their age mix, but not income level.4 This should make the Arab population financially more
attractive to sick funds, which should, in turn, raise the level of service to this population. On

3 Payment of insurance premiums by the head of a household entitled all nonworking dependents to
insurance coverage. Persons with one or more dependents paid at a higher rate than those without
dependents, but that rate did not vary with the number of dependents.

4 Unlike the previous system of payments to sick funds, the capitation system reflects family size.
Hence, the large size of families in the Arab population should no longer constitute a financial
disincentive to sick funds to compete for Arab members.
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the other hand, budgetary pressures related to the introductionof national health insurance may
compel sick funds to reduce the quantity or quality of services overall; this might affect the
vulnerable Arab population disproportionately. Sick funds may also continue to allocate fewer
resources  including those for the basic basket of services mandated by the law  to the Arab
sector if competition among sick funds there continues to be minimal. Moreover, if Arabs do
not or cannot purchase supplemental insurance for additional sick fund services beyond the
basic basket of services, they may remain less able to obtain equitable levels of service
compared to Jews, due to their reduced financial ability to make outofpocket payments for
additional sick fund services or expensive specialty services provided privately.

Given these potentially countervailing influences on the health careof the Arab population, it
is important to collect empirical data to assess the degree to which differences in the health
care received by Jews and Arabs persist following implementationof the law. To this end, data
from the JDCBrookdale Institute's general population survey following implementationof the
National Health Insurance Law were analyzed to assess these differences.

Methodology

Telephone interviews were conducted between August and October 1995 with 1,394 randomly
selected permanent residents of Israel over age 22. Arab respondents included residents of East
Jerusalem. For Arabicspeaking respondents, the questionnaire was translated into Arabic and
administered by Arabicspeaking interviewers. The total response rate was85 ^> and was
similar for Jews and nonJews. In this paper, the term "Arab" will encompass all nonJewish
respondents, even though a small proportion (less than 109£)of the nonJews were not Arabs.

For the purposeof data analysis, Arab respondents were assigned weights to reflect their actual
proportion of the general adult population of Israel (149S). The data analysis involved the
assessment of overall differences between the responses of Arabs and Jews on variables of
interest using the Pearson Chi Square test. The differences between Arabs and Jews were then
analyzed using logistic regression to account for demographic differences.5 Further, some of
the comparisons among Arabs and Jews were restricted to members of KHC due to the low
numbers of Arabs in Israel's three smaller sick funds, as will be described below.

5 Most differences between Arabs and Jews remained statistically significant atfer controlling for
multiple demographic (e.g., age, size of town) and socioeconomic (e.g., education, income)
variables. In some analyses, small sample sizes precluded statistical control of all covariates of
interest, and limited our statistical power to detect differences between the two groups.
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The Study Population
Eightysix percentof the survey respondents were Jews and 1496 were nonJews (see Table
1 for comparative demographic data). Most (739cf)of the nonJews were Muslims, followed
by smaller numbers of Christians, Druse, and other religions. Compared to the Jewish
respondents, the Arab respondents were younger, had larger households and lower levels of
income and education, and were more likely to be living in small rural communities in the
north of Israel. Most (5996) of the Arab respondents, as opposed to only 1(^ of the Jews,
lived in villages and towns with between 2,000 and 19,999 residents. Three percent of Arab
respondents compared to 896 of Jewish respondents lived in settlements with fewer than 2,000
residents. Arab respondents were also less likely to be working outside the home, primarily
due to the relatively large percentage of housewives in the Arab population. Of those who
reported being registered with a sick fund at the time of the survey, 290 of Arabs and 196 of
Jews reported that they had been uninsured at the end of 1994. If we assume that respondents
who reported not being members of a sick fund at the time of the survey were also uninsured
at the end of 1994, estimates of the percentages of uninsured at the end of 1994 increase to
1.270 of Arab respondents and 1.990 of Jewish respondents.6

With regard to sick fund afifliation, Arab respondents were more likely than Jewish
respondents to be enrolled in KHC {1570, versus 6196 of the Jews) and less likely to be
enrolled in the Maccabi Sick Fund (896, versus 2096of the Jews). Similar percentages of both
groups were registered with the smaller Leumit and Meuhedet Sick Funds (see Table 2).

6 While it is true that there have historically been higher rates of uninsurance in the Arab population 

 2696 in 1981 and 1296 in 1993 (Central Bureau of Statistics, 1982, 1994a). Data from the National
Insurance Institute (Israel's social security administration) show much lower percentagesof uninsured
Arab adults in nonJewish settlements (excluding East Jerusalem): 5.596 in 1993 and 4.596 in 1994
(National Insurance Institute, 1995). Higher rates of uninsurance were reported for Arab adults
outside of recognized settlements (e.g., Bedouins living outside of ifxed locations).
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Table 1: Demographic Characteristicsof the Study Population (in 90)

Arabs Jews
(weighted (weighted
n=157) n=946)

Percent of Total Sample 14 86
Religion (NonJews)
Muslim 73 n/a
Christian 16 n/a
Druse 9 n/a
Other 2 n/a
Gender*
Men 51 42
Women 49 58
Age*
2244 73 49
4554 13 19
5564 8 11

65+ 6 20
Monthly Income (in NIS)*
^ 2,800 53 26
2,8015,000 27 31
5,0017,000 11 17

> 7,001+ 9 26
Education*
No education 8 3
Elementary school 30 12
Secondary school, yeshiva 38 34
Postsecondary school 9 15
University 15 36
Household Size (Persons)*
12 9 37
34 30 35
56 33 22
^7 28 6
Size of Town (population)*
100,000+ 19 56
50,000 to 99,999 6 9
20,000 to 49,999 13 17

10,000 to 19,999 25 7
2,000 to 9,999 34 3
< 2,000 3 8
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Table 1: Demographic Characteristicsof the Study Population (in 70) (cont'd)

Arabs Jews
,' (weighted (weighted

n=157) n=946)

Region*
North 57 10
Central 35 77
South 8 14
Marital Status*
Married 84 70
Divorced 3 7
Widowed 2 11

Unmarried 11 12
Working*
Yes 51 64
No 49 36
Reason for not Working*
Retired 19 50
Housewife 64 22
Unemployed 8 8
Disabled 6 8
Student 2 7
On vacation 2 5

Chi Squarepvalue < .05. Due to rounding, some totals do not equal 100?£.

Table 2: Respondents' Sick Fund Afifliation, by Population Group (70)

Sick Fund Arabs Jews

KHC 75 61

Maccabi 8 20

Leumit 8 9
Meuhedet 7 9
No Insurance, Insured Abroad 2 1
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Findings

The presentation of survey findings begins with selfreported health status. Other findings have
been divided into those directly concerning the law  attitudes toward and satisfaction with the
law, and perceived changes in the levelof sick fund services and health expenditures since its
enactment; and those concerning the functioningof the health care system following the law's
implementation  access to, utilization of, and satisfaction with sick fund services (primary,
specialty and preventive care), utilizationofmental health and afterhours emergency services,
and the acquisition of supplemental and commercial insurance. Differences found to be
statistically significant in bivariate and logistic regression analyses are noted. Prior to
publication, the survey findings were reviewed by a panel of public health and health care
professionals from the Arab sector. Their comments are reflected in this report.

SelfReported Health Status
Arabs and Jews responded similarly when asked to describe their general health status (709£>

reported that it was "good or very good", 2370 that it was "not so good", and 170 that it was
"not good" or "bad"). However, after controlling for age and gender in logistic regression,
Arabs were statistically significantly more likely than Jews to report that their health status was
"not so good", "not good", or "bad".

Similar percentages of both Arabs and Jews (3190339^) reported suffering from a chronic
illness, handicap, or disability of at least six months' duration. This difference was not
statistically significant even after controlling for age and gender. However, among those
reporting these conditions, Arabs were significantly more likely than Jews to describe
themselves as being limited or very limited in performing activitiesof daily living (e.g., 4470
of Arabs compared to only 2290 of Jews reported being very limited in activities of daily
living). This difference remained significant even after controlling for age and gender. Further,
among those with chronic conditions, 589S of Arabs reported that they could walk 400 meters
from their home only with difficulty and 18$> reported that they could not walk this distance
at all, compared to 253? and 590 of the Jews, respectively. The lower prevalence of elderly
persons among the Arab respondents appears not to have affected these findings. However, the
ifndings may reflect the sparse distribution of institutional care for the chronically ill and
disabled in the Arab sector, as well as cultural preferences for home care in the Arab sector.
These factors increase the likelihood that Arabs severely limited in activities of daily living
would actually be at home and thus available to be surveyed.

Perceived Changes in the Level of Sick Fund Services since January 1995
Mostof the respondents in both groups(69 9£of the Arabs, 79^1of the Jews) reported sensing
no overall change in sick fund services following implementation of the law (see Table 3).
However, Arab respondents were nearly twice as likely as Jewish respondents to report sensing
an overall improvement in services (3070, versus 169&of the Jews), whereas Jews were more
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likely to report sensing a worsening of services {570, versus OA70 of the Arabs). The
difference in perception was statistically significant (X2 pvalue <.O1). The proportion of
Arabs reporting improvement remained statistically higher than that of Jews after controlling
for sick fund, age, gender, income, size of town, and region. In the Arab population, the
highest percentagesof respondents who reported sensing an improvement in sick fund services
were residents of peripheral towns with between 10,000 and 19,999 residents (4190, versus
22 % for Jews) and with between 2,000 and 9,999 residents (329£ , versus 1270 for Jews). More
than half of both the Arab and Jewish respondents had had some contact with their sick fund
since the law went into effect (most respondents in both groups reported having visited a

primary care physician at least once since implementation of the law); it is likely that their
perceptions were based on this contact.

When asked about specific components of care (professional level of physicians, interactions
with staff, the selection of medications available, laboratory services, referrals, and facility
maintenance), Arabs were consistently more likely than Jews to report an improvement, and
slightly less likely to report a decline, in services. With the exception of interactions with
office staff, these differences were statistically significant. The component of care in which the
highest percentagesof both Arabs (36$>) and Jews {2170) reported an improvement was facility
maintenance.

As mentioned previously, an improvement in services for the Arab population was anticipated
as an outcome of the introduction of universal health insurance and the capitation system for
financing sick funds. The findings of this survey indeed provide evidence of an increase in the
level of health services to the Arab population, based on sick fund members' perceptions.
Further, the panel of reviewers from the Arab sector mentioned improvements in sick fund
services following implementationof the law. Specifically, they provided anecdotal evidence
of the establishmentof new clinics, including those affiliated with the three smaller sick funds,
in Arab towns and villages in the Galilee and the adjacent area, referred to as the "Little
Triangle".7 They also noted an improvement in the availability of specialty and pharmacy
services in one subdistrict (Hadera). The reviewers commented that they were aware of plans
to establish additional sick fund clinics in the Arab sector.

A significantly higher percentage of Arabs (53^ than Jews (329S>) expected further
improvements in health services (X2 pvalue <.01). The difference remained statistically
significant after controlling for sick fund, age, gender, income, size of town, and region. This
difference is consistent with the Arabs' greater perceptionof there having been an improvement
in services since implementation of the law, and of their positive attitude toward the law's
influence on equity (described below).

7 It was noted that in one city, Umm el Fahm, the number of sick fund clinics had grown from one
prior to the law's implementation to six as of June 1996.
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Table 3: Perceived Changes in the Level of Sick Fund Services since Implementation of the National Health Insurance Law (in 70)

Arabs Jews

Service Improvement Decline No Change Improvement Decline No Change

Primary Care Physician

professional level* 19 2 79 6 4 90

demeanor* 17 1 82 5 2 93

Nurse's demeanor 17 3 80 7 3 90

Professional level of specialist* 18 3 79 6 2 92

Attitude of office staff 18 3 79 12 5 83

_ Selection of medications 24 3 73 10 9 81
o

Ease of obtaining referral, payment
guarantee* 18280 9 7 84

Laboratory services* 18 1 81 9 3 88

Maintenance of facilities* 36  64 21 1 78

Overall change* 30 <j 69 16 5 79

* ChiSquare (Pearson) pvalue < .01



For a more indepth understanding of the changes in the level of services, information is
needed on changes in the sick funds' allocationof resources (personnel, equipment, facilities)
to different population groups since implementation of the law, and on changes in objective
measures of the quality of care.

Perceived Changes in Health Expenditures
Background ■,
Prior to implementationof the law, several forecasts were prepared, according to which health
expenditures as a percentage of income were expected to decrease for most of those with low
incomes, and increase for most of those with high incomes. In effect, two key factors have
influenced changes in the level of health expenditures since enactment of the law: an increase
in wages in 1995, and changes in the payment rates or "health tax" under the law. Based on
the first factor, it was anticipated that most of the population would pay more in health taxes;
however, because of the second factor, the share of weaker segments of the population in
financing the health system was expected to decrease, relative to the share of wealthier
segments of the population. Survey respondents were asked about the absolute change in their
health expenditures, and not about the change in health expenditures as a percentageof income,
as it was felt they would find the former easier to address.

Equal percentages (2190) of Arabs and Jews reported a decrease in their family expenditures
on the health tax under the law, relative to their expenditures for sick fund premiums prior to
the law. Arab respondents were somewhat less likely than Jewish respondents to report an
increase in such health expenditures(30 !?o and 4470, respectively), and somewhat more likely
than Jewish respondents to report no change (2890 and 1970, respectively) (X2pvalue <.01).8
Even controlling for income level, Arabs were significantly less likely to report an increase
in health expenditures.9

A higher proportionofArab(25 ^>) than Jewish (18^0 respondents reported having household
expenditures for a private physician (excluding a dentist) during the previous three months (X2
pvalue = .05). The difference remained statistically significant after controlling for income ■

level and household size. A related finding is the greater use among Arab respondents of
private physicians for afterhours emergency care during the previous six months (see section
on emergency care). According to the 1993 Family Expenditure Survey (Central Bureau of
Statistics, 1994a), a statistically significantly higher percentage of Arab families {3\70) had
household expenditures for private physicians than did Jewish households (16?£) prior to the

8 These findings should be approached with the caveat that there may have been an increase in health
expenditures for some of the population due to an increase (nominal and real) in salaries.

9 However, Arabs who reported low incomes (under NIS 2,800) were more likely to report an
increase, rather than a decrease, in health expenditures . The latter finding may be related to more
strict or effective collection of health taxes by the National Insurance Institute under the law, as
compared to the collection of premiums by the sick funds prior to the law. It may also be related to
the higher proportion of Arabs who were uninsured prior to the law, and who therefore did not pay
sick fund premiums.
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law; the difference found by the Central Bureau of Statistics survey was larger than that found
in this survey.

Attitudes toward the Law's Inlfuence on Equity
Background
This survey included a small number of questions relating to the public's attitudes towards the
law's influence on equity. Arabs were much more likely to have an opinion about the equity
of the law than were Jews. Moreover, Arabs were much more likely to believe that the law
had made or would make health care more equitable.

Nearly twothirdsof the Arab population(65 9£), as opposed to slightly less than half of the
Jewish population (43?£), believed that rich and poor people were receiving more equitable
levels of service under the law than they had previously, though 179£ and 2796, respectively,
thought this was not the case, and the remainder had no opinion (X2 pvalue < .01). The
difference in opinion between the two groups remained statistically significant after controlling
for income, age, gender, sick fund, and size of town.

A signiifcantly higher proportion of the Arab population (68?£) than the Jewish population
(4^) thought it would be easier for an elderly person to enroll in a sick fund since passage
of the National Health Insurance Law than it was previously; 6$> and \2fc, respectively,
thought it would be more difficult, and the remainder had not yet formed an opinion. (X2 p
value <.01). The difference in the opinions of Arabs and Jews remained statistically
significant after controlling for age, income, gender, sick fund, and size of town.

Threequarters of both Arabs and Jews agreed with the statement that all residents of the
country had the right to enroll in the sick fund of their choice, without fear of being rejected.

Overall Satisfaction with the National Health Insurance Law
A higher percentageof the Arab population {1X70) thanof the Jewish population {5170) was
satisfied or very satisfied with the enactmentof the law. Similar percentages of Arabs and Jews
(23$>24!£>) were not satisfied or not so satisfied with the law. A higher percentage of Jews
had no opinion about the law {1970, versus 6% of the Arabs) (X2 pvalue <.01). The
difference in the satisfaction of Arabs and Jews remained statistically significant after
controlling for age, gender, education, income level, and sick fund. Within the Arab
population, satisfaction with the law was highest among those without postsecondary education
and those living in towns with between 2,000 and 10,000 residents (as opposed to residents of
larger towns).

The Arab population's greater overall satisfaction with the law is understandable, given their
relatively greater perception that there had been an improvement in sick fund services, their
attitudes toward the law, and their high expectations for further improvement in the level of
health care services under the law.
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Access to and Use of Health Services
Pirmary Care
Respondents were asked whether or not they had a family physician who cared for them on
a regular basis and whether or not the family physician^ office hours were convenient. Those
who reported having a regular family physician were asked additional questions about access
to and the timing of such care.

Regarding the convenienceof the family physician's office hours,24 % of Arabs and 1590 of
Jews responded that they did not have an opinion. Among those who had an opinion, a
significantly larger majority of Arabs(87 ^>) than Jews (75$>) reported that their family
physician^ office hours were convenient or very convenient (pvalue < .01).

Having a regular primary care physician can improve the continuity and coordinationof care,
and hence the quality of care (Starfield, 1992). For example, visiting the same primary care
physician over time can result in better identification, understanding, and use of important
patient information, such as health problems and past treatment. Overall, Arab respondents
were somewhat less likely to report having a regular family physician (6390, versus74 9£ of
the Jews; X2 pvalue < .05). After controlling for age, Arabs above age 34 were less likely to
have a regular family physician, although the differences were no longer statistically
significant. That a substantial percentage of Arab respondents (3190, versus 2590 of Jews)
reported having no regular family physician raises questions about the degree to which Arabs
are informed about, or assigned to, a regular physician by their sick fund, and hence about the
equalityof the care for Arabs and Jews. It is important to note that those reporting not having
a regular family physician (and thus not asked additional questions about access to family
physicians) may be those who face the greatest barriers to primary care services.
Unfortunately, the survey did not ask respondents who lacked a regular family physicianif they
had ever failed to visit a family physician when they needed care because they faced barriers
such as language barriers, long travel time, undue expense or inconvenience, or long waiting
times at the clinic.

Only 290 of Arab respondents who reported that they had a regular family physician wanted
to change their family physician following implementation of the law, compared to 1090 of
Jewish respondents (X2 pvalue < .05). This finding is consistent with the high satisfaction of
Arabs with the professional level and demeanorof their family physician, reported below. The
panel of reviewers noted that these findings may be a reflection of lower expectations and
consumerism in the Arab population than in the Jewish population.

Most Arabs (6990) and Jews (7390) who reported having a regular family physician believed
that the time they waited at the clinic during their last visit was reasonable. Indeed, the
majority of Arabs (639e>) and Jews (5990) waited no more than 15 minutes.

Significant differences were not found regarding how Arabs and Jews had traveled to their
regular family physician for their most recent visit. Arabs were somewhat more likely than
Jews to have traveled by car (5190 and 4190, respectively) and somewhat less likely to have
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gone on foot(38 fc and 49^0, respectively). Similar percentages of both groups (10fol^)
used unspecified public transportation.

The travel time associated with the most recent visit to the family physician was no more than
15 minutes for the majority {9,570^170) of those in both groups who reported having a regular
family physician. Notably, Arabs were much more likely to report that this travel time was not
reasonable or not so reasonable {2170, versus 89£ of Jews; pvalue <.O1). That both Arabs
and Jews found office hours and waiting times for their family physician to be reasonable
indicates the importance of their differing perceptions of the travel time to their family
physician. The difference between Arabs and Jews was most pronounced among those who
walked and those who took public transportation (although only a small number of Arabs
reported taking public transportation); it remained statistically significant after controlling ofr
health status, age, education, household size, and size of town. Differences between Arabs'
and Jews' perceptions of what constitutes reasonable travel time may be related to differences
in ratesof car ownership; the reduced availability of local public transportation in Arab towns
and villages; and the relative expense, time, distance and inconvenience Arabs associate with
travel. The panel of reviewers from the Arab sector emphasized that the lack of local public
transportation systems in Arab towns and villages contributes to the Arabs' greater
dissatisfaction with travel times. That Arabs tended to travel most often by car and Jews ot
walk may also indicate that Arabs travel greater distances than do Jews to see their family
physician. Further, among those who reported that their health status was "not so good", "not
good", or "bad", Arabs were much more likely to report that their travel time was not
reasonable or not so reasonable (5670, versus1296 of the Jews; pvalue <.O1). This is
consistent with the greater selfreports of limitation in activities of daily living of Arabs who
reported having a chronic health problem or disability.

Arab women were more likely than Arab men to walk to their family physician(45 9£ versus
2970) and less likely to travel by car(42 % versus 6570). Arab women were also significantly
more likely than Arab men to report longer travel times of 1530 minutes (2170 versus 570).
These differences undoubtedly contributed to Arab women's greater dissatisfaction with travel
times. The panel of reviewers confirmed these findings and added that Arab women have
difficulty leaving a large family to go to a clinic, making arrangements to travel by car, or
walking to a clinic with their children.

General Ofifce Hours and Hours for Laboratory Services
The majority of Arab(85X) and Jewish (8396) respondents reported that the reception hours
of their sick fund's (nonmedical) office staff were convenient or very convenient. Somewhat
lower proportionsof both groups (approximately twothirds) found laboratory office hours (for
both testing and transmittal of results) to be convenient or very convenient.

Specialty Care
Arab respondents were somewhat less likely to have visited a specialist in their sick ifind
during the past three months than were Jewish respondents(30 X and 4270, respectively; X2
pvalue < .01). No information is available on the types of specialist visited. The difference
between Arabs and Jews remained statistically significant after controlling for education,
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income, health status, sick fund, and size of town. After controlling for age, Arabs still tended
to visit specialists less, but the difference was no longer statistically significant. Based on the
1993 UseofHealth Services Survey (Central Bureau of Statistics, 1994b), Arab Israelis also
had significantly lower rates of visits to specialists than did Jews, even after controlling for
age, gender, size of town, insurance status, the presence of chronic conditions, and region
(Farfel and Rosen, 1996). The findings provide evidence of a reduction in the gap between
Arabs' and Jews' visits to specialists, as follows. In our survey, the proportion of Arabs
visiting a specialist was 1X70 of the proportion of Jews visiting a specialist, while according
to the 1993 UHSS for adults of similar ages, the Arab rate of visits to specialists was only
36$> of the Jewish rate.

Most Arabs (66$>) and Jews (51 70) reported waiting no more than a week between request for
and receipt of specialty services; 2070of the Arabs and 289£.of the Jews waited between one
and two weeks. The differences in waiting times between request for and receipt of specialty
services reported by Arabs and Jews were not statistically significant. However, this finding
is difficult to interpret in the absence of information on the types of specialty care used by
Arabs and Jews, as the lag time between referral for and receipt of treatment is likely to vary
by specialty. Importantly, the panel of reviewers commented that the relatively short time
)under two weeks in most cases) between referral for and receipt of specialty care reported by
Arab respondents was not borne out by their experience and understandingof the provision of
sick fund specialty care in the Arab sector. The difference between the panel's impressions and
experiences and the survey's findings may stem from a lack of survey information on the type
of specialists seen by the Arab respondents. According to a survey conducted by one panel
member, only about 2090 of Arab towns have at least one specialty represented, in addition
to pediatrics and gynecology (Zidani, 1996). Consequently, it may take less time to receive
pediatric or gynecological care than it does to receive other specialty care. For example, it was
noted that in one Arab town, Kfar Manda, with a population of about 11,000, a cardiologist
is only available once a month for threefour hours.

Despite the similarity in reported lag times, only48 $> of Arabs believed that the waiting time
between the request for and receiptof specialty care was reasonable, compared to69 % of Jews
)pvalue < .01). The difference in the perceptions of Arabs and Jews remained significant after
controlling for age, gender, health status, and sick fund. When the variable "sizeof town" was
added to the analysis, Arabs were still less likely to find the interval for receipt of specialty
care reasonable; however, the differences between the two populations were no longer
statistically significant. Due to differences in referral procedures and the organization of
services across the four sick funds, membersof KHC were analyzed separately. The findings
for KHC members were similar to those described above. The Arabs' lower satisfaction with
the time it takes to receive specialty care may be due to a more urgent need for care, a
subjective sense of the urgency of care, and difficulties related to the referral process itself.

15



Most Arabs (7470) and Jews (7070) reported that the office hours of their specialists were
convenient or very convenient. The remainder reported that the office hours were either not
convenient or not so convenient.10

Failure to Receive Care
Though the numbers are very small (ifve Arabs and 27 Jews), it is worth noting that we did
not find differences in the percentages of Arabs (370) and Jews (370) who reported a need ofr
hospitalization during the past two years that did not result in a hospital admission. Just over
half of these cases occurred in 1995. Three of the Arab respondents and ten of the Jewish
respondents reported that it was they who had decided not to be hospitalized. Only two Arabs
and six Jews reported that their sick fund had refused to authorize their admission.

Similarly, equal percentages {670) of Arabs (n=10) and Jews (n=59) reported having
requested but not having received some treatment or authorization for treatment from their sick
fund which they felt they needed. Not all of the services requested were included in the basic
basket of services mandated by the law.

Mental Health
Onethird of Arabs and26% of Jews reported having at some time experienced mental health
distress (e.g., depression, high stress, deep sadness) with which it was dififcult for them ot
cope by themselves (this difference was not statistically significant). Although the number of
Arabs who reported seeking help for mental distress was small (n=ll), it is important to note
that Arab respondents who acknowledged such a problem were significantly less likely to have
reported seeking help (2370) than were Jewish respondents (4170) (X2 pvalue < .05).

Arabs and Jews who sought help for mental health problems differed greatly in where they
turned for help. Most Arabs turned to friends and family (8190), whereas most Jews turned
to a psychologist or psychiatrist (4270) or their family physician (2170). This difference in
handling mental distress may be related to the availability of professional services, and ot
cultural factors. For one, Arab respondents who did seek help mostly turned to friends and
family, and those who did not seek help were much more likely than were their Jewish
counterparts to report feeling uncomfortable about turning to a professional (2570, versus gy0
of the Jews). For another, the CPHSAPI, which examined health services in the Arab sector,
has reported a need to reduce the relatively large gap in the availability of mental health
services in the Arab sector and increase the number and training of Arabicspeaking mental
health professionals (Ministry of Health, 1993).

Emergency Services
Arabs and Jews differed greatly in their utilization of afterhours emergency care. Thirty
percent of Arab respondents and26% of Jewish respondents reported needing unspeciifed
emergency treatment after clinic hours during the past six months (this difference was not
statistically signiifcant). While equal percentages of Arabs and Jews (3170) reported having

10 No information was gathered on means of travel to the specialist, travel times or travel expenses.
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been treated in hospital emergency rooms, Arab respondents most otfen reported having been
treated by a private physician (4570, versus 10Xof the Jews), and Jews most often reported
having been treated at a 24hour emergency facility (Magen David Adonr, TEREM, MARAM)
(38X, versus 39£of the Arabs). (No information is available on the medical reason emergency
care was sought.) The percentage of Arabs who used private physicians for such care remained
statistically significantly higher than thatof Jews after controlling for age, gender, income, size
of town, and region. This finding raises the question of whether Jews and Arabs received the
same quality of emergency care, as private physicians in the Arab sector may have less access
to equipment and specialists than do emergency care facilities.

The greater use of private physicians by Arabs may be due in part to a lack of afterhours
emergency care facilities in Arab villages and towns, as well as to limited access to other
sources of emergency care (Magen David Adonr, TEREM, MARAM, the hospital). This
survey's findings are consistent with thoseof the CPHSAPI, which indicated the complete lack
of a system of communitybased emergency services for the vast majority of Arab villages and
towns (MinistryofHealth, 1993). The CPHSAPI recommended training ambulance drivers and
volunteers, providing night emergency services, and acquiring ambulances for 50 Arab villages
and towns over a fouryear period. The panel of reviewers also considered the lack of
communitybased emergency services to be a major problem in the Arab sector. A recent
survey by one of the panel members found that only one Arab settlement had local Magen
David Adonr service and six others provided their own emergency services (Zidani, 1996).

Selected Aspects of Preventive Care
Background
Health promotion and disease prevention are designated as areas to be covered by the National
Health Insurance Law, but they remain largely undefined in the mandated basic basketof sick
fund services. The policies and actual practicesof the sick funds, both overall and with regard
to specific population groups, are unclear at this time and will warrant investigation in the
future. This survey included a small number of questions about the receipt of selected
preventive services, mostly related to women's health. Women were asked about clinical breast
examinations, mammographies, and PAP tests (for early detectionof cervical cancer) provided
by the sick funds. All respondents were asked about blood pressure testing.

Blood Pressure
Arab respondents were much more likely than Jewish ones to report that they had never had
their blood pressure measured by a physician or nurse on an outpatient basis (279J> and 12%
respectively; X2 pvalue < .01). The difference between Arabs and Jews remained statistically
significant after controlling for age, gender, education level, sick fund, size of town, and
region.

Women's Health
Arab women were much less likely than Jewish women to report ever having had a clinical
(manual) breast examination for cancer detection at their sick fund (8?£ and45X, respectively;
X2 pvalue < .01). This was particularly true for Arab women under 40 years of age, none of
whom reported having been examined, as opposed to33 Xof Jewish women under 40. Among
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women aged 4049 and 5065, approximately onefifth of Arab women and just over half of
Jewish women reported having had a breast examination. The difference in the proportion of
Arab and Jewish women who reported having been tested during the past three years remained
statistically significant after controlling for age, education level, size of town, region and sick
fund. Among those who were examined, about half of the Arabs and Jews reported having
been examined most recently during the past year. Although clinical breast examinations are
recommended periodically in other countries, there are no guidelines in Israel for conducting
clinical breast examinations, and such examinations are not speciifcally included in the basic
basket of services now mandated by law. Reported incidence and mortality rates associated
with breast cancer are approximately four times higher among Jewish Israeli women than
among Arab Israeli women (Ministry of Health, 1994, Central Bureau of Statistics, 1992). n
Given this, some might argue that the lower rateof clinical breast examinations and the lower
rate of mammographies (see below) reported by Arab women is appropriate.12

Under the National Health Insurance Law's basic basket of services, a mammography is
recommended every two years for women over age 50. Overall, Arab women were less likely
than Jewish women to report ever having undergone a mammography(209£ and 3570,
respectively; X2 pvalue < .01). However, this difference may partly reflect the different age
distributions of the two populations. Looking separately at each age group, 179& of Arab
women aged 5065 and 6590 of Jewish women aged 5065 reported having undergone a
mammography (X2 pvalue < .05). Among younger women, 1570 of Arabs and 1270 of Jews
aged 2239, and JJfZ of Arabs and 4170 of Jews aged 4049 reported having undergone a
mammography.

Incidence rates of cervical cancer among Arab and Jewish women in Israel are low, relative
to incidence rates of breast cancer in the two populations (Ministry of Health, 1994; Central
Bureau of Statistics, 1992).13 Arab women(n = 8, 1270) were much less likely than Jewish
women (3070) to report ever having had a PAP test for early detection of cervical cancer (X2
pvalue < .01). Test rates during the past three years were also analyzed. Although less testing
was still reported by Arab women, the difference between the two populations was no longer
statistically significant after controlling for education level, sizeof town, and sick fund. Among
all age groups, the majority of Arab and Jewish women who reported having been tested ofr
cervical cancer had had their most recent PAP test during the past year. PAP testing once

11 In 1989, the adjusted incidence rates of female breast cancer per 100,000 persons (standardized using
the world population as the standard population) were 78.4 for Jewish Israeli women and 21.2 ofr
Arab Israeli women. For the same year, breast cancer mortality rates per 100,000 persons in the
population were 19 for Jewish women and six for Arab women.

12 A workshop on breast cancer in the Arab population scheduled for the end of June 1996 may shed
light on the need to screen Arab women for early detection of breast cancer.

13 In 1989, the adjusted incidence rates of cervical cancer per 100,000 persons (standardized using the
world population as the standard population) were 5.8 for Jewish Israeli women and 4.0 for Arab
Israeli women. For the same year, cervical cancer mortality rates per 100,000 persons in the
population were two for Jewish women and one for Arab women (Central Bureau of Statistics, 1992).
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every three years is included in Israel's basket of services for women aged 35 to 54; however,
under the law, sick funds are allowed to collect an additional outofpocket payment for this
service. Further, there is no consensus in the Israeli medical community over the importance
of such testing.14

The purpose of testing  screening, as opposed to diagnosis  was not asked, but may have
contributed to differences. We would expect testing for diagnostic purposes to be more
prevalent among Jewish women, given their greater frequencyof clinical breast examinations
and higher incidence rates of breast cancer.

Cultural factors undoubtedly account in part for the lower ratesof testing to detect breast and
cervical cancer reported by Arab women. However, interpretation of our findings is limited
by a lack of comparative information on the promotion of testing by providers in each sector,
on Arab and Jewish women's knowledge about what constitutes an examination and its
importance, and on the extent to which Arab and Jewish women request these preventive
services. The panel of reviewers from the Arab sector commented on the strong preference of
Arab women to receive preventive services from female physicians. They noted that some
Israeli Arab women traveled to towns in the West Bank (Tulkarm and Jenin) in order to be
examined by a female physician. Unfortunately, this survey did not ask womenif they would
request or consent to preventive testingif they had a female physician. Further, no information
is available on the reasons women were tested. The panelists commented that the Arab women
who reported having had clinical breast examinations and PAP tests may already have had or
may have suspected having a health problem, which may have made the issue of physician
gender irrelevant.

Satisfaction with Sick Fund Services
Most Arabs (899S>) and Jews(83 ^>) were either satisfied or very satisfied with sick fund
services in general.15 This difference was not statistically significant. The panel of Arab
reviewers commented that Arabs' satisfaction with services might be heavily influenced by
their low expectations and lackof consumerism, and by the relatively low level of services in
the Arab as compared to the Jewish sector. Under these conditions, any improvement in sick
fund services might boost satisfaction to a greater degree among the Arab than among the
Jewish population.

Regarding specific components of care (such as the professional level of physicians,
interactions with staff, the selectionofmedications available, laboratory services, referrals, and
maintenance of facilities), the majority (over 70$>) of Arabs and Jews again reported being
satisfied or very satisfied, as opposed to being not satisfied or not so satisfied (see Table 4).

14 In the United States, a panel of experts of the National Institutes of Health recently concluded that
virtually all deaths due to cervical cancer could be prevented by routine PAP tests (New York Times,
1996).

15 A slightly lower percentage of Arabs than Jews reported that they were very satisfied (2096 and 2570,
respectively).
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Table 4: Satisfaction with Sick Fund Services since Implementationof the National Health Insurance Law (in 70)

Arabs Jews

Very Not so Not Very Not so Not
Service Satisfied Satisfied Satisfied Satisfied Satisfied Satisfied Satisfied Satisfied

Primary Care Physician
professional level 25 63 7 5 34 48 13 5
demeanor 36 53 6 5 48 42 6 4

Nurse's demeanor 24 63 9 4 37 50 9 4

Professional level of specialist 17 68 7 8 29 50 15 6

Attitude of office staff 23 61 12 4 25 55 14 6

Selection of medications 16 55 17 12 22 51 14 13

Ease of obtaining referral,
payment guarantee 21 63 7 9 30 48 11 11

Laboratory services 11 68 10 11 25 54 13 8

Maintenance of facilities* 33 66 1 39 53 5 3

Overall satisfaction 20 69 5 6 25 58 13 4

* ChiSquare (Pearson) pvalue<.01



In both groups, satisfaction was highest with facility maintenance and lowest with laboratory
services and the selection of medications. On the whole, the results were not statistically
different; however, for each component of care Arabs were clearly less likely than Jews to
report being very satisfied. For this reason we performed an additional logistic regression
analysis with responses grouped as "very satisfied", versus all other responses. Using this
approach, Arabs were found to be statistically significantly less likely to be very satisfied with
only oneof the components of care " laboratory services.16

When asked the main reason for their membership in their current sick fund, "lack of another
sick fund in the area" was cited by only 139& of Arab respondents (mostly from small villages
and towns of less than 10,000 residents). This is an interesting finding, given that the smaller
sick funds have historically had a reduced presence in the Arab sector, compared to KHC
(Reiss, 1991). Other reasons (e.g., the qualityofmedical treatment) may have been cited more
frequently because in a sector heavily dominated by one sick fund, the idea of choice may still
be an unfamiliar one.

Similar percentages of Arabs (13^ and Jews (169S>) believed that they could obtain better
medical services from a sick fund other than the one in which they were currently enrolled.
When asked why they had not actually transferred to the preferred sick fund, most Arab
respondents reported reasons of "distance" (21$>), "convenience" (21 70), or that they preferred
to remain in the care of "a certain physician" {2\70), while most Jews reported "passivity and
laziness" (2970), "distance"(22X) and "suspected rejection or dififculty enrolling" (189£).
Only 170 of Jews reported that "convenience" was a decisive factor. The limited presence of
the smaller sick funds in peripheral regions, where mostof the Arab population is located, may
explain in part why Arabs were more likely to mention either distance or convenience as
keeping them from transferring to their preferred sick fund.

A somewhat higher percentage of Arabs (5^ than of Jews (19£) reported that they had
transferred to another sick fund between January 1, 1995 and the timeof the survey  that is,
at the ifrst opportunity to transfer under the National Health Insurance Law. The survey data
do not indicate the degree to which this relfects an increase in the availability of sick fund
facilities in Arab towns in the wake of the law, an increase in the ability of the Arab
population to use geographically distant services, or a high level of awareness among Arab
respondents of their right to enroll in the sick fund of their choice without being rejected.

16 A followup study of patients discharged from selected Israeli hospitals piror to the law also found
few differences in the satisfaction of Arabs and Jews with a range of departments and components
of care (Yuval, Rosen, Chinitz and Kuglemass, 1995).
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Supplemental and Commercial Insurance
Supplemental Insurance
Israeli Arabs were much less likely to report having supplemental insurance through their sick
fund than were Jewish Israelis (18^> versus 3890; X2 pvalue <.O1). Arab respondents were
much more likely to report not knowing whether they had such insurance (2\70 versus 870;
X2 pvalue < .01). Both of these findings remained statistically significant after controlling for
income and sick fund. The Arabs1 greater likelihoodof not having supplemental insurance may
be due in part to their being less informed about it (see below). About half of both the Arabs
and the Jews who reported having supplemental insurance reported having purchased it after
January 1995.

The difference in reported prevalence of supplemental insurance among Arab and Jewish
members of KHC  which serves the majority of both populations  was not statistically
significant (109£ and 1170, respectively). However, the difference in actual prevalence of
supplemental insurance is not known, since a significantly higher percentage of Arab than
Jewish members of KHC reported they did not know whether they had supplemental insurance
)22 9£ and \\J0\ respectively; X2 pvalue < .01). The small number of Arab members of the
three smaller sick funds precluded our conducting a separate analysis for each of them.

Most Arab respondents (1870) reported receiving no information or inadequate information
about supplemental insurance from their sick fund. Sixtythree percent of Israeli Arabs and
329£> of Jewish Israelis reported that they had not received any information about supplemental
insurance. Only 2270 of Arabs and 32^1 of Jews reported that the information they had
received met their needs. The remainder did not know whether the information they had
received was adequate. The difference in the degree to which the two populations were
informed remained statistically significant after controlling for sick fund, education, gender,
size of town, and region. Within KHC, the findings were similar, and the difference between
Arabs and Jews was statistically significant (pvalue < .001). We did not ask in what language
information was provided; if the Arab population received information in Hebrew only, this
may have influenced their comprehension of it. Further, the apparent difference in how
supplemental insurance is marketed to Arabs and Jews may be indicative of a lack of
supplemental services for the Arab population, difficulty reaching the Arab population through
the mail, or the sick funds' perception that the Arab population is less likely to purchase
supplemental insurance for financial or other reasons. However, our findings indicate that
Arabs show a relatively high level of interest in purchasing supplemental insurance.

Among members of KHC who reported having no supplemental insurance, a significantly
higher percentage of Arabs (26?£) than of Jews (99J>) reported intending to purchase it in the
near future (X2 pvalue <.01). This difference remained statistically significant after
controlling for income, age, gender, size of town, and region. Again, these findings may be
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due to differences in the degree to which Arabs and Jews were informed about supplemental
insurance.

Among those who were aware that they had supplemental insurance, most Arabs (83!?£) and
Jews (5390) mentioned surgery (in Israel or abroad) as the most important service offered by
their policy. Jews were more likely to mention other services such as nursing care, choice of
physician, and consultations with specialists.

Commercial Insurance
Relatively low percentages of both Arabs (1390) and Jews (169£.) reported having any
commercial insurance, including dental insurance; this difference was not statistically
significant. According to the 1993 Family Expenditure Survey (Central Bureau of Statistics,
1994a), 59£ of Arab families and 159& of Jewish families had expenditures for commercial
insurance (including dental insurance) prior to the law; this difference was statistically
significant.

Arabs with commercial insurance were much more likely than were Jews to report having
insurance that covered private physician services, including surgical procedures (60$> and
2X90, respectively). The large difference in insurance for private physician services may reflect
the greater reliance on such services by the Arab population, due to differences in the
distributionof and access to sick fund services between the Arab and Jewish populations. A
somewhat lower percentage of Arabs than of Jews with commercial insurance reported having
dental insurance(45 ^> and55 ^>, respectively). Differences between dental and general
commercial insurance coverage among Arabs and Jews may be related to the fact that dental
insurance is usually obtained through an employer and insurance for private physician services
can usually be obtained by an individual.

Summary and Discussion

By providing for universal health insurance coverage, the National Health Insurance Law has
directly addressed one dimension of inequality in health and health care in Israel  the
proportions of different population groups with health insurance  and will probably influence
others  the availability, utilization, and quality of health services; the distribution of public
and private components of health services; and, ultimately, health status. In addition to
universal coverage, the law institutes a capitation system that finances each sick fund based on
the number of its members and their age mix, but not income levels. These changes are
expected to make the Arab population financially more attractive to the sick funds, in turn
increasing sick fund competition in the Arab sector and raising the level of health services in
Arab neighborhoods, villages and towns. For these reasons, many view the law as an important
step toward the advancement of health care services for the Israeli Arab population.
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Indeed, soon after the law's implementation, we found that a significantly larger proportion
ofArabs reported perceiving an improvement in sick fund services than did Jews. Further, the
highest percentage of Arabs reporting an improvement in services was among residents of
small, peripheral towns. The evidence of an increase in the level of services in the Arab sector
offered by sick fund members' perceptions is reinforced by anecdotal evidence from Arab
health care experts of increased competition among sick funds since enactmentof the law. Of
particular interest are their anecdotal reports of an increase in the numberof clinics already
established or under development by the three smaller sick funds, as well as by KHC, in Arab
towns and villages since implementation of the law. Clearly, the Arab population is of
increasingly higher priority to the sick funds; however, it may still be of lower priority than
is the Jewish population. A more indepth understanding of changes in the level of services for
Arabs will require information on the sick funds' allocation of resources (personnel,
equipment, facilities) to different population groups, as well as on changes in the quality of
care since implementation of the law.

In addition to their having a greater likelihood of reporting improvement in the level of
services, Arab respondents had a more positive attitude than did Jewish respondents toward the
law's influence on the equity of care for the poor and elderly, and were less likely to report
an increase in family expenditures for the new "health tax", relative to past payments to sick
funds. On the basis of these findings, one can appreciate why Arab respondents also reported
greater overall satisfaction with the National Health Insurance Law and greater expectations
for future improvement in health services.

Consistent with the literature prior to the law, our survey found that Arabs report less use of
mental health services and 24hour emergency facilities than Jews (turning more often to
private physicians for afterhours emergency care), lower levels of general health status and,
among those with chronic health problems, greater limitations in performing activitiesof daily
living. Differences not previously noted in the literature include the Arabs' reduced likelihood
of receiving preventive services (such as blood pressure and clinical breast examinations) or
information about supplemental insurance from their sick fund. Further, Arabs who believed
that they would obtain better services from a different sick fund were less likely than Jews to
actually transfer to that fund, usually due to its geographic distance or another inconvenience.

Oneof the policy goalsof the National Health Insurance Law is to provide health care services
of reasonable quality, timeliness, and distance from an individual's residence to all segments
of the population.17 This survey found no significant differences between Arabs' and Jews'
satisfaction with sick fund services (except for Arabs' lower satisfaction with laboratory
services), access to primary care for those who reported having a regular family physician
(travel time, waiting time, and convenience of office hours), or time lapse between a request

17 The law does not specify what constitutes "reasonable" quality, timeliness and distance.
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for and receipt of specialty care  issues not examined prior to the law. However, Arabs were
more likely than Jews to report that the travel time to their family physician and the interval
between referral for and receipt of specialty care were unreasonable.

In light of these findings, as well as the absence of more detailed information on access to
primary, specialty and preventive care, more indepth study of access to care is needed to
assess the degree to which the law's goals of timeliness and access are being attained. This will
require investigating vulnerable subpopulations not included in this survey, as well as the
access to a broader range of preventive services by the Arab population.

Survey findings provide evidence of reductions in gaps between Arabs and Jews documented
prior to the law in the following three areas: Arabs' lower use of specialists, their lower
acquisition of commercial health insurance, and the higher proportion of them with
expenditures for private physicians. However, we may have overestimated the extent of
reductions in these differences due to the lackof households without telephones in our survey.

Because of this lack, the findings of this survey are not generalizable to the entire population.
Arabs without telephones probably comprise, but are not limited to, two subpopulations
(constituting approximately 570of the Arab population) which have special needs for curative
and preventive services according to the CPHSAPI (Ministry of Health, 1993): residents of
small villages and settlements (fewer than 2,000 residents) without official municipal status;
and Bedouins living outside fixed locations in the Negev. At the end of 1992, there was still
a sizeable difference in the Arab and Jewish households without telephones QhVo of Arab
households, versus 5% of Jewish ones); this difference was most prominent in the lower
income deciles (Central Bureauof Statistics, 1994a). Such a difference would have constituted
a potential source of bias, to the extent that it still existed in 1995.

The exact nature and extent of this bias is unknown, and probably varies. For example, if
Arabs without telephones had been included in the study, the percentage of Arab respondents
who reported that their level of health services had improved over the past year might well
have been even higher than that reported here. This is because, even within the Arab
population, lowincome groups probably benefitted most from national health insurance; before
national health insurance, they were characterized by relatively high rates ofuninsurance, and
even the insured among them appeared to have been a low priority for the sick funds, due to
their low income levels.18 Likewise, inclusion of those without telephones would probably
have enlarged the differences reported herein in Arabs' and Jews' access to and utilization of
health services, acquisition of commercial insurance, and rates of uninsurance (as reflected in
sick fund enrollment prior to implementationof the law). To improve estimates of differences

18 Small sample size precluded a separate analysis of previously uninsured Arabs.
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between the health care of Arab and Jewish populations and to increase generalizability, future
studies should include vulnerable subpopulations.19

Overall, the survey findings are consistent with the trend prior to national health insurance of
the persistence of differences in the health and health care of Arabs and Jews, despite
continuous improvements in the health care of the former. The identificationof differences and
the assessment of changes over time in the magnitude and direction (i.e. which group is at a
disadvantage) of differences is an important element in the assessment of equity.

Of course, documentation of differences and similarities between population groups does not
necessarily indicate the absence or attainment of equity in health care, respectively. Equity
does not mean that different groups automatically be provided with the same type and amount
of service, or that they have the same utilization rates. Rather, equity requires that the content,
quantity, and accessibilityof the services provided, and the ratesof utilization, match the needs
of each population group, and that services of similar quality be provided in a culturally
appropriate manner. Furthermore, it is important to note that the National Health Insurance
Law is not expected to close all gaps between Arabs and Jews, as health and access to health
services are determined by an arrayof socioeconomic, cultural, behavioral and environmental
factors, as well as by those health system factors that can be controlled or affected by the law.

The survey findings presented here were reviewed by a panel of health care experts from the
Arab sector. They provided anecdotal evidence which validates manyof the key findings. For
example, they reported increased competition among sick funds in Arab towns and villages as
evidenced by a growth in the numberof clinics and the improved availability of pharmacy and
specialty services. At the same time, the reviewers underscored the need for a more indepth
look at several issues of particular importance to the Arab sector.

It should be borne in mind that the primary objectiveof the Institute's survey was to assess the
impactof the law on the general population; the survey instrument was designed accordingly.
It is thus possible that some aspects of health care services of particular importance for the
Arab sector may not be covered in this paper.

The findings and the reviewers' comments highlight the importance of further collaborative
research to assess the degree to which equity is being attained in the health care of Arabs and
Jews following implementation of the National Health Insurance Law, and the degree to which
this influences the health statusof Arabs. Indeed, the next roundof JDCBrookdale survey will
be supplemented with additional questions of particular importance to the Arab population. In

19 To this end, we plan to conduct facetoface interviews in Arab households without telephones in
small villages, as a supplement to the 1997 round of the JDCBrookdale Institute's annual survey of
the general population following the National Health Insurance Law.
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addition, the number of Arab respondents will be increased substantially to allow for amore
indepth look at the experience of vulnerable subgroups within the Arab population.

1
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תקציר

בספרות לטובתה. לפעול צפוי החדש הבריאות ביטוח חוק אשר פגיעה אוכלוסייה מהווים ישראל ערביי
בהשוואה טוב פחות בריאות במצב התאפיינה הערבית האוכלוסייה החוק הפעלת שלפני כך, על מדווח
פחות בקופותהחולים; מבוטחים פחות בריאות; מצב של יותר נמוכים מדדים היהודית; לאוכלוסייה
של יותר נמוכים ושיעורים ומרפאות; הבריאות שירותי לספקי פחותה נגישות ודנטלי; מסחרי ביטוח
ערביות משפחות של יותר גבוה לשיעור בנוסף, שיניים. ורופאי מומחים ראשוניים, רופאים אצל ביקורים
הנמוכה הנגישות של תוצאה שזוהי סוברים רבים פרטיים. רופאים אצל ביקורים בגין הוצאות היו
הבריאות במצב האחרון בעשור שחלו השיפורים למרות הציבוריים. הבריאות שירותי של יחסית
הטיפול שירותי ובנגישות הביטוחי בכיסוי ובעיקר הערבית, האוכלוסייה בקרב הבריאות ובשירותי

החוק. שלפני בתקופה פערים קיימים היו עדיין בהם, והשימוש הראשוני

החוק אוניברסלי. ביטוחי כיסוי מבטיח ,1995 בינואר לתוקפו נכנס אשר ממלכתי בריאות ביטוח חוק
של הגילי וההרכב המשפחות גודל על המבוססת קפיטציה, נוסחת לפי לקופותהחולים כספים מקצה
שערביי לכך לגרום אמור זה הסדר החוק. החלת לפני המצב שהיה כפי הכנסה, על לא אך המבוטחים,
להם המוצעים השירותים רמת את שיעלה דבר לקופותהחולים, יותר אטרקטיבי ליעד יהפכו ישראל

זו. אוכלוסייה בקרב הבריאות ומצב הבריאותי הטיפול לקידום להביא עשוי ומכאן

סקרים בסדרת הראשון טלפוני, לסקר שנענו ויהודים ערבים של תשובותיהם על מבוסס זה דוח
בסוף שנערך הסקר, החוק. הפעלת בעקבות בישראל הכללית הבוגרת האוכלוסייה בקרב ערך שהמכון
הבריאות, ומצב האמבולטורי הטיפול הביטוחי, הכיסוי של שונים היבטים על נתונים אסף ,1995
1,271 כלל המדגם עתה. עד נבדקו לא וחלקם החוק, החלת לפני בספרות נידונו או נחקרו שחלקם

ערבים. ו123 יהודים

של זיהויים ליהודית. הערבית האוכלוסייה בין ההבדלים בבדיקת מתמקד כאן המובא הניתוח
כמובן, משמעה, אין שוויוניות שוויוניות. של הערכה לכל חשובה פתיחה נקודת מהווה ההבדלים
שהכמות אלא שירותים, של כמות אותה ואת סוג אותו את אוטומטית מקבלות שונות שקבוצות
סוציוכלכליים מגורמים הנובעים שלהן, השונים לצרכים מתאימים המסופקים השירותים של והתוכן
ולתרבות למנהגים רגישות תוך יסופקו שהשירותים גם הדבר של משמעו בריאותיים. גם כמו ותרבותיים

בהם. המשתמשת האוכלוסייה של

יותר גדולים משקיבית בעלי יותר, צעירים הם הערבים המרואיינים היהודים, למרואיינים בהשוואה
הארץ. בצפון קטנות כפריות בקהילות לחיות יותר נוטים והם יותר, נמוכות והשכלה הכנסה ורמות
בית עקרות של יחסית הגבוה השיעור בגלל בעיקר לבית, מחוץ לעבוד פחות נוטים הערבים המרואיינים

הערבי. במגזר



הבדלים נמצאו והמין, הגיל משתני על פיקוח לאחר הכללי, הבריאות מצב על העצמי לדיווח באשר
"לא היה בריאותם שמצב לדווח נוטים מהיהודים, יותר הערבים, כאשר ליהודים הערבים בין מובהקים
מבחינה מובהקים הבדלים נמצאו לא מאוד"). "טוב או "טוב" (לעומת "רע" או טוב", "לא טוב", כלכך
בקרב זאת, עם ומוגבלויות. כרוניות מחלות של קיומן על עצמי בדיווח ליהודים הערבים בין סטטיסטית
חמורה מוגבלות על הערבים דיווחו ממוגבלות, או כרונית ממחלה סובלים שהם כך על שדיווחו אלה

יומיומיות. פעילויות בביצוע יותר

הערבים מן במובהק גדול שיעור החוק, החלת לאחר חודשים כשמונהתשעה כי עולה הנתונים מן
חיובית דעה יש גם לערבים קופותהחולים. בשירותי שיפור שחל סבורים (1670) היהודים לעומת (307")

נוטים גם הערבים ולקשישים. לעניים הניתן הטיפול שוויוניות על החוק להשפעת באשר מליהודים יותר
בהשוואה החדש, הבריאות" "מס בעקבות המשפחה בהוצאות גידול על לדווח מהיהודים פחות
רבה כללית שביעותרצון על דיווחו הערבים לקופתהחולים. חבר דמי תשלום בגין הקודמת להוצאה

בעתיד. להשתפר ימשיכו שהשירותים יותר גדולות תקוות להם והיו מהחוק יותר

לערבים יהודים בין הבריאות בשירותי המתועדים שהפערים כך על גם מצביעים הסקר ממצאי
ושכיחות המסחריים, הביטוחים שכיחות מומחים, אצל לביקורים הנוגע בכל בעיקר בחלקם, הצטמצמו
לשביעותרצון בנוגע ליהודים הערבים בין מובהקים הבדלים נמצאו לא פרטיים. רופאים בגין ההוצאה
ושביעות מעבדה משירותי הערבים בקרב יותר נמוכה שביעותרצון (להוציא קופותהחולים משירותי
המתנה זמני קבלה, (שעות הראשוניים לרופאים הגישה לנוחות המרפאות); מתחזוקת יותר גבוהה רצון
אלה כל  ממנו הטיפול לקבלת ועד מומחה רופא אצל תור הזמנת שבין הזמן ולפרק נסיעות), וזמני
להם שלוקח שהזמן לטעון מהיהודים יותר נוטים הערבים זאת, עם יחד החוק. לפני נבדקו שלא סוגיות
הטיפול לקבלת ועד למומחה ההפניה שבין הזמן שפרק וכן סביר, אינו הראשוני הרופא אל להגיע

סביר. איננו ממנו

משתמשים שהערבים הוא החוק, החלת לפני בספרות המדווח עם אחד בקנה העולה מהסקר, ממצא
פרטיים לרופאים יותר תכופות (ופונים מהיהודים פחות דחופה רפואה ובשירותי הנפש בריאות בשירותי

פועלות). אינן שהמרפאות בשעות דחופה רפואה טיפולי לקבלת

לקבל הערבים אצל פחותה נטייה כוללים עתה עד בספרות דווחו ושלא זה, במחקר שנמצאו הבדלים
ועוד, משלים. ביטוח על ומידע קלינית) שד ובדיקת לחץדם בדיקת (כגון מניעה שירותי מקופותהחולים
אחרת מקופתחולים יותר טוב שירות לקבל יכולים שהיו שחושבים מי הערבית, האוכלוסייה בקרב
או גיאוגרפי מרחק בגלל בעיקר עדותם לפי לקופה, מקופה העברה לבצע מהיהודים פחות נוטים

אחרת. מגבלה

לאור עליהם להעיר שהתבקשו הערבי, מהמגזר בריאות מומחי צוות של לידיעתם הובאו הסקר ממצאי
למשל, כך, העיקריים. מהממצאים רבים המתקף בעלפה מידע סיפקו המומחים השטח. את היכרותם



בגידול המתבטאת ערביים, ובכפרים בערים קופותהחולים בין והולכת גדלה תחרות על דיווחו הם
הדגישו המומחים בובזמן, ומומחים. מרקחת בתי שירותי של המשופרת ובזמינות המרפאות במספר

הערבי. למגזר מיוחדת חשיבות בהן שיש סוגיות כמה של יותר מעמיקה בבדיקה הצורך את

כלל על החוק של השפעתו את להעריך היתה המכון שערך הסקר של הראשונית שהמטרה לזכור יש
של מההיבטים שכמה ייתכן לכן לכך. בהתאם עוצב הסקר נערך שבאמצעותו הכלי האוכלוסייה;

זה. בסקר נחקרו לא הערבי למגזר מיוחדת חשיבות בהם שטמונה הבריאות שירותי

המידה על המחקר בהמשך החשיבות על מצביעים הערבי במגזר המומחים של והערותיהם הממצאים
ממלכתי, בריאות ביטוח חוק יישום לאחר הבריאות בשירותי ליהודים ערבים בין שוויון מושג שבה
סקר של הבא השלב ואכן, הערבית. האוכלוסייה של הבריאות מצב על משפיע החוק מידה ובאיזו
בנוסף, הערבית. לאוכלוסייה מיוחדת חשיבות בעלות נוספות בשאלות יתוגבר ברוקדייל ג'וינטמכון
של יותר מעמיקה בחינה לאפשר כדי משמעותי באופן הערבים המרואיינים של מספרם יוגדל

הערבי. במגזר פגיעות תתקבוצות של התנסויותיהם

r



תודות

סוליימן במכון: וביקורם המועילות והצעותיהם הערותיהם על המומחים לצוות מודים המחברים
בג'אסראלזרקא; הרווחה מחלקת מנהל וותר, סאלחאלדין אוםאלפאחם; העיר, ראש סגן אגבריה,
כנענה. וחאטים בריאות; ושירותי למחקר הגליל אגודת לאפידמיולוגיה, האגף זידאני, עלי סאלים

בכתב. הערותיה על הבריאות, במשרד חדרה מחוז מנהלת זמיר, לחן רבות תודות

חביב ולג'ק מג'וינטישראל ג'נרקלאוזנר לדוד ברוקדייל, מג'וינטמכון שימעל למלכה מודים אנו
ולמרים גרינשטיין למרים מודים אנו והנחייתם. תמיכתם הערותיהם, על ברוקדייל, ג'וינטמכון מנהל
עמיתינו לכל גם תודות זה. מסמך של במסירות שערכה ויינשטיין ולמרשה בתכנות העזרה על לוונברג

ובהערות. בעצות העבודה במהלך סייעו אשר במכון

מידע לו וסיפקו בשטח ביקוריו בעת בחמימות אותו שאירחו הבאים לאנשים מודה פרפל מרק
מאותה זידאני עלי וסאלים בריאות ושירותי למחקר הגליל אגודת מנהל גאטס, באסל בנדיבות:
נזיר גוריון. בן אוניברסיטת הבריאות, למדעי המחלקה מוראד, מוחמד וותד; סאלחאלדין אגודה;
מכון נשיא גולדשטיין, לגארי גם מודה פרפל מרק חדרה; יפה, הלל ביתחולים כירורגית, מחלקה יוניס,
הופקינס, ג'ונס באוניברסיטת בריאות ומינהל למדיניות המחלקה יו"ר סטיינוקס, ולדון קריגר, קנדי
ברוקדייל. בג'וינטמכון שלו השבתון בשנת הנדיבה תמיכתם על הציבור, ובריאות להיגיינה ביתהספר



עניינים תוכן

1 מבוא

J רקע

4 מתודולוגיה

5 המחקר אוכלוסיית

8 ממצאים

8 הבריאות מצב על עצמי דיווח

8 1995 ינואר מאז קופותהחולים של השירותים ברמת נתפסים שינויים

11 בריאות על בהוצאות נתפסים שינויים

12 שוויוניות על החוק השפעת כלפי עמדות

12 ממלכתי בריאות ביטוח מחוק כוללת שביעותרצון

13 בהם והשימוש הבריאות שירותי נגישות

17 מניעה שירותי של נבחרים היבטים

19 קופותהחולים משירותי שביעותרצון

22 מסחרי וביטוח משלים ביטוח

23 ודיון סיכום

28 ביבליוגרפיה



לוחות רשימת

6 המחקר אוכלוסיית של דמוגרפיים מאפיינים :1 לוח

7 אוכלוסייה קבוצת לפי בקופותהחולים, חברות :2 לוח

יישום מאז קופותהחולים שנותנות השירותים ברמת נתפסים שינויים :3 לוח
10 ממלכתי בריאות ביטוח חוק

בריאות ביטוח חוק יישום מאז החולים קופות משירותי שביעותרצון :4 לוח
20 ממלכתי


