
Primary Health Care 

Shilling Resources in Israel 

~ 
f we analyse the budget of almost 
every health care system we will 
find that hospital care takes up the 

largest single proportion, usually ac
counting for more than half the total. 
Although it is clear that most medical 
care is given outside the hospital and 
does not require resources generally 
concentrated in hospitals, little has 
been done to divert manpower, equip
ment and capital away from these 
institutions. 

Today, changes in the economic situ
ation and in the consensus view as to 
what constitutes good medical care 
provide us with the rational to shift 
resources to the community. We now 
accept that : 
- a reduction in hospital services holds 

the greatest potential for cost con
tainment; 

- patients should be kept within their 
homes and communities to the ex
tent possible. to minimise the trauma 
of illness and maximise the sup
port provided by their surroundings. 
When overnight care is necessary it 
should be as short as possible, with 
the hospital stay forming a planned 
stage in the diagnosis and treatment 
within the referral chain; 

- primary health care can be most 
effective when it is provided in a 
facility which stimulates team work 
among health professionals at all 
levels, ensures continuity of care and 
encourages a concentration of both 
knowledge and equipment. 

Over the last decade, the use of 
general hospital care has dropped by 
almost 20 per cent in Israel, despite the 
significant aging of the population and 
advances in hospital-based techno
logies. The push to use less in-patient 
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care came from the efforts at cost
containment undertaken by Kupat 
Holim, the health insurance system re
sponsible for over 80 per cent of Israel's 
population. 

The decrease in the use of hospital 
care is very important; no national 
health policy will promote a reallocation 

The health service in Israel makes a consid
erable effort to treat patients at home 
whenever possible, rather than in hospitals. 
Photo WHO/J. Smith 

of resources which gives less to hospi
tal care unless it has already been 
proven that the population is able to do 
with fewer in-patient days, that is. 
fewer general hospital beds. When re
allocation to community care involves 
closing hospital beds, as is now the 
case in a number of countries including 
Israel, the difficulties are tremendous. 

with local political 1ssues often chal
lenging national health care and 
economic issues. 

Before shifting resources to com
munity health services, there will prob
ably be attempts to shift from general 
short-term beds to long-term beds for 
the chronically ill. and thereby preserve 
the total number of beds and institu
tions. Positive developments within the 
hospital complex will include the opera
tion of day care departments for a range 
of services. from minor surgery to renal 
dialysis and chemotherapy. In countries 
where hospital beds were previously 
considered in short supply, it may be 
easier to change direction, as building 
new facilities is always more popular 
than closing existing services. In both 
cases. however. the shift to com
munity-based primary health care will 
require at least two pre-requisites: 
firstly, the existence of sufficient hospi
tal facilities to provide the necessary 
back-up in terms of specialist man
power and equipment. on a regional 
basis; and secondly, commitments by 
the system responsible for the realloca
tion to strengthen the planning of ser
vices and to undertake the training of 
manpower for primary health care. 

Primary health care is a concept that 
can be practised in different frame
works, by different health professionals 
working alone or in teams. The basic 
question we face in seeking the con
tinued effectiveness of the shift in re
sources away from the hospital is how 
to organize and finance primary health 
care. lt must be developed on the 
foundation of a system that encourages 
primary health care as front-line care, 
screening referrals to other services 
and bearing responsibility for the coor
dination of their use. as well as being 
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responsible for concentrating all medi
cal information on the individual pa
tients . The system which provides this 
foundation must also guarantee flexibili
ty to deal with local and regional 
changes In age-structure, disease pat
terns and socio-economic differences 
in the communities served . 

In Israel, the framework in which 
primary health care is provided is the 
health insurance system mentioned 
earlier, which integrates prepaid health 
insurance and the nationwide delivery 
of comprehensive health services . 
Primary health care is given in a net
work of over 1 ,260 community-based 
clinics or health centres, serving popu
lations ranging from several hundred in 
rural areas to 20,000 in the cities. 

Each of the community-based clinics has its 
own drug dispensary. 
Photo WHO/J. Smith 
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The clinics are staffed by physicians, 
nurses, paramedical an.d clerical per
sonnel, most of them on a full-time 
basis, with no fee-for-service element 
in their salaries. The insured are regis
tered with a regular primary health care 
physician (children with a primary 
paediatrician in urban clinics). each of 
whom have a list of 1 ,500 members on 
the average. In smaller rural clinics, 
basic drugs are dispensed by the doctor 
and nurse. In larger clinics (serving over 
4,000 population), dispensaries are 
staffed by qualified pharmacists . Basic 
tests are done in the clinic, and speci
mens are sent to regional laboratories in 
larger clinics for more sophisticated 
tests. Patients are referred to regional 
polyclinics or the out-patient depart
ment of the local hospital for other 
diagnostic services and specialist care. 
The entire system is financed by a 
social security mechanism, with em
ployee and employer contributions pro-

viding the main revenues. The only 
patient charges are a nominal charge for 
prescription drugs. 

While this form of organizing primary 
health care is as old as the health 
insurance system itself (established in 
1911 ), the recent increase in resources 
for primary health care, resulting from 
reduced hospital expenditures, has 
been aimed at strengthening this net
work in four ways. 

Firstly by changing the scope of prim
ary health care, since the on-going 
analysis of disease patterns, demo
graphic trends and medical knowledge 
shows that new roles must be underta
ken by the providers of primary health 
care. Among the methods are health 
education, and all stages of prevention, 
including visits initiated by the doctor to 
cover individuals in vulnerable age
groups who seldom seek care, or to 
carry out specific early detection pro
grammes. In terms of resources, health 
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education courses for the regular clinic 
staff have been introduced, backed 
up by the addition of trained health 
educators operating on a regional basis . 
In the same w ay, allocations for other 
paramedical health providers. such as 
dieticians and social workers. support 
the community clinic staff . Home care 
is encouraged, and additional rehabilita
tion and housekeeping services are pro
vided in liaison with regional home care 
units. As techniques are developed, 
community clinics, particularly those 
which serve as rural health centres. 
have introduced a form of "day care" 
to allow for observation or treatment 
(such as oral rehydration) over several 
hours. 

Secondly by developing team-work. 
While the doctor and nurse constitute 
the basic team members, the changing 
content requires clear definitions of the 
function of each provider of care in the 
community clinic . Both roles and defini
tions are being developed. as well as 
techniques to promote good communi
cations between all clinic staff. Re
sources are also being directed to de
veloping the administration of the clinic. 
towards more efficient handling of pa
tient demand, medical records, referrals 
and clinic supplies . At the same time. 
new models for community participa
tion are developing. 

Thirdly, new design of the primary 
health care clinic . A national unit has 
been established to assist in planning 
each clinic and examining the popu-
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lation structure. particularly the epide
miological and socio-economic charac
teristics . Standards have been de
veloped to allow for the efficient flow of 
patients and staff, adequate space be
ing provided for such new functions as 
giving health education to groups. 

Fourthly, involvement in training . In 
order to create primary health care 
manpower and maintain its level, the 
health insurance system itself has de
voted resources to training . One major 
undertaking is to provide positions for 
supervised practice over a two-year 
period for doctors in accredited com
munity clinics . Extensive continuing 
medical education is available for all 
clinic doctors by including 24 days a 
year of post-graduate training as part of 
the wage agreement. Similar arrange
ments have been developed for nurses. 
and the nursing school curriculum is 
being changed to make provision for 
community medicine. 

Among the 38 targets set by WHO's 

European Regional Office on the road to 
Health for all by the year 2000, Target 
27 states that "by 1990, in all Member 
States. the infrastructures of the deliv
ery system should be organized so that 
resources are distributed according to 
need, and that services ensure physical 
and economic accessibility and cultural 
acceptability to the population . " The 
model described here. both in terms 
of the existing primary health care 
framework and the directions for addi
tional resources , would seem to pro-

Doctors specialising in family medicine 
spend half of their four-year course in the 
community clinic. Photo WHO/J. Smith 

vide the necessary elements to achieve 
this target. 

Such a primary health care system, 
with continu ity between patients and 
the entire teams, is best placed to 
introduce health promotion and can 
play a crucial role in early detection. 
Preventive methods are too often re
jected because of their high cost and 
low yield . If some diseases can be 
prevented by making primary preven
tive measures part of the routine work 
of the clinic team, at minimal cost. it is 
very likely that less will be spent on 
treating the illness. Close involvement 
in the post-hospital care of the patient 
with a chronic condition in an advanced 
stage will also enable the team to use 
secondary prevention methods to keep 
the patient in the community with the 
least possible discomfort. 

In the past. there has been a certain 
prestige involved in developing new 
and highly sophisticated hospital 
facilities. In aiming for Health for all by 
shifting resources to primary health 
care. any loss of such prestige will be 
more than compensated for by the 
benefits of a network of modern. well
staffed and well-equipped community 
health centres, sensitive to the chang
ing needs of the population they 
serve. • 
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