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Israel is a relatively rapidly growing country with a high fertility rate and a young population. These data emphasize
the importance of an efficient and appropriate pediatric service for its population. Although the pediatric service in
Israel has attained several achievements, such as a relatively low infant mortality, high vaccination rates, and a pri-
mary care service that is mainly based on licensed pediatricians, several challenges, such as overcoming inequal-
ities in health care and health indices between different regions and different populations within the country and the
provision of a more organized mental and dental health care service to children, need to be addressed. (J Pediatr
2016;177S:S107-15).
T
he State of Israel was established in 1948. It is located in the southeastern shore of the Mediterranean Sea. Considering its
small size, the geography of the country is diverse and includes the hilly north, the coastal plain, and the Negev desert in
the south. Natural water sources are scarce, and the country increasingly relies on desalination, which now supplies

about 30% of the drinking water and is planned to supply 50% by the beginning of 2016. The majority of the population lives
on the narrow strip of land constituting the coastal plain, and over 90% of the population is urban. Population density is among
the highest in the Western world with 358.8 people per km2.
Sociodemographic Structure
In the 67 years since the establishment of the state, the population increased from 806 000 to 8.3 million in 2015. This popu-
lation growth has resulted from a natural increase and waves of immigration. The country’s population typically has a rapid
growth rate, a relatively high fertility rate, and a young population of which, in 2014, 28.2% was less than 14 years of age
and only 10.2% were older than 64 years. Although the population growth rate has decreased from a high of 3.5 between
1990 and 1995, and was 1.9 in 2013, it is still much higher than all European countries and 3 times higher than the Organization
for Economic Cooperation and Development (OECD) average of around 0.6% (Table I).1

Seventy-five percent of the population is Jewish and 21% is Arab. Even through the overall general fertility rate is slowly
rising and was 3.05 in 2013, it reflects a slow rise in the fertility rate of the Jewish population, which is offset by a 25%
decline in the general fertility of the Muslem Arab population from 4.7 to 3.35 over the last 13 years. There is an increasing
trend to delay childbearing, and presently, the median age at first birth is 27.2 years, up from 25.5 years in 1990. The average
family size is 3.71, and an estimated 8.3% of children live in single parent households. The annual birth cohort in 2014 was
176 600 births (Table I).1
Economy
Throughout its history, armed conflicts with neighboring Arab countries and large-scale immigration have posed heavy
burdens on the Israeli economy, thus creating the need for loans and extensive foreign support. Despite these challenges,
Israel is a developed, industrialized country that has a growing economy. Its gross domestic product (GDP) per capita grew
more than tenfold since 1950 and in 2014 was US $33 300. With a GDP of US $243.93 billion (Table II), Israel was
accepted into the OECD in 2010. Despite its growing economy, Israel has the highest rate of child poverty among
OECD countries with a child poverty rate of 31% in 2014, up from 12.8% in the 1990s.2 This can be attributed to cuts
in the funds for a social safety net for the entire country as well as declining governmental child support payments.

Income inequality in Israel is also among the top 5 countries in the OECD.1
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Table I. Sociodemography

1949 (or later date) 1990 1995 2000 2005
2012 (or latest
available data)

Total population (thousands) 1174 (1949) 4821.7 5619 6369.3 6990.7 8345 (2015)
Population 0-14 y (thousands) 630.3 (1955) 1493.7 1648.4 1817.2 1964.1 2293 (2014)
Population 15-24 y (thousands) 274.9 (1955) 844.2 993.3 1089.4 1129.7 1211.9
Population over 65 y (thousands) 85.2 (1955) 442.2 554.5 622.8 687.5 832.9
Annual population growth rate (%) 3.2 (1961-1971) 3.09 2.67 2.64 1.76 1.86 (2013)
Population density (people per km2) 43.1 (1948) 215.34 256.24 290.62 320.24 372.43 (2013)
Average family size 4.20 (1970) 4.12 4.04 3.91 3.82 3.72 (2013)
Mean age of woman at first childbirth n/a 25.5 25.2 25.7 26.7 27.3 (2012)
Fertility rate 3.93 (1955) 2.82 2.9 2.95 2.84 3.05 (2013)
Birth rate (per 1000 people) 23.8 (1967) 22.2 21.1 21.7 20.8 21.6
Death rate (per 1000 people) 6.4 (1967) 6.8 6.3 6.0 5.6 5.3
Distribution of population (rural/urban)

thousands
489.4/1624.5 (1960) 449.2/4210.7 506.4/5038.5 553.2/5735.7 587.8/6342.2 637.2/7273.2

Age dependency ratios (population 0-14 y:15-64 y)
(population 0-14+ y > 65 y:15-64 y)%

69.85 (1960) 67.07 63.23 61.46 61.00 62.5

Proportion of single parent households (%) n/a n/a 9.3 11.4 13 13 (2013)

n/a, not available.

THE JOURNAL OF PEDIATRICS � www.jpeds.com Volume 177S
Political Context

Israel is a parliamentary democracy in which numerous po-
litical parties vie for representation in elections every 4 years.
Because no one party has a majority representation in the
120-member Knesset (parliament), Israel has a coalition gov-
ernment. From 2001 to 2013, the average value of the corrup-
tion perceptions index was 63.62 points, with a maximum of
76 points in 2001 and a minimum of 58 points in 2011. (The
index value ranges from 0 to 100; 100 is the ideal score.)

Israel is an active member in several major international
organizations, including the United Nations and the World
Health Organization (European Region). It is a signatory to
many significant international agreements, including the
General Agreement on Tariffs and Trade, the Framework
Convention on Tobacco Control, and the Convention on
the Rights of the Child.
Governmental Structures

The Ministry of Health (MoH) has overall responsibility for
the health of the population and the efficiency of the health
Table II. Economic indicators

Start po
if rel

GDP (US $ in billions) 27.1
GDP per capita (US $ in thousands) 7.2
Public expenditure (% GDP) n
Health expenditure, total (% of GDP) 5.4
Unemployment (thousands and % of total labor force) 4

4.5%
Youth (15-24 y) unemployment rate (total labor force ages 15-24 y

unemployed during a specified y)
13.3

Poverty rate total (the proportion of people whose household income
is less than 50% of the median disposable household income, adjusted
for household size)

15.8

Child poverty rate (proportion of children who have an equivalized
family income below 50% of the median family income of the total
population)

8.1

Inequality measure (Gini coefficient) 0.434

S108
care system. The defining characteristic of the health care
system in Israel is its governance by the National Health In-
surance Law (1995), which provides health care to all resi-
dents through 4 health funds (Health Maintenance
Organizations [HMOs]). There are no constraints as to
which health care fund one joins, and a free transfer from
fund to fund is allowed quarterly. The law includes a stan-
dardized “basket” of medical services with a detailed list of
essential technologies, medicines, and therapies. Residents
pay a progressive health tax, administered by the National
Insurance Institute, Israel’s social security organization,
which transfers funding to the HMOs according to a certain
formula based on the number of members in each fund, the
age distribution of members, and a number of other indica-
tors. The HMOs also receive direct financing from the state.
The basket of services is updated annually. The annual in-
crease in funding is not a mandated constant sum but is
instead decided upon yearly by the government. The deci-
sion as to which medicines and therapies are added to the
basket of services is adjudicated by a public committee,
which includes health professionals, public representatives,
religious leaders, and others. In the past, immunizations
int earlier
evant 1990 1995 2000 2005

Latest available
year

(1980) 59.2 91.2 128.3 159.7 268.3 (2014)
(1980) 13.2 17.1 21.3 24.2 33.3 (2014)
/a 55.9 51.3 48.4 46.5 43.0 (2014)
(1962) 7.3 7.4 7.4 7.7 7.5 (2012)
4.5
(1969)

157.8
9.6%

132.5
6.3%

213.8
8.8%

246.4
9%

228.3
6.2% (2013)

(1980) 22.1 14.9 17 17.8 12.1

(1980) 14.3 16.8 17.5 20.6 19.4 (2012)

(1980) 12.8 (1989) 23.2 25.2 35.2 30.8 (2015)

(1980) 0.48 0.497 0.517 0.523 0.505 (2012)
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and other preventive services were not considered in that
basket update, which led to some difficulties in adding
new and necessary immunizations and preventive services.
This has been resolved and now preventive services are
part of the mandated items of the health basket committee.
Since 2008, the budget allocated for preventive services for
children’s health care was more than doubled. In 2010,
dental care for children up to 10 years of age was added
to the basket of services.

In Israel, families of children without legal status are
eligible to purchase subsidized medical insurance, which en-
titles them to the same basic basket of services as resident
children. Much effort is made to increase awareness and
enrollment of these children in the subsidized insurance.
However, in the absence of data regarding the total number
of these children in the country, it is not possible to report
on the coverage.3

Since the introduction of National Health Insurance in
1995, there have not been any major structural reforms in Is-
raeli health care. The Israeli Association of Pediatrics is the
representative organization of Israeli pediatricians. The
main aim of the organization is the promotion of children’s
well-being and health. In order to achieve this goal, the Israeli
Association of Pediatrics acts in several ways: (1) determina-
tion and updating of the residency program in pediatrics
(along with the Scientific Council of the Israeli Medical
Association); (2) educational measures and health initiatives
for professionals and the public, including the publication of
guidelines and position papers; (3) periodic scientific
conferences; (4) initiation of public campaigns and en-
deavors (eg, public campaign for polio vaccination during
the event of silent poliovirus circulation in Israel, appeal to
the Supreme Court against the MoH to prevent the discon-
tinuation of water fluoridation); (5) provision of ethical lead-
ership; and (6) representation of Israel in international
pediatric associations.

Overview on the Israeli Child Health Care
System

All Israeli residents have governmental health insurance by
law. Primary pediatric care is providedmainly by board certi-
fied pediatricians through 4 HMOs. Emergency services as
well as secondary and tertiary care are provided by 24 pediat-
ric wards in 17 hospitals across Israel. Preventive care
including routine vaccinations is provided by a network of
governmental “Drop of Milk” clinics.

Changes and Challenges in the Last 10 Years

New Morbidities—Chronic Illnesses

Asthma. A national survey conducted in 17-year-old boys
between 1999 and 2008 has demonstrated that lifetime
asthma prevalence decreased from 9.7% to 8.1% (P = .002).
The point prevalence of moderate-to-severe and mild persis-
tent asthma decreased significantly from 0.88% and 3.41% to
Child Health Care in Israel
0.36% and 2.44%, respectively. During this period, the prev-
alence of intermittent asthma and asthma in clinical remis-
sion for more than 3 years did not change significantly. The
annual hospitalization rate for asthma decreased from 13.0
to 7.5 per 10 000 population (P < .0001), whereas from
1999 and 2008, the annual death rate because of asthma
decreased from 2.1 to 1.4 per 100 000 population.4

Juvenile Diabetes. A national register following juvenile
diabetes was established by the Israel Center for Disease Con-
trol in 1997. Since then, the incidence of newly diagnosed
cases of juvenile diabetes increased from 8 per 100 000 citi-
zens aged 0-17 years in 1997 to 13.9 per 100 000 citizens in
2013, with a shift to younger ages over the years.

Obesity. School-aged children are routinely measured in
first and seventh grade. Approximately 9% of first graders
have a body mass index per age values greater than 2 SD,
and this rate rises to about 12.8% for seventh graders. Overall
rates of overweight and obesity using a cut-off greater than 1
SD for first graders is around 20%, whereas it is 30% for sev-
enth graders. These rates have been stable for the last 4 years.
A national program for an active and healthy lifestyle was in-
augurated in 2013 and is being implemented in health care
school programs throughout the country.

Disability. It is estimated that some 220 000 children
(8.5%) suffer from a disability. Nine percent of children in
the education system are registered as having special needs.
Approximately 20% of these children are in special schools,
another 20% are in special needs classes in regular education,
and 60% are integrated in regular classes. Although only 15%
of them receive a disability stipend from the National Insur-
ance Institute, in 2012, an expansion of eligibility criteria has
resulted in a 10% increase in the number of children
receiving this financial support.5

Mental Health
In Israel, theMoH is the governmental agency responsible for
developing and coordinating mental health care services. At
the same time, the Ministry of Education and the Ministry
of Social Affairs and Services are also involved in providing
some mental health care-related services.
Child and adolescent mental health services are provided

in many different contexts, including child and adolescent
mental health community clinics, hospital inpatient and
outpatient clinics, individual practitioners (either privately
or through the health plans), child development centers,
nonprofit organizations, and private sector services. Waiting
times in the public community clinics and the outpatient
units tend to be quite long; therefore, many families prefer
a private mental health consultation and service if they can
afford it. Since 2012, the mental health care system in Israel
has been undergoing a reform, which will create a legal enti-
tlement to mental health care. Since July 1, 2015, responsibil-
ity for the provision of mental health care has been formally
transferred from the government to the 4 national health
S109
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plans. The main goals of the reform include improving the
quality of services through better integration of mental and
physical health care and by expanding the availability and
accessibility of these services (particularly to previously un-
derserved populations). Another goal is to improve pediatri-
cian training in mental health problems so that they are able
to address frequent mental health issues on their own.

Dental Care
Dental care in Israel has mainly been provided by private
clinics and, therefore, has not been affordable for many fam-
ilies. A major reform in the pediatric dental care services was
carried out to provide dental care to children as part of the
universal basket of health care. As of July 2010, all residents
of the State of Israel up to 8 years of age are eligible for a
comprehensive set of preventive and restorative dental ser-
vices within the framework of National Health Insurance.
Lately, the coverage was broadened to include children up
to 12 years of age. These restorative services are provided
by the HMOs to their members. Preventive services are pro-
vided by the local authorities and are funded by the MoH.
This service includes screening tests that are carried out as
part of the student dental services in schools.

Several studies were conducted in order to evaluate the im-
plementation of the reform and its effects. In 2013, according
to the studies, approximately 70% of the pediatric dental
treatments were carried out in the public dental health care
system. The program was found to be successful in
improving the accessibility of services to lower socioeco-
nomic status classes to dental care services.

Fluoridation of community drinking water for prevention
of dental caries commenced in 1974 and has become one of
the major achievements of public health.

After many years of failed attempts to implement “volun-
tary” fluoridation by local authorities, Israel implemented
mandatory fluoridation legislation in 2002. Water fluorida-
tion has been proven to dramatically diminish and even elim-
inate social inequalities in dental health, especially among
low socioeconomic communities.6

As of August 2014, the obligation to fluoridate water in
Israel was cancelled and according to the updated water reg-
ulations, fluoridation in Israel is prohibited. Several medical
associations such as the pediatric, public health, and pediatric
dental associations have vocalized their objections to this
measure because it may broaden the inequalities in dental
care in Israel. They have appealed to the Supreme Court in or-
der to revoke this ministerial decision. The new Minister of
Health declared on June 2015 on his intention to resume wa-
ter fluoridation and to expand free dental health to children
up to 14 years of age, and the Israeli Knessent approved the
renewal of water fluoridation in March 2016. An alternative
program to promote dental health care for children by dental
health education is being implemented at the mother and in-
fant care centers, dental clinics, HMOs, and student health
care and dental health care in schools. In order to evaluate
the efficacy of these alternative programs and with the aim
of early recognition of changes in dental morbidity, clinical
S110
monitoring surveys are planned for children and the adult
population. The surveys will be conducted once every 3 years
(in a step-by-step manner).

Health Inequalities
Israel’s health care system has to deal with a complex picture
of health inequalities. In general, citizens who are not Jewish
live in the North or South, and citizens with a poor socioeco-
nomic background are likely to suffer from poorer health
outcomes. In recent years, the government and various health
plans, which have been set up, have undertaken commend-
able efforts in addressing these inequalities. This was done
by encouraging health information in multiple languages,
incorporating remoteness into the formula for allocating re-
sources across health care funds and through capital invest-
ments in peripheral regions.
Initiatives to reduce inequalities in children’s health

include: (1) free dental health care services to children
younger than 10 years; (2) financial impetus to physicians
who practice at the periphery and especially for those moving
from central Israel to the periphery; and (3) governmental
provision of public health care services to pupils in Southern
Israel. In the remainder of the country, these services are
offered by private service providers.

Palliative Care
The pediatric palliative care education program in Israel was
started several years ago in cooperation with adult palliative
care specialists. During the last years, Israeli pediatric pallia-
tive care teams improved the management of all symptoms of
dying with special attention to existential, emotional, and so-
cials demands of the child and the entire family. Most of the
pediatric oncology departments have home care services for
children, providing symptom management during treatment
and end-of-life care.7

Protection of Children
Israel is a signatory to the United Nations Convention on the
Rights of the Child and has submitted multiple reports
regarding the implementation of the convention. The multi-
ministerial and multiorganizational National Program for
the Prevention of and Treatment of Children and Youth at
risk, established in 2006, adopted definitions of risk in accor-
dance with the rights delineated in the convention. These
were used to map the prevalence of risks and needs of chil-
dren in the participating municipalities and localities.
In January 2013, an estimated 400 000 children and youth

aged up to 17 years (17% of this age group) in Israel were
defined as “at risk.” These are youth who engage in risk be-
haviors, have low educational achievements, have emotional
or social problems, are in danger of physical harm (from
others or self-inflicted), or live in threatening, nonsupportive
family environments.
The program covers all municipalities and localities in the

5 lowest deciles and has expanded access and accessibility of
early intervention, parenting, and enrichment programs and
has improved interagency cooperation in these areas as well
Tasher et al
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as new initiatives to respond to the needs of at-risk children
and youth (such as educational reforms, which have
expanded teachers’ ability to provide personalized attention
to children and parents, and the law extending compulsory
education through 12th grade).8

In Israel, a variety of mechanisms are used to identify chil-
dren at risk. Legislation requires reporting cases in which
there is a reasonable suspicion that a child is suffering from
neglect, abandonment, assault, or physical, mental, or sexual
abuse. An infrastructure of services, such as family health care
centers, primary health care centers, preschools, and elemen-
tary and secondary schools, provide children with complete
care. As a result, nearly all of Israel’s children come into con-
tact with professionals who can identify risk situations at an
early stage and who know how to make referrals when neces-
sary. In addition, children who need help may contact the
ombudsman of the National Council for the Child or another
voluntary organization.

Child protection officers are at the forefront of efforts to
protect children in Israel. These officers are involved in crim-
inal investigations in order to defend the child’s interest and
are obliged to report to the police any case where they suspect
a criminal offense.

Israel does not have a national register of children at risk
but information on children at risk is shared by hospitals.
Following several high profile cases of children’s death at
the hands of their parents, an interministerial committee
developed a plan for improved sharing of information and
care for children at risk. Implementation of reporting and
funding awaits legislation.

Postgraduate Training of Child Health
Professionals
Residency in pediatrics in Israel lasts 4.5 years, with one-half
of the time spent in a university-affiliated inpatient hospital
department. Residents spend 6 months training in the
neonatal and neonatal intensive care units, 6 months training
in an ambulatory primary care facility or a secondary care
(advisory referral) general pediatrics outpatient clinic, and
two 3-month rotations in one of the subspecialty disciplines
(ie, pediatric endocrinology, genetics, pediatric gastroenter-
ology, pediatric hemato-oncology, infectious diseases, pedi-
atric intensive care unit [PICU] facility). In addition,
residents devote 6 months of their training to basic science
or clinical research. By comparison, only 5 months of
training in pediatric departments are included in the curric-
ulum of the family medicine trainee/general practitioner and
another 4 months of optional rotation in one of the pediatric
subspecialty disciplines (ie, pediatric neurology and neuro-
development, pediatric nephrology, pediatric endocrinology,
pediatric gastroenterology, pediatric cardiology).

Postgraduate education is available at most hospitals affil-
iated with medical schools. These programs include both
regular and distance education lectures. The 4 HMOs also
provide postgraduate education programs for their em-
ployees. The Associations of Pediatrics in Israel also organizes
annual conferences that provide state of the art lectures as well
Child Health Care in Israel
as discussions regarding medical, ethical, and professional
issues.

Child Health and Well-Being Status
Traditional child health care measures find Israel in a place of
good standing. Infant mortality has consistently declined and
was 3.1 per 1000 live births in 2013 and 2014 (Table III; lower
than the OECD average of 4). Disparities exist and even
though Arab infant and child mortality continue to decline,
the ratio of Arab to Jewish infant mortality has consistently
remained twice as high or higher over the years. An
estimated two-thirds of this difference can be attributed to
a divergence in congenital malformations and genetic
diseases mortality rates, which are largely related to the
prevalence of consanguineous marriages in this part of the
population. Despite policies of folic acid supplementation
for women of childbearing age and wide availability of
prenatal and genetic testing, mortality rates from
congenital malformations have declined little over the past
12 years. Disparities in mortality from perinatal conditions
(preterm birth and others) are less well understood and are
in part attributable to a higher rate of preterm birth among
Arabs, as well as a delayed arrival at a hospital for delivery.9

After the first year of life, unintentional injuries are
an important cause of mortality. Among children aged
1-14 years, unintentional injury is the primary cause of death.
In 2014, a total of 118 children (aged 0-18 years) died from
unintentional injuries. In the 0- to 14-year-old age group, a
decrease of about 7% in the mortality rate from injuries
can be seen, from a rate of 5.7 and 4.7 per 100 000 children
in 2011 and 2012, respectively, to a rate of 4.4 per 100 000
children in 2014.10 Here again are significant disparities be-
tween the Jewish and Arab populations.
Mortality rates from injury among the Arab population are

higher, in all the child age groups, than comparable rates
among the Jewish population. In 2014, mortality rate from
injury in the Arab population was 3.1 times higher and stood
at 8 per 100 000 children aged 0-17 years, as opposed to 2.6 per
100 000 children aged 0-17 years in the Jewish population.
Additionally, there is a clear negative correlation between
low socioeconomic status and injury-related child death
rate. The death rate is 2.6 times higher among children
from low socioeconomic clusters compared with high socio-
economic clusters.
In this area, there has been a significant improvement

regarding the decline in injury-associated mortality. Beterem
(Hebrew for the term “before”) is a nongovernmental agency
with strong support from the government and has spear-
headed many of the activities aimed to reduce injury-related
mortality and morbidity. An important initiative is engaging
support and involvement of Arab municipalities in the
development of a local plan to fight childhood injuries. The
second leading cause of death in children and young adults
(ages 1-19 years) is cancer. Suicide is the third leading cause
of death in this age group. In 2013, the Ministry of
Health established the country’s first ever national suicide-
prevention council. The council assists in carrying out
S111



Table III. Child health and well-being status

1970 1990 1995 2000 2005 2012

Life expectancy at birth, y F 73.8
M 70.1

F 78.4
M 74.9

F 79.5
M 75.5

F 80.9
M 76.7

F 82.2
M 78.2

F 83.6
M 80.4

Perinatal mortality rate 22.6 9.1 7.7 6.7 5.4 4.5 (2011)
Neonatal mortality rate 14.1 6.4 4.5 3.5 2.7 2.2
Postneonatal mortality rate 28-365 d 8.6 3.5 2.3 2.0 1.7 1.2
Maternal mortality rate (100 000 births) 22.3 12.6 6 3.7 2.8 2 (2013)
Infant mortality rate 22.7 9.9 6.8 5.5 4.4 3.1 (2014)
0-5 y mortality rate 28.6 11.5 8.7 6.9 5.6 4 (2012)
% Low birth rate 7 7.2 7.7 8.4 8.2 8.1 (2013)
0-14 y mortality rate (per 100 000) n/a n/a n/a 59.4 47.3 40.1 (2011)
Main causes of child death: % communicable, noncommunicable,

external, unknown
n/a n/a n/a 1/59/9/31 1/61/8/29 1/64/7/27 (2011)

Alcohol consumption (at least once a month) among youth aged
11-16 y

n/a 28.2 (1998) 25.4 (2002) n/a 23.1 (2006) 19.3 (2011)

Smoking (at least once a wk) among youth aged 11-16 y n/a 10.6 (1998) 8.2 (2002) 7.9 (2004) 5.8 (2006) 7.5 (2011)
Adolescent fertility rate (births per 1000 women ages 15-19 y) 49.18 (1961)

35 (1980)
20.37 18.3 17.2 14.7 11.6 (2012)

Immunization rates for measles 81% (1980) 91% 93% 97% 94% 96% (2012)

F, female; M, male.
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national suicide-prevention programs based on a successful
pilot program conducted in 3 communities in Israel.11

Adolescent pregnancy in Israel has been on the decline.Over
the past 14 years, adolescent fertility rate reached a low of
11.6 in 2012 (Table III). Many pregnancies of girls under
20 years of age are associated with a population group
culture that promotes early marriage and childbearing. From
2002 to 2011, the decline in adolescent pregnancy has been
paralleled by a 38% decline in terminations of pregnancies
among girls aged 15-17 years. There is a successful social
support program to prevent repeated pregnancies in
adolescents following a termination.3

Financing

In 2012, health care spending accounted for approximately
7.3% of GDP. In contrast to a rise in the preceding decade,
the share of health care spending in GDP has been stable
since the introduction of National Health Insurance
in 1995.

Human Workforce

According to the Israeli MoH, in 2013 there were 33 785
licensed physicians in Israel. The rate of practicing physicians
per 1000 people is 3.11, close to the OECD average of 3.2.
However, compared with most other OECD countries, the
number of per capita physicians in Israel has declined since
2000, as the size of the population grew more rapidly than
the number of physicians. Until recently, the supply/avail-
ability of Israeli physicians relied heavily on physicians who
were trained in other countries, primarily immigrants from
the former Soviet Union and Eastern Europe. However, as
the massive emigration of the early 1990s dramatically
decreased the former Soviet Union reservoir of potential Jew-
ish immigrants departing for Israel, that source is now drying
up. To address the projected shortage, Israel has expanded its
S112
4 existing medical schools and opened an additional medical
school.
According to the MoH, there are 2687 licensed pediatri-

cians in Israel; 52% of the specialists are younger than
55 years of age. The ratio of pediatricians aged #65 years
per 1000 children age 0-14 years was 0.799 in 2014. The
number of pediatricians with a subspecialty increased
from 299 (20% of total pediatricians) in 1995 to 480
(27% of total pediatricians) in 2006 to 994 (41.5% of total
pediatricians) in 2014, which is an increase of 330%. In
2014, the 5 leading pediatric subspecialties were: neurology
(n = 243), neonatology (n = 160), endocrinology (n = 95),
hemato-oncology (n = 89), and gastroenterology (n = 76).
Salary supplements and special grants are given to doc-

tors who choose to work in pediatric subspecialties with a
severe shortage. Pediatric subspecialties with the greatest
shortages in Israel have been pediatric intensive care,
neonatology, emergency medicine, pediatric hemato-
oncology, rehabilitation medicine, and child and adolescent
psychiatry.11-13

Primary care for children is mostly provided by pediatri-
cians. However, because of the shortage of pediatricians, it
is estimated that family physicians provide primary care to
about one-third of the pediatric population in Israel.
In 2013, there were only 4.8 registered nurses younger than

65 years of age per 1000 citizens, a decrease from the rate in
2000, and much lower than the OECD average of 8.8.
The number of available hospital beds for children is 135

per 1000 pediatric population. The average length of stay is
3.1 and 4.8 days in the pediatric ward and PICU, respectively.
The average bed occupancy rate is 85.2% and 73.9% in the
pediatric ward and PICU, respectively.
The Basket of Child Development Services provides

child development care for children up to 9 years of age.
It includes diagnosis and treatment by multidisciplinary
teams for children with speech and language disorders
and impediments, minor neurologic dysfunctions, certain
Tasher et al
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somatic disorders, attention deficit disorders, and learning
disabilities.14

Provision of Services

First Access Care
Primary care is provided by single practitioners and by group
practices. Some of the physicians are directly employed by the
health care organizations, andothers are contracted for services.
Parents can switch between pediatric health care providers
enlisted in the same health care organization with which they
are registered. Alternatively, parents registered with one health
care organization can transfer to another and, thus, enjoy pedi-
atric health care providers enlisted in the latter. Parents have
direct access to hospitals but will be charged for the service pro-
vided. To avoid the hospital charge, a referral from the primary
health care provider to the hospital is necessary, he/she in this
sense being the gatekeeper of hospital service. A referral to spe-
cialists as the secondary care process follows each of the health
care organizations’ internal rules. In general, there are special-
ists to whom the parents can go directly and others for whom
a referral by the primary health care provider is necessary. After
working hours, parents can either go to a hospital emergency
department (ED) or to a special acute care facility operated
by the health care organization. Another option is a house
call by doctors who are employed by special physicians’
employment agencies. These agencies are contracted by the
health care organizations for this service. Of all of the above op-
tions’ fees, the hospital fee is the highest by far.

Preventive Care, Laboratory Screening, and
Prophylaxis
The MoH takes the lead in efforts to prevent, monitor, and
control communicable diseases, with important support
from the health plans and physicians. At the forefront of
the Ministry’s efforts is a nationwide system of family health
centers. The family health centers were founded by Hadassah
in 1912 and have focused on services for mothers and chil-
dren. They are usually referred to as Tipat Halav (“Drop of
Milk” centers). Family health centers have much in common,
irrespective of who runs them. They are primarily staffed by
public health nurses, with only a small number of physicians
present, and have developed the commitment and capacity to
engage in intensive outreach efforts regarding immuniza-
tions and general health care for children up to 6 years of age.

Vaccination coverage in Israel is high. The country ranks
among the top one-half of Western European countries, with
a 96% measles immunization in 2012. The vaccination pro-
gram is updated regularly, with input from the advisory com-
mittee on vaccinations and infectious diseases.Documentation
of vaccinations is gradually becoming centralized and comput-
erized with the advantage of a potential ability to rapidly
retrieve the complete vaccination status of individuals.14

Newborn Genetic andMetabolic Screening Programs.
All neonates are screened for 11 diseases: phenylketonuria,
congenital hypothyroidism, congenital adrenal hyperplasia,
Child Health Care in Israel
maple syrup urine disease, homocystinuria, tyrosinemia
type I, methylmalonic acidemia, propionic academia,
glutaric aciduria type I, medium chain acyl-CoA dehydro-
genase deficiency, and very long chain acyl-CoA dehydroge-
nase deficiency. Universal screening of all newborns for
severe combined immune deficiency has been available
since 2015.
Starting on January 1, 2010, countrywide hearing

screening of newborns was implemented in Israel. All
newborn infants undergo an otoacoustic emissions test
before being discharged from the hospital. Infants who fail
otoacoustic emissions test or have risk factors regarding hear-
ing loss undergo an automated auditory brainstem responses
test. Screening for iron deficiency anemia is a well-established
practice in pediatrics. Infants have a routine screening test for
iron deficiency at 9-12 months of age. Family health centers
are the primary source of screening for problems in child
development and vision and hearing problems. They also
screen preschool children before this function is taken over
by schools.

Social Pediatrics and Schooling
The Special Education Law (1988) regulates the rights of chil-
dren with special needs in the education system. It determines
the procedures for the placement of such a child in special ed-
ucation and the appointment of members of placement com-
mittees, their panels, and authorities. In addition, the law
determines the length of the school day and school year, the
necessary qualifications of teachers and therapists, the rules
regarding the dates of presentation of an individual learning
program for every child. Following the Special Education
Law, there are 4 kinds of special education services: (1) special
classes for children with special needs operated in schools of
general education; (2) schools and kindergartens geared to
special education; (3) an approved adult “educational sup-
porter” who supports and accompanies the child with special
needs throughout the elementary school study period in a reg-
ular class; and (4) the basket of integration services (ie, the
entire array of services provided for children with special
needs by power of law while they are integrated within the
general education system).
Personal classroom assistance is provided mainly for

mainstreamed children with severe disabilities: autism or As-
perger syndrome, intellectual disabilities or Down syndrome,
visual impairment, or physical disabilities. Nevertheless, ac-
cording to a current report, limited budgets allow for a min-
imal allocation of support hours and very low pay for the
personal classroom assistance. This fact results in a shortage
of helpers, and those who are hired usually lack essential
educational preparation and skills. Consequently, to increase
the support of their child, many parents make extra pay-
ments. According to the Free Education for Sick Children
Law, hospitalized children are entitled to free education,
which is provided through schools operated by the Ministry
of Education in the hospitals. In addition, children with spe-
cial needs who are confined to their homes are entitled to free
distance educational support. The support includes teachers
S113
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who teach eligible students in their homes, computer lending
services, educational software, and materials, as well as
“virtual schools” that enable learning at home.

Emergency Care
Urgent care can be delivered in 3 care settings: (1) primary
health care provider’s office; (2) acute care facilities operated
by the health care organizations; and (3) hospital EDs.

About one-half of the hospitals in Israel have a PICU.
If the child’s condition necessitates an intensive care
management, he/she may be referred to another hospital
following the immediate medical care at the primary
hospital.

Typical pathways of patients with asthma and fever and
rash are presented in order to illustrate the connection be-
tween the different pediatric services. A patient with asthma
is mostly treated by the primary health care provider and
occasionally by experts in secondary care and outpatient
clinics in hospitals. The different HMOs include a quality
indicator regarding the appropriate usage of medications
for asthma control and annual influenza immunizations for
patients with a child with fever and rash may be seen first
by his/her primary care physician and then is immediately
referred to the ED. Alternatively, according to his/her
parents’ discretion or telephone consultation, the child may
be seen directly at the ED.

Hospital Care
Twenty-four pediatric wards in 17 hospitals provide
secondary and tertiary care to children in Israel. Patients
may be admitted following the referral by primary physi-
cians or may go directly to the ED. Most pediatric wards
are part of a general hospital, however, pediatric service
is provided mainly by pediatricians. In many hospitals,
all pediatric services are provided by experts in pediatric
subspecialties (eg, surgery, neurology, nephrology, infec-
tious diseases). Some hospitals provide more advanced
services such as PICU, transplantations, and specific surgi-
cal services. Some pediatric specialists work only in their
subspecialty; others also serve as attending physicians at
the pediatric wards. Most hospitals have integrated specific
clinics in the various pediatric subspecialities that also
provide outpatient care. The clinics do not provide a
routine general pediatric care.

Major Health System Reforms

In 2013, former Israeli Minister of Health, Yael German, set
up a public committee to strengthen the public health care
system in Israel. The committee discussed Israeli health
care services and issues such as privatization of hospitals
and private supplementary insurance as well as tools and
ways of strengthening the public health care system. The
committee published its recommendations on June 2014.
The main recommendation was to avoid privatization of
public hospitals and to reform medical insurance in a way
that will prevent duplicate coverage and payment. As
S114
described above, major reforms in the pediatric dental care
services and mental health care system were carried out
recently.
Health System Assessment

In Israel, the National Quality Measures Program was
founded in 1999 as a research project at Ben-Gurion Univer-
sity funded by the Israel National Institute for Health Policy
and Health care Research, with the voluntary cooperation of
all four health plans. In 2004, it became a national program
and was adopted by the MoH and the National Health
Council. The program allows ongoing quality assessment
of selected services provided by the health plans. To date,
the reports of the National Quality Measures Program pre-
sent only national data. Information on the performance of
individual plans is not available to the public or to
competing plans.3

The program includes several pediatric measures:

(1) Rate of hemoglobin measurements in babies at
24 months. This measurement is critical for the
early identification of iron-deficiency anemia. In
2012, the rate of hemoglobin measurement was
80% (a relatively small improvement to the 2010
rate of 77%). One of the largest health funds has
documented a significant drop in the rates of ane-
mia in infants and toddlers following of using the
quality measure.

(2) Rate of documentation of weight and height measure-
ments in children. This measurement is important for
the identification of obese children. In 2012, this rate
was 70%, from that point onward the average yearly
rise was 3%.

(3) Rate of body mass index documentation in 14- to 18-
year-old adolescents. This is also important for the
identification of obese adolescents. In 2012, this rate
was 72.5%.

(4) Use of medications to control asthma. Use of this
medication is considered a marker of optimal man-
agement of asthma. In 2012, the rate of children age
5-9 years and adolescents age 10-17 years with asthma
was 80% and 82%, respectively.

(5) Rate of influenza vaccination in asthmatic patients.
Asthmatic patients are a high-risk group for influenza
complications, and, therefore, a priority group for
vaccination. In 2012, the rates of children aged 5-
9 years and adolescents aged 10-17 years with asthma
were 44% and 41%, respectively.

In the near future, the MoH is planning to start assessing
quality in family health care centers. The indictors will include
timeliness of measles, mumps, and rubella, and diphtheria,
tetanus toxoids, and acellular pertussis vaccination rates,
routine measurements of head circumference, utilization of
language and communication assessment at age 2-3 years,
andof routine screening forpostpartumdepression inmothers.
Tasher et al
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Conclusions

Pediatric services in Israel have several unique characteristics:
(1) main providers of primary care are pediatricians who
have completed their residency in pediatrics; (2) vaccinations
and developmental and growth follow-ups are provided by a
network of family health care centers across the country
(“Drop of Milk” clinics), which are funded by the govern-
ment; (3) a national health insurance provides both primary
and hospital care to all residents; (4) patients have rapid ac-
cess to clinics and hospital services; and (5) the national
expenditure on health care (<8%) is relatively low. Despite
the relatively low national expenditure on health care, the in-
dicators of pediatric health care in Israel are relatively high:
immunization rates for measles are 96%. Neonatal mortality
and infant mortality rates are 2.2 and 3.1 per 1000 live births,
respectively. The main cause of death after the first year of life
is unintentional injury.

The main problems are a present shortage of nurses and an
expected shortageof physicians in the coming years.Main chal-
lenges are the necessity to overcome inequalities in health care
and health indicators regarding different regions and different
populations within Israel, and the provision ofmore organized
mental and dental health care services to children. n
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