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AbstrAct
On May 10, 2012, the Israel Government Secretariat issued 
an order, transferring “Full Insurance Responsibility in 
the Area of Mental Health from the State to the Health 
Funds,” and, in fact, approving what has been known as the 
Insurance Mental Health Reform. Accordingly, this reform 
was implemented on July 1, 2015. This is the second part 
of an article examining the opportunities and challenges 
associated with implementation of this reform. The first 
part was devoted to an analysis of the mental health service 
system on the eve of the reform. This part presents essential 
issues and problems that must be addressed to ensure the 
success of the reform’s implementation and its realization.

This paper analyzes the issues that remained unresolved 
when the decision on the reform was reached and must now 
be dealt with by the reform’s implementers and the state. 
In conclusion, the paper lists several recommendations for 
contending with the problems that might arise in the course 
of the reform’s implementation.
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ensure the success of the reform’s implementation and 
its realization.

It is based on the data collected and our analysis of 
interviews with some 50 informants representing groups 
and organizations involved in all facets of this reform, 
as well as our assessment of the major issues facing the 
reform. The issues concern the seven critical elements 
that define the mental health service system and the task 
environment in which they operate (1):
A. Clients – users
B. Areas of intervention
C. Services
D. Manpower
E. Budget
F. Legislation and regulation
G. Functional-organizational environment

A. clients – Users
Target population. As noted in the first part of this manu-
script, one of the reform’s goals is to double the rate of 
those receiving ambulatory mental health services to 
4% of all adults and 2% of children. However, there are 
those in the health funds who think that this estimate is 
too low. Although the overall national rate today stands 
at half of the declared goals, and it is not distributed 
equally among all of the country’s regions and among 
the various population groups, initial data of the health 
funds indicates that in certain city centers and among 
well-established populations the rates are already higher 
than the reform’s goal, whereas in other places, especially 
in the periphery and among specific populations, it is 
considerably lower (in a conversations with Y. Barell and 
H. Munitz, Clalit Heath Services, April 2014, Feb. 2017).
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introdUction
This paper is the second part of a manuscript on the 
mental health reform, implemented in Israel in 2015 
and supposed to have in 2018 its first assessment to 
allow changes while still being implemented. It presents 
essential issues and problems that must be addressed to 
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Furthermore, there are differences between the health 
funds in the rate of their insured populations with men-
tal illness. Initial estimates indicate that the difference 
between the health funds is also apparent in the rates of 
their insured populations with serious and persistent 
mental disorders; the rate in the Clalit Health Services 
and the Leumit Health Care Services is higher than in the 
other two health service funds (Maccabi Health Services 
and Kupat Holim Meuhedet). The planning and budgeting 
of services will have to contend with these differences. 

b. AreAs of intervention
The nature of problems requiring mental health treat-
ment and division of authority among therapeutic 
agents. There is a great deal of disagreement regarding 
the nature of problems requiring professional intervention 
by the mental health services, the methods of interven-
tion and their duration, and who is appropriate and 
authorized to treat persons with mental illness – general 
practitioner, psychiatrist, psychologist, social worker, 
occupational therapist, nurse, or others. Likewise, there 
are disputes regarding the issues that each of these agents 
is authorized to treat. Additionally, there are debates over 
treatment methods; it is well-known that there are often 
methods that are considered the “last word” in treatment 
which, over time, fall out of favor and are even avoided. 
A low level of reliability and validity (2-6) in the mental 
health arena relative to other medical fields also makes 
it difficult to reach agreement in these matters.

Although the reform has defined the psychiatric 
diagnoses where intervention is legitimate, the level of 
precision and agreement in this field is not high, and 
there are arguments regarding primary and secondary 
prevention of mental illnesses and the proven levels of 
intervention. Decision makers need to be aware of these 
issues and be prepared to deal with them when they arise.

Persons with serious and persistent mental illness (7-9). 
The customary estimates of the rate of those suffering from 
serious and persistent mental illnesses range from 1 to 
3% of the population, and approximately one-quarter to 
one-third of the mental health services’ target population 
(10-12). Experience elsewhere in the world shows that in 
many cases this group is not at the top of the mental health 
system’s list of priorities (11-15). To avoid the neglect of 
this population, the supervision and regulatory system, 
as well as the family members’ organizations and human 
rights organizations, will have to be vigilant.

Another issue to be addressed will be the population 
suffering from serious and persistent mental illnesses 

who are currently hospitalized due to their level of dis-
ability. This population, which includes those who have 
been continuously hospitalized for over a year, occupies 
about one-third of the hospital beds (in a conversation 
with I. Pugachova, March, 2017). It may be assumed that 
finding alternative solutions to prolonged hospitalization 
is one of the system’s goals. The financial consideration 
constitutes a significant incentive to pursue this course, 
although finding more appropriate solutions from a 
therapeutic and humane aspect should also carry some 
weight in the decision making. Indeed, the Mental Health 
Division of the Ministry of Health appears to be working 
on a solution to this problem (in a conversation with 
Dr. T. Bergman-Levy, head of the Ministry of Health’s 
Mental Health Division, October, 2014).

Experience in other countries shows that all too often 
financial considerations and a desire to save on costs 
override therapeutic and humane considerations, and 
the arrangements instituted are detrimental to the quality 
of life of persons with mental disabilities (16, 17). As a 
society, we must remain vigilant against the creation of 
inferior hospitals or institutions in the community lest 
there be a return to sights reminiscent of the darker times 
when private institutions, which were supposed to treat, 
were in many cases places of deep neglect.

c. services
Accessibility and availability. At this stage, the acces-
sibility and availability of ambulatory services in the 
periphery, in sparsely populated areas and among specific 
sectors of the population (such as Arab Israelis and Ultra-
Orthodox Jews) leave much to be desired. Although, as 
noted previously (in Part I), in the course of the three 
years allocated to prepare for the reform’s implementation 
many clinics were added to those that already existed and 
the annual number of treatment recipients more than 
doubled, it is still unclear whether the increase meets 
all the needs and the demand for services, and what 
the distribution of treatment recipients is according to 
the country’s regions, population groups, or the type of 
mental health problems they present. The health funds 
are striving to improve the situation in this regard, but 
their progress has yet to be examined and verified. 

In this context, it is highly important to provide a 
clear operational definition of the law’s requirement that 
services be provided “within a reasonable time and at a 
reasonable distance.” This is among the reform’s condi-
tions that are binding upon the insurers, i.e., the health 
funds, similar to the requirement in the National Health 
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Insurance Law. This flexible definition has drawn a con-
siderable amount of criticism, and has been noted in the 
State Comptroller’s reports (18). Without making light 
of the problem regarding the general population of those 
insured by the health system, the lack of a clear defini-
tion of these concepts is most serious for the population 
of those with mental illnesses. On the whole, this is an 
extremely weak and vulnerable group that, in addition to 
its disability, also suffers from stigmatization and social 
exclusion. The reform’s implementers will have to devote 
special attention to this topic. The possibility of defining 
these concepts in a clear manner should be examined, as 
was done in the case of the law dealing with entitlement 
to dental treatment (19).

Duration of treatment and supervision. Will the 
average duration of ambulatory treatment set by the 
reform, at nine encounters per adult and 12 encounters 
per child, meet the needs of this population? There is 
disagreement regarding this estimated assessment, as well 
as who should have the authority to determine continued 
treatment when necessary. The issue of treatment and 
oversight is also rife with issues, disagreements and a not 
inconsiderable level of uncertainty. The reform includes 
implementation of a supervisory system similar to the 
one in general medicine. The duration of hospitaliza-
tion, appropriate ambulatory treatment or transfer of a 
patient to other systems for treatment or rehabilitation 
is supposed to be determined according to professional 
standards and via administrative principles and super-
visors. Nonetheless, there is no doubt that budgetary 
consideration and other considerations unrelated to the 
level and quality of treatment will guide various agents, 
or that the many disagreements among the therapeutic 
agents and various schools of treatment and care will 
have an influence on the ability to decide on the nature 
and duration of intervention. As will be detailed further 
on, the fact that many of the hospitalization authorities 
are not owned by the health funds is liable to give rise 
to conflicts of interest and to disagreements regarding 
oversight and the nature and duration of treatment.

Choice of hospitalization location. For some time now, 
there has been a demand to allow psychiatric hospitaliza-
tion in the hospital of choice, as is the case in the general 
hospitalization system. Those in favor of it, mainly NGOs 
of people with mental illness and various human rights 
advocates, believe that in addition to the right to choose 
the change in the regulation and practice will lead to com-
petition among the institutions and generally improve the 
quality of the hospitalization network. The mental health 

service system opposed this demand and insisted on the 
importance of maintaining the existing arrangement, 
according to which persons requiring hospitalization 
are admitted to a hospital in their area of residence. The 
main argument turned on professional considerations 
connected to treatment in the user’s community and 
issues of continuity of care; however, it may be assumed 
that administrative considerations also underlay the 
hospitals’ opposition to change the status quo. The issue 
was decided in the Supreme Court, which in principle 
accepted the petitioners’ demand, but since the right of 
choice was made conditional upon the bed occupancy 
rate in the chosen hospital, and recently that rate is usu-
ally close to 100%, in fact this right cannot be exercised 
most of the time (20, 21). However, if as a result of the 
reform, hospitalization rates do in fact decline as well as 
bed occupancy rates, it will become possible to exercise 
the right to choose the hospital location – with all the 
administrative, budgetary and therapeutic implications 
of this choice.

Option of private treatment. The reform’s designers 
preferred to have ambulatory services provided in the 
framework of the public services through a national 
network of clinics. Nevertheless, due to a tradition of 
providing mental health services by means of private 
therapists – primarily in the framework of the Maccabi 
Health Services – the option of private services was 
included in the reform. The price is regulated, but it is still 
appreciably higher than the patient/user co-payment that 
applies to those opting to use public clinics. It is unclear 
whether allowing private treatments was a constraint or 
a compromise, but the fact that this option exists gives 
rise to a concern that a separate system of ambulatory 
services for the wealthy may spring up, creating a gap 
in quality between the therapists in the public system 
and those in the private sector. Undoubtedly this situ-
ation is counter to the principles of the reform, and it 
is important to follow developments and prevent the 
creation of special and better mental health services for 
those who can afford to pay.

Involvement of family doctors in the mental health 
services. The reform’s working assumption was that it 
is necessary to connect the family doctors and general 
practitioners to the mental health treatment network. 
However, many of those interviewed for this study 
thought that the family doctors are unprepared or unable 
to accept responsibility for this task: they lack a sufficient 
level of knowledge, there is not enough time to train 
them for it, nor is enough time allocated per patient to 
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enable them to deal properly with the needs of people 
with mental illness.

The reform began without the full participation of the 
family doctors, and they claim that their professional 
union was not enlisted either. Moreover, it turns out 
that in the course of the discussions on the reform, the 
family doctors’ association eliminated the compulsory 
specialization in psychiatry for those specializing in 
family medicine. In light of all this, the connection to 
family medicine is very likely to be problematic. Since 
according to the reform’s planning and goals the involve-
ment of family doctors in the mental health system is 
very important, the professional unions of family doctors 
and psychiatrists as well as the Ministry of Health must 
give special attention to this topic.

Financing community and group interventions. 
Modern concepts of community psychiatry view activities 
that include contact with the community and strengthen-
ing the fabric of the community as a vital part of mental 
health services. In the past, these activities, albeit to a 
very limited extent, were budgeted in the framework of 
the overall budget for the hospitals, clinics or government 
mental health services. In the wake of the reform, the 
financing of the professional activity is dependent mainly 
on the application and authorization forms of the health 
funds (Form 17). It is necessary to find ways to finance 
these vital professional activities that currently are not 
included in the framework of the form. 

d. MAnpower
Size and quality of professional and service personnel. 
One of the phenomena which appeared during the years 
of preparation for the reform’s implementation was the 
movement of manpower from the government system, 
mainly the psychiatric hospitals, to the mental health 
services in the health funds. The health funds, which 
needed additional manpower for the mental health ser-
vices, were able to offer higher level jobs, higher pay and 
more promotion tracks than those available to many 
professionals in government service. Perhaps this problem 
is related to the shortage of psychiatrists in the country 
in general. The directors of the psychiatric hospitals 
complained that many of positions in their hospitals 
remained vacant, and voiced a concern that they would 
not be able to fill them with quality personnel (or at all).

Another issue the system has to contend with concerns 
the required manpower and their professional level. This 
is one of the topics that were not defined clearly in the 
framework of the reform. In light of the changes that 

are due to ensue and the need to save on costs, there 
is concern that the system will not fully allocate the 
budgets required to train the appropriate personnel, or 
forego incentives to enlist qualified personnel, leading 
to compromises in manpower – e.g., the employment of 
insufficiently skilled personnel or curtailing the number of 
stipends for training psychologists (22). Although it is to 
be hoped that the reform’s implementers will demonstrate 
responsibility and employ appropriate personnel, it is also 
important that the regulator, the professional unions, 
and other bodies such as the Civil Service Commission, 
as well as users of the system remain vigilant (22, 23).

e. bUdget
Budget transfer to the health funds – should the money 
be “earmarked”? The question of how to ensure that the 
money transferred to the health funds for integrating 
the mental health services reaches its destination in 
full preoccupied the reform’s designers. Clalit Health 
Services as well as the Ministry of Health insisted that 
the budget should be handled as it would in any other 
medical specialization, and that the use of these addi-
tional funds should be left to the discretion of the health 
funds. Others argued that it was necessary to “earmark 
the money,” i.e., to ensure that it went only to the mental 
health services, if only in the initial years of the reform. 
This was to prevent the transfer of money from the mental 
health services budget to the budgets of other, stronger 
or more popular, health service areas.

Ultimately, the opponents of restricting the funds for 
the mental health services won. Nonetheless, the danger 
that budgets may be diverted elsewhere has not passed. 
Given that the health funds’ budgeting model leaves them 
at a deficit, and the customary budgeting model (capita-
tion) does not take poor populations into account, the 
danger of budget transfers only increases. (Regarding the 
need to correct the financing of the health funds, see 18, 
24.) Strong medical specializations and considerations of 
popularity in the competition among the health funds are 
liable to create an incentive to save as much as possible 
on mental health services and to provide services at a 
minimal required investment. Of course, in this situa-
tion those persons experiencing serious and persistent 
mental illness, who lack social-political power, will be 
the first to suffer.

To prevent this situation, it is necessary to track the 
use of the mental health budgets and find ways to ensure 
that the funds allocated for these services in the basic 
budget are fully utilized. It is important, at least in the 
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initial stages, to employ some sort of “affirmative action” 
or preferential treatment to this topic.

Reimbursement arrangements for hospitalization 
services. One of the issues in dispute, which is a source 
of uncertainty and concern among those responsible 
for operating the inpatient service system, involves the 
reimbursement arrangements of the health funds to the 
government hospitals for psychiatric hospitalization.

The goal of the reimbursement arrangement that was set 
was to strike a balance in the system: to prevent unneces-
sary hospitalizations, but at the same time to protect the 
psychiatric hospitals. In order on the one hand to protect 
the health funds from an uncontrolled rise in hospitaliza-
tion costs, and on the other hand to protect the hospitals 
from a drastic reduction in the number of hospitalizations 
which would seriously impact their budgets – and also to 
prevent health funds from refraining from working with 
certain hospitals for whatever reasons – it was decided 
that the health funds would be charged 95% of the previ-
ous year’s charge, and would be exempt from additional 
payment for occupancy rates up to 108% of the previous 
year. According to the arrangement, should hospitaliza-
tions cross this threshold, payment for the additional 
hospitalization days will be set at 30% of their full cost. 
The explanation for the reduced charge is that the marginal 
added cost for longer hospitalizations is much lower than 
the average cost of hospitalization in the framework of 
ordinary occupancy (25, 26). This arrangement is similar 
to the provisional arrangements, which are renewed at 
three-year intervals, in the general hospitalization system.

Despite the arrangement, those connected to the 
Ministry of Health’s hospitalization system are appre-
hensive of harm to their budget, and of the difficulty this 
may pose to the level of service they will be able to offer 
their users. Likely this will be one of the main topics to 
be examined in 2018, which according to plan is when 
an assessment of the reform should be performed.

f. legislAtion And regUlAtion
Transfer of data and protection of privacy. Because of  
the structural changes dictated by the reform, a dilemma 
has arisen regarding transfer of information: on the one 
hand, it is necessary to transfer patient or user informa-
tion to the new therapeutic agents, but at the same time, 
appropriate arrangements must be put in place to protect 
privacy. Due to their nature, greater sensitivity is attached 
to mental health issues than to other medical issues, and 
perhaps for that reason the decisions concerning the 
mode of information transfer and ways of protecting 

privacy among the various agents were not made until the 
months just prior to the reform’s going into effect. Those 
concerned with individual rights and personal privacy 
demanded that the health funds obtain authorization in 
advance from a user to transfer personal information 
from the government services to the health funds. In 
contrast, the health funds argued that information in the 
field of mental health could not be handled differently 
from other medical information, and that they would 
take care to properly ensure the required privacy.

On the eve of the date the reform should have gone 
into effect, the director-general of the Ministry of Health 
decided it was impractical to obtain authorization in 
advance from the users, and that information should be 
transferred to the health funds unless a user explicitly 
objects to it. This topic undoubtedly will require moni-
toring and sensitive assessment to examine whether a 
proper balance is being maintained between the need 
for essential information in order to provide the proper 
treatment and protecting the individual’s right to privacy.

Regulatory supervision and oversight and the status 
of the head of the Mental Health Division. The successful 
implementation of the reform is dependent to no small 
degree on the status and power of the regulator and the 
sanctions that can be imposed on the executive agents 
in the mental health system. Although the Ministry of 
Health is not the only agent filling the role of regula-
tor (bodies such as the Ministry of Finance and the 
Civil Service Commission also play an important role), 
it has an important part in supervision. Specifically, 
the Mental Health Division and its head play a central 
role in supervision, oversight and charting the reform’s 
course. Indeed, the Ministry of Health established a 
forum composed of the major players of the mental 
health services to monitor and advise on matters related 
to the implementation of the reform. This form, named 
the Mental Health Reform Administration, and com-
posed by representatives of the government, the health 
funds, NGOs of users, families of persons suffering from 
mental illnesses and human rights NGOs for people 
with disabilities, started to meet on 5 August, 2012. 
Until the end of April, 2017, the Reform administration 
met 24 times, 19 of which were during the three years 
preceding the date of implementation of the reform 
and only five times in the 20 months thereafter. The 
major issues were matters related to new clinics and their 
distribution, budgets and personnel shortage, especially 
psychiatrists and psychologists as well as defining the 
eligible population for mental health services and issues 
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of confidentiality. So far, no evaluation or follow up on 
its decisions have been available  (27). It seems that not 
all matters could be resolved by this forum as the Clalit 
health fund had to submit a petition to the High Court 
of Justice against the state already during the first year 
since the reform went into effect (28, 29). 

As previously noted, the Ministry of Health has a 
basic conflict of interest stemming from its position as 
regulator and overseer of the rehabilitation of people 
with mental disabilities in the community network and 
several other areas of services remaining in the Ministry’s 
responsibility on the one hand, and its being the owner 
of the psychiatric hospitals on the other hand. Similarly, 
the status of the head of the Mental Health Division as an 
employee of the Ministry of Health also has implications 
for his or her ability to lead the reform.

The reform’s initiators and leaders saw the transfer of 
insurance responsibility to the health funds as a means of 
transferring the locus of mental health services from the 
psychiatric hospitals to a community system. Although 
there was no intention to give up the hospitalization 
services entirely, the implementation of the changes in 
full – strengthening of the ambulatory network, expan-
sion of day treatments, opening of psychiatric wards in 
the general hospitals, and expansion of the psychiatric 
rehabilitation network – would lead to a weakening of 
the senior status of psychiatric hospitals. This has not 
escaped the attention of the psychiatric hospital directors 
and other interested parties, such as the staff employed at 
these hospitals. An example of this was seen in the failure 
of the attempted closure of Abarbanel psychiatric hospital 
and its integration with an area general hospital (Wolfson) 
and adding psychiatric beds to several other psychiatric 
units of general hospitals in the area. The closure was 
prevented due to the opposition of some sectors of the 
Ministry of Health and the hospital’s employees (30) 

Like other Ministry of Health employees, the head of 
the Mental Health Division is not free of interests which 
may hamper him or her in properly fulfilling this role. 
It was found that almost all the heads of the Ministry of 
Health’s Mental Health Division from 1970 to 2014 went 
on to administer a psychiatric hospital after leaving their 
position as heads of the service. This move appears to 
have been a promotion in their professional careers and 
included significant improvement in pay. According to 
data of the Ministry of Finance Supervisor of Wages for 
the years 2011-2014, the average pay of a government 
psychiatric hospital director was 90% higher than that of 
the head of the Division of Mental Health Services. The 

director of a large hospital even earned more than twice 
the service head’s pay (31). In addition to the financial 
incentive, the professional status of a hospital director 
also seems to be higher than that of the service head: the 
heads of the Psychiatric Association have been hospital 
directors, and those in the senior academic ranks also 
come from the psychiatric hospitals. By the same token, 
the data indicate that psychiatrists’ promotion track did 
not include a move from administrating a hospital to 
running the overall system.

Without casting aspersion on the personal and pro-
fessional integrity of the heads of the Mental Health 
Division, this situation throws a long shadow over the 
system’s structure, raises doubt as to the professional and 
administrative power of the service head vis-à-vis hospital 
directors, and creates an uncomfortable state of affairs, 
to put it mildly, for the regulatory and policy making 
system that is supposed to lead the reform to success.

Research and evaluation. As noted previously, the 
reform was supposed to be implemented despite the fact 
that many important topics had not been clearly defined, 
and policy makers and those implementing it would be 
required to set clear goals and evaluation measures on the 
go. It  would be necessary to ascertain whether what was 
supposed to be done had been done, e.g., an appropriate 
deployment of the ambulatory services, and whether the 
intervention outcomes actually improve the health and 
quality of life of the service recipients.

The Ministry of Health has been working on defin-
ing evaluation measures. This comes late in the day, but 
better late than never. It is reasonable to assume that the 
health funds would also welcome research examining 
costs and the utilization of inputs, since they impact 
the financial aspects of the reform. Nonetheless, it is 
impossible to know whether sufficient attention would 
be devoted to evaluating the quality of the professional 
interventions and their outcomes. Therefore, a certain 
percentage of the reform’s designated budget should be 
allocated to research of this kind, and researchers should 
be encouraged to study the field. To the authors’ regret, 
the reform’s planners did not include this in planning 
the system, and it is highly doubtful that the topic can 
be promoted in the existing evaluation frameworks. 

g. tAsk environMent And conflict of interests
Conflict of interests. As noted, the reform (deliberately or 
unavoidably) left an inherent conflict of interests. Most 
of the hospitalization services, the rehabilitation services 
in the community, as well as a few other services such as 
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mental health services for prison inmates and services for 
those with drug addictions, remained in the hands of the 
state, under the authority of the Ministry of Health. The 
psychiatric hospitals’ budget and the personnel employed 
by these hospitals and as a consequence also the number 
and duration of hospitalizations, will continue to be 
the concern of the state. As noted  above, a conflict of 
interests is liable to arise between the health funds, which 
from professional and budgetary considerations will 
seek to reduce the number of inpatients and duration 
of hospitalization, and the hospitals, which stand to lose 
from these measures.

Indeed, as already mentioned, just eight months after 
the reform went into effect, on 13 April, 2016, the Clalit 
Health Fund submitted a petition to the Supreme Court 
against the state, claiming that the state did not observe 
parts of the agreement reached with the Clalit Health 
Fund. (28, 30). As this manuscript was being written a 
year after several meetings on the case have taken place, 
no conclusion has been reached yet. However, this peti-
tion shows that the road toward implementation of the 
reform is going to be bumpy.

Most of the persons who were interviewed about 
the scale of hospitalization, both among officials of the 
psychiatric hospitals and mental health officials in the 
Ministry of Health and among health fund officials, 
thought that it would not be possible to further reduce the 
hospitalization rate, since the current rate of psychiatric 
beds (0.4 beds per thousand population (per 0.4 beds per 
thousand population) (10) is already very low. Although 
the issue is likely not to be pressing in the initial period 
of the reform’s implementation, professional, humane 
(e.g., the possibility of treatment in the least restrictive 
environment possible) and budgetary considerations 
that are liable to arise in the future, as well as experience 
from other countries, give reason to suppose this issue 
will become relevant soon enough.

The rehabilitation services for persons with mental 
disability in the community have also remained under the 
state’s responsibility. Unlike the hospitalization system, 
where the state remains a direct employer, the rehabilita-
tion service system has been entirely privatized, although 
the organizational and budgetary responsibility remains 
in the hands of the state. Here, too, the arrangements set 
by the reform create an inherent conflict of interests. The 
health funds will naturally want to transfer the hospital-
ized individual to the rehabilitation services as quickly as 
medically possible. In order to ensure that the hospitals 
will not have an interest in prolonging hospitalization 

due to financial considerations, in the framework of the 
reform the state took it upon itself to pay for the continued 
hospitalization of users forced to wait in hospital more 
than ten days after the rehabilitation committee has 
decided on their return to the community (25). Many 
questions, however, remain open. For example, who will 
pay for the extra days in the hospital until the patients 
transfer out to rehabilitation services – the hospitals 
themselves, the Ministry of Health or the Ministry of 
Finance? Will there be agreement as to who is appro-
priate for rehabilitation? Who will have the authority 
to determine that, and what will happen in the case of 
disagreements between the health funds and the hospi-
tals and the Ministry of Health? Will the rehabilitation 
network have the means and ability to admit any person 
released from hospitalization (since this is dependent 
on the privatized systems and other factors to increase 
availability, such as budgets and tenders)?

Alternatives to hospitalization. It may be assumed 
that the health funds and others who have supported 
the reform – including governmental and professional 
agents, NGOs for those with mental disabilities and their 
families, as well as human rights organizations – will seek 
ways to develop alternatives to hospitalization, whether 
their aim is treatment in a less restrictive environment in 
accordance with the therapeutic needs of the individual 
or simply to lower the costs. Among such alternatives 
are institutions for day treatment, as well as the develop-
ment of psychiatric departments in community general 
hospitals. Looking at the mental health system in recent 
decades, it is impossible not to notice that services for 
day hospitalization have not been developed inside or 
outside the hospitals  and to date not a single government 
hospital has been closed (10). As already mentioned, in 
recent years, the one attempt to close a government psy-
chiatric hospital (Abarbanel) and merge it with Wolfson 
Hospital in Holon (as well as transferring psychiatric beds 
from Abarbanel to other general hospitals) (30) failed. 
Because of that, there is no knowing what the state may 
do in this matter – especially considering the very real 
conflict of interests and when the power to authorize 
this development remains in its hands.

Government clinics for mental health. In the original 
plan for the reform of mental health, the intention was to 
close the government clinics and allow the health funds 
to develop ambulatory services of their own with the 
encouragement of the Ministry of Finance and policy 
makers. This could be seen, among other things, in the 
significant reduction in the budgeting of the govern-
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ment clinics in the period after the enactment of the 
National Health Insurance Law. This trend aroused 
stiff opposition among government clinic employees 
and unease and concern among the leadership of the 
government hospitals. Consequently, the design of the 
reform was changed and it was announced that the 
government mental health clinics would continue to 
operate as usual. This statement of intent did not allay 
the concerns of the workers in the government clinics, 
and recently their professional unions (the Federation 
of Academics in the Social Sciences and Humanities 
and Social Workers’ Union) declared a labor dispute in 
this matter (32).

The government clinics, which are linked to the hospi-
tals or under their organizational authority, are important 
to the hospitalization system for the purpose of continuity 
of care and supervision, but almost certainly they also 
serve as a means of regulating the flow of users out of 
and into the hospital system. It seems that mainly for 
these two reasons the psychiatric hospitals subsidized 
the clinics operating in their framework over the years. 
In the wake of the reform, this situation may change 
due to the requirement to obtain an authorized referral 
and financial agreement voucher from the health fund 
(Form 17) in order to receive treatment in the clinic, and 
due to the health funds’ control over the flow of users 
and the choice of the ambulatory treatment facility for 
their insured users. Beyond that, a situation may arise 
in which the government clinics treat mainly the cases 
of those with serious and persistent mental illness, while 
the “soft psychiatry” cases are dealt with by the health 
funds’ clinics or the private services they offer.

sUMMAry And recoMMendAtions
A review of how social reforms have turned out reveals 
that they have usually been made possible when social 
and political circumstances come together to create a 
coalition of interests (not necessarily overlapping) that 
manages to overcome the status quo-seeking opposition 
(33). Usually political and social leadership has been a 
necessary condition for the success of these coalitions 
(34-36). This was true also in the case of the mental 
health reform. The political element that stood at the 
then head of the Ministry of Health (Knesset member 
and Deputy Minister of Health Yaakov Litzman) and the 
Ministry’s Director-General (Prof. Ronni Gamzu) led the 
coalition, leading eventually to the government order 
that launched the reform. As it has been emphasized in 

the literature (34, 37, 38), it seems that the role of lead-
ership, combining the political and administrative top 
authorities, was essential in identifying and using special 
opportunity and circumstances, as Kingdon (33) wrote, 
that had taken place in the environment of the mental 
health arena in Israel, in order to advance the reform. 
Also, the collaboration of the Ministry of Finance was 
critical. Unless that Ministry had supported the reform, 
it is doubtful whether it would have taken place. 

Furthermore, had the leadership waited until all mat-
ter and controversies to be resolved, the decision on 
the reform and its implementation might have never 
happened. Their understanding that the parties must 
agree on major issues and leave other disagreements to 
a later date seems to have been critical too.

Naturally, however, circumstances and priorities change, 
and the coalition and the leadership that prompted the 
change would be liable to weaken or even disappear entirely, 
especially when the target population and/or the issues are 
marginal on the public agenda. In the case of the mental 
health reform, the situation has not yet been stabilized, 
and it may be assumed that those elements that stand to 
lose from its success will try to weaken it in accordance 
with their own interests. For example, it became known 
that under pressure from professionals opposed to the 
reform, the psychologists’ representative (the Federation 
of Academics in the Social Sciences and Humanities) and 
the social workers’ representatives (Social Workers’ Union) 
had petitioned the Tel Aviv Labor Court, which ruled in 
their favor and ordered the state to enter into negotia-
tions with them in the matter of ensuring the workers’ 
rights (it refused, however, to order a stay of the reform’s 
implementation) (32). Although ensuring the workers’ 
rights is a legitimate and worthy topic, this ruling – as also 
the hearings conducted by the Knesset’s Labor, Welfare 
and Health Committee in June and July, 2015, after the 
reform entered into effect (39), and the declaration of a 
labor dispute by the professional unions of the government 
mental health clinic workers – may hinder the implementa-
tion of the reform.  Furthermore, since the early stages of 
the reform a strong lobby of mental health professional 
led by a group of psychologists opposed the reform and 
tried to stop it or at least change it. Their major claims 
were related to the definition of the target population 
(demanding that code Z of the psychiatric diagnoses be 
included as eligible for service and raising objections to 
the methods of transferring applicants for mental health 
ambulatory services and concerns for maintaining privacy 
of applicants and effects of stigma (22, 23).
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In order to support the reform’s implementation in 
accordance with the original goals, it is of utmost impor-
tance that the social and political groups interested in the 
success of the reform organize, and an effort be made to 
form a social and political lobby.

Additionally, the system charged with executing the 
reform must allocate the administrative and financial 
resources to sustain and advance it, as well as having the 
authority to make decisions regarding the issues related 
to the course of implementing the reform. 

It is also necessary to encourage independent research-
ers to examine both the reform in action and its outcomes 
and achievements, similar to research currently being 
conducted in order to assess the rehabilitation reform 
(40, 41), so that it will be possible to conduct ongoing 
assessment of the implementation process and to modify 
whatever needs fixing in its course. 

It is important that financial resources be designated 
specifically for research and evaluation of the reform 
so that these activities will not have to compete with 
other budget demands, and the administrative apparatus 
established must have enforcement authority. If these 
two steps in combination are not taken, and if the heads 
of the Ministry of Health do not lend their full political 
and administrative support to it, it is doubtful that the 
reform in mental health can fully realize its goals.
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