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Israel’s national health statistics compare favorably with those of devel-
oped countries. In 1989-90, cxpenditures on health care were 7.8% of the
GNP, a level recommended by the World Health Organization. The 1989
physician/population ratic — 1:340 — is onc of the highest in the world,
and teaching hospitals, research institutions and medical technology arc in-
ternationally renowned.

About 90% of newborns receive services from a country-wide network of
public mother and child clinies, including inoculation against polio, diph-
theria, tetanus, whooping cough, and, since 1991, hepatilis. Immunizations
against rubella, mumps and measles are administered at age 15 months,
and boosters given in the schools.! The national infant mortality rate is rel-
atively low: 9.9 for every 1,000 live births, and the average life expectancy
al birth high: 78.1 for women and 74.6 for men.?

While Israel lacks a national hcalth law, four governmeni-subsidiaed
health insurance schemes or sick [unds, the largest of which belongs 1o

the Histadrut, provide coverage for almost 95% of the population.

The Ministry of Health operates a nationwide neiwork of community-
based mother and child clinics, for which there 15 an annual fee, and the
sick funds run community-based curative clinics and regional specialist
ceniers [or members, However, many services considered primary in some de-
veloped countries, like dental care, preventive care for adulis, long-lerm nurs-
ing care, and contraceptives are not covered by the sick funds.

Israel has an extensive preventive system for pregnam women and infants, but
no equivalent for others; public awareness of preventive health care is low, and
existing facilities are often understaffed, poorly equipped, and underused.

Disparities in Health and Health Care Services [l A Closer
Look at the Health of Arabsinisrael [} Major lssues inWomen's
Health The Growth of Private Health Care [l Past
and Present: Are the Gaps Disappearing? n |srael in
Intemational Perspective m Prospects for the Future m
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From the Editorial Board

Cwer the last wo decades, lsragl society has
been undergoing a process marked by increas-
ing inequality. The notions of equality of cppor-
turity and social justice, once cormnerstones of
social thought and policy in lsrael, are baing jet-
tisoned, Wage scales now resemble those in
mary Third World societies.

Contrary to expectation and popular myth,
second and third generation Mizrahim — Jews
of Middle Eastern origin — lag further behind
their Ashkenazi — Jews of Eurapean or
American origin — cohorls in educational
achievements, employment opportunities and
housing than the first generation.

Waomen earn less, compared ta men, than
they did a decade ago, and their political rep-
resentation is declining. Palestinian citizens of
lsrael are employed mainly in blus collar jobs,
regardless of their educational achigvements,
Palestinians from the occupied territories
receive the lowest remuneration, and they are
not prolecled by Isragli labor unions.

The editors ol The lsrael Equality Monitor
aspire to put the idea of equality of oppor-
tunity back on the national agenda. They will
present an up-to-date picture of the state of
equality in various areas of social lite. The
figures will be presented as clearly as possible,
20 as to make them accessible to lay readers.
The |srael Equality Monitor will present com-
parisons between various social groups in |s-
raeli society, as well as between the past and
the present situaticn and between Israel and
other societies.

The lsrael Equality Monitor is designed for
the use of concerned citizens, policy
makers, and aciivists striving to promote the
ideas of equality of opportunity and social
justice in lsrael.




Mother and child clinics
are to be found in most
Jewish communities but
are absent in some 20
Arab communities. Pri-
mary curative care, pres-
ent in nearly all Jewish
communities, is lacking in
about 1/3 of Arab commu-
hities.?

Secondary care is avail-
able at sick fund specialist
clinics to their members
and at regional hospitals
o all residents of the re-
glon, including the unin-
sured, but treatment for
the latter is conditioned on
payment.

The majority of Arab com-
munities still lack ambu-
lance, mental health and
geriatric services, den-
tistry, physictherapy and
occupational therapy ser-
vices. 4

Directed from the Ministry
of Health in Jerusalem
and the Histadrut head-
quarters in Tel Aviv, the Is-
raeli public health system
is highly centralized and
lacking in local community
invalvermnent.
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Health Insurance

The high rate of insurance coverage in Israel
is to a large degree due to the fact that union-
negotiated contracts include insurance for
the majority of full-time salaried workers

and their dependents;” Lo government provi-
sion of medical insurance for pregnant
women and for persons receiving welfare al-
lowances, including the elderly and the dis-
abled; and to temporary government
agreements with sick funds which guarantee
insurance to new immigrants. For the remain-
der of the population, health insnrance is vol-
untary.

The uninsurcd, or partially insurcd, who con-
stitute an cstimated 25% of the Arab popula-
tion (219,390 persons) and 2% ol the Jewish
population (78,980 persons), arc likely to be
unemployed or underemployed. This group
also includes young adults no longer covered
by their parents’ insurance and not insured
by virtue of either military service or student
status.® Persons with no regular employment
and their dependents arc not accepted by
the Histadrut Sick Fund, the main provider
of medical services in Arab communities and
Jewish development towns, where unemploy-
ment is the highest. Neither are drug addicts
and their familics.”

Underlying Determinants of
Health Status

Probably the most important determinants of
health are socig-cconomic. The income of in-
dividuals and familics and their social class,
for which the figures on bluc and white col-
lar jobs are used as a proxy measure, have
been shown Lo have a major influcnee on lev-
els of health in every country in which they
have been studied.? Likewise, cducational
level, particularly that of mothers, is directly
related to the health of the community, and
especially its children. Unemployment has
detrimental effcets bevond the obvious finan-
cial ones and leads to multiple psychosocial
and psychosomatic ailments in the unem-
ployed and his or her family.”

In Israel, the same ranking order appears
whether one looks at education, income, or
class: Ashkenaa Jews are on top, followed
by Mizrahi Jews and Arabs, The 1983 Cen-
sus found that for second-generation As-
hkenazi women the median education was
12.9 years, for Mizrahi women 11.8 years,

Disparities in Health and Health

Care Services
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and for Arab women, 7.9. Nearly 509 of sec-
ond-generation Ashkenazim, but only 17.6%
of second-generation Mizrahim and 9.1% of
Arabs presently have 13 or more years of
schooling, The average income for urban
houscholds in which the head of the house-
hold is a wage-carner is 4,475 NIS for see-
ond-generation Ashkenazim, 3,046 NIS for
sccond-generation Mizrahim, and 2,546 NIS
[or Arabs; the olficial unemployment rate is
5.9 for second-generation Ashkenazim,
but 10.6% for Arabs, and 15.8% for second-
generation Mizrahim. And about 1/4 of Ash-
kenarim, compared with nearly 1/2 of
Mizrahim and over 705% of Arabs are bluc-
collar workers.!? As the following pages will
show, the figurcs on health match the
socio-economic level of the three groups.

Health Status Indicators

Infant Mortality Kate

The most sensitive measure of the overall so-
cial and physical well-being of a population
is the infant mortality rate, the number of
deaths during the first year of life per 1,000
live births. In 1977-80, the average infant
mortality rate for Jews was 12,7, and for
Arabs, 24.6 deaths per 1,000 live births, !

A study conducted by the Health Services
Research Unit at Sheba Medical Center
found wide variations among both Arab and
Jewish communities, and, on the basis of de-
viations from a regional norm, designated 36
locations for intervention on the part of The
National Program for Reduction of Tnfant
Mortality. (The use of two scparate stan-
dards for determining cxcessive mortality,
one based on the mortlality rate in Jewish
communities and the other on that in Arab
ones meant that numerous Arab communi-
ties with high infant mortality were nol slated
fur inlervention.)

The pilot program was instituted in Or
Ychuda, a Mizrahi town whosc infant mortaliry
rale (19.1) was nearly twice that of the surround-
ing area {10.3), and whose socio-ecomomic level
was the lowest in the district. Rescarch re-
vealed that the group at risk was character-
ized by a combination of 4 or more risk
tactors usually associated with high mortal-
ity, including low maternal education (0-8
vears), teenage pregnancy, high birth order
(4+ ), and birth weight under 2,500 grams.
By 1986-1988, infant mortality in Or Yehuda,
as well as in 4 number of other communilics tar-
geted for intervention, like Dimona and
Ashkelon, had been considerably reduced,
demonstrating the possible benefits of improved
health carc scrvices for high-risk groups. 2

The graph of mfant martality rates for urban
communitics on page 2 shows clear dispanities
between Arabs and Jews. It also demonstrates
the fact that infant mortality in a number of Jew-
ish development towns is much higher — 50%
— than the national average. Although there
are exceplions, most affluent communities are
at the bottom, most development towns cluster
around the middle and all Arab communities
are near the top of the infant mortality graph.

Infant mortality is relatively low in Jewish
rural communities: in 1987, the rate was 4.8
in kibbutzim and 7.5 in moshavim,1*

Standardized Mortality Ratios
Geographical variations have also been
found in the standardized mortality ratios (a
measure based on the actual number of
deaths, standardizcd to account for dilfer-
ences in the age and gender composition of
populations). A comparison between mortal-
ity ratios for Jews during 1968-78 and those
during 1943-86 lound significant increases in the
Ramla, Tel Aviv, Ashkelon and Beer Sheba dis-
tricts, and significant decrcases in the Jerusa-
lem and Rehovot disiricts,

Amaong the suggested, bul untested hypothe-
ses concerning the factors contributing (o
higher rates of mortality are the presence of
cement and building construction industries
{connected with stomach and lung cancer
and leukemia) in the Ramla district and the
low standards of care and surgery (associ-
ated with seplicemia) in the Beer Sheba dis-
riet. 14

Health-Promoting Behaviors

Research indicates that socio-economic sta-
tus is associated with factors ke diet, smolk-
ing and alcohol consumplion.’ While about
1/3 of the lsracli population smokes,'® smok-
ing is more prevalent among Arabs than
among Jews, and more common among
Mizrahim than among Ashkenazim (see fable
at tap right ),

A 1985 survey of smokers aged 60 and over
[ound that the percentage of heavy smokers
{20 ciparettes or more per day) was highest
among Arabs and lowest among Ashkenazim
fsee table at bottom right).

Moreover, more Ashkenazim (28.29%) than
Mizrahim (20.1%) had quit smoking. The
lowest pereentage of persons who had quit
smoking was found among Arabs (11.4%),"7
pointing, perhaps, to differential stress levels
or disparities in access to health education
resources.
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Percentage of Regular
Smokers in Three
National Samples of
Jewish Adults

Source: Ben Sira, £, 1983, Smok-
ing Amung Adulis and Yo
People. Jerusalem: The Israel In-
stitute ol Ar_llupii:d Social Re-
search (Hebrew),

Country of Origin:
=5 Asin/Africs
o Europe/America

Percentage of Smokers
Aged 60 and Over
Smoking 20 Cigarettes
per Day or More, by
Social Group
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Individuals may lack medi-
cal insurance for bureau-
cratic as well as financial
reasons. A 1986-87 study
of 116 tamilies with chil-
dren and pregnant wormen
in the town of Or Yehuda
who were without com-
plete health coverage
found that as fees were in-
cumbent upon the head of
the household, defined as
the husband, in cases in
which husbands could or
would not pay, and wives
wighed to pay, the latter
were hampered by bureau-
cratic or financial obsta-
cles. The researchers
naoted that those least
equipped for coping with
the paperwork and intrica-
cies of the bureaucracy,
were those required to fill
out the most forms and go
through the most compli-
cated procedures, and
that the problem was not
unique to Or Yehuda, but
characterized other similar
communities (Mizrahi, low-
income) as well.'®

Differential Health Care Services
Despite the small size of Isracl, there arc
considerable disparities in health service pro-
vision: citics and suburban communities have
more and better services than peripheral
communities, Jews have more than Arabs,
and veteran communities more than develop-
ment Lowns.

Health care services and personnel, as well
as the most advanced technologies and diag-
nostic equipment, are concentrated in Tel
Aviv, Haifa and Jerusalem, and the suburban
ring of Tel Aviv. Half of the physicians are lo-
cated in the Tel Aviv region and in Jerusa-
lem, and 90% of the dentists practice in the
three big cities and the suburbs of Tel Aviv
(the central district)." Residents of the cen-
tral district and of the big cities have more
health care workers of every kind than per-
sons living in the North or South, and there
are more hospital beds per 1,000 populalion
in the suburban ring of Tel Aviv than in any
other area.?? With regard to hospital beds
(see table befow), the inner city of Tel Avivis
slightly better off than the northern and
southern districts, but worse off than Haifa
and Jerusalem; however, in some cascs, Tesi-
dents of Tel Aviv may also utilize services lo-
caled in the suburban ring,

The central district and Jerusalem have the
mosl psychiatric and nursing care beds; the
South, North and ceniral city of Tel Aviv, the
least. Again, residents of Tel Aviv sometimes
have the option of utilizing services located

Hospital Beds per 1000 Persons
by Districts, 1880

Mo. 28, p. ¥ (Hebrew),
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in the central district.

Variations in the Quality ot the Service
Common complaints about the Histadrut
Sick Fund — which services most of the pop-
ulation and charges the lowest fees — in-
clude the absence of evening and night
service; the lack of specialists in most non-
urban communities; the inefficiency of the re-
ferral process, including long waiting lines
for consultations with specialists, for test re-
sults, and for operations; the shortage of
medications in sick fund pharmacies, and the
lack of dental and various preventive ser-
vices.Z! Even in Tel Aviy, the wait for a con-
sultation with an orthopedic surgeon may be
as long as a month, Other shortcomings in-
clude a lack of sensitivily to the paticnt and
to his or her privacy, time, and no freedom
of choice in selecting a physician.”? In Arab
communilics and Jewish development towns,
the problems are much more acule.

Quiside of the big cities, disparities exist be-
tween different lypes of communities; devel-
opment Lowns, populated mainly by Mizrahi
Jews, are on the short end. A basic inequal-
ity in service provision between veteran and
development towns was revealed in a study
of health service provision in 31 develop-
ment and 24 veleran towns; the researchers
found a ratio of 1 primary care physician for
every 1,852 persons in the veteran communi-
tics, compared to 1 for every 2,326 in the de-
velopment towns.

Breast cancer deteclion centers, occupa-
tional health centers, child development sta-
tions and cardiac resuscitation units were
also less common in development lowns
(With the sole cxception of Nazareth, these
facilities are non-existent in Arab towns™).
Nurses appeared to provide most of the daily
care in the smaller towns. Higher ratios of
both nurses and pediatricians were found in
the development towns

Although like development towns, kibbutzim
are often located at a distance from the big
cities, their members are the recipients of
high quality health services. All kibbutz mem-
bers are covered by sick funds; in addition to
the regular coverage, kibbutzim finance full
dental care, psychiatric care, and the ser-
vices of specialists for their members. Kib-
butzim have more mother and child, curative
and dental clinics per 1,000 population than
either development towns or cities.

When the need arises, development town res-
idents are referred to hospitals in their re-
gion — Eilat, Beer Sheba, Afula, Tiberias, or
Safed — where the level of care is lower than
in the big city hospitals. Members of remolc
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Last Utilization of Medical Services
100

Doctor Lab. Test

X-Ray Physictherapy Vision Test Hearing

Dertist

Ashkenazm: includes Eurcpear-bom persans and a small minomty of American and |erasll-borm,

Mizrahim: includes persons born In AsladSfrica,

|:| Arabe

Source: CBS. 1990, Survey of Persons Aged 60 and Over in Houscholds 1985: Health and Use of Health Services.

Jerusalem. Tables 2, 6,7, 8, 10, 12, 14.

kibbutzim are referred to the same hospitals,
but their chances of having connections that
can get them into better hospitals arc much
greater” and the likelihood of their being de-
lerred by economic obstacles much smaller;
the result is better care.

Differential Utilization of Services
Health-promoting behavior depends on
socio-economic factors, on the physical avail-
ability of services, and on awareness of
health issues. Ofien those who are at greater
risk are precisely those who have fewer
health care opportunities; the affluent have
the alternative of purchasing private services.
The ntilization of preveniive services (with
the exception of mother and child clinies) is
correlated with socio-economic status.

Development town residents, whose average
income and educational level are lower than
those of veteran community residents, visit
dentists and preventive care facilities less
olten,”® probably because of the expense in-
volved and the cultural and physical inacces-
sibility of the services; lower awareness of
health-promoling behaviors may also play a
role. Lesser use of preventive services often
means fewer opportunities for enhancing
one's health; early detection of diseases like
cancer and heart disorders saves lives, re-

duces the rate of illness, and increases the
quality of life.

Disparities among Ashkenazim, Mizrahim
and Arabs in the utilization of services as
measured by intervals since the last visit to a
physician, the last laboratory test, the last x-
ray, the last physiotherapy session, the last
hearing and vision test, and the last dental
visit were revealed in a 1985 Central Bureau
of Statistics nationwide survey of persons
aged 60 and over,

In almost every casc, Lhe proportion of Ash-
kenazim who had not used health services
lor a year or more was lower than that of
Mizrahim and Arabs; the highest proportion
not receiving health care for at least a year
was generally found among Arabs (See rable
at top).

Infrequent use of health serices docs not
necessarily reflect better health; the same
survey found that Ashkenazim were the most
likely to perceive their health as “good,” and
Arabs the most likely to view their health as
“bad.” Women consistently reported less
good health and more poor health, with
Arab and Mizrahi women the least likely to
report “good health” and most likely to re-
port “bad health” {see graph on page 6).

Breast cancer is the second leading cause of
death among Israch women, Since carly de-
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A case study of the health
care delivery system in the
development town of
Kiryat Shemona found that
curative services were
characterized by low qual-
ity and by a long wait for a
physician. The researcher
attributed the low level of
medical care to high turn-
over and to the fact that
the physicians staffing the
clinics (none of whom re-
sided in the town) were
young, inexperienced gen-
eral practitioners or doc-
tors who could not find
employment anywhere
else.® She also noted a
shortage of specialists, es-
pecially pediatricians, den-
tists and child
psychiatrists, and too infre-
guent visits of others —
cardiclogists, op-
thamologists and dermatol-
ogists. Thus, persons
needing specialists, includ-
ing urgent cases, had to
wait from two weeks o
three months for an ap-
pointment. In the town's
family planning clinic, the
walt for a physician was
three months.

As aresult of the heavy
workload, the physiclans
had neither the time nor
the patience to give pa-
tients proper attention: “In
one clinic it is a known fact
that the doctor receives pa-
tients at the rate of one
every two minutes and that
he prescribes antibictics
on the spot." This situation
was exacerbated by the
fact that the doctor was
usually Ashkenazi and the
patient Mizrahi; the former
neither understood nor re-
spected the |atter.3°
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Al Jewish development
towns, but as has been
noted, not all Arab towns,
have at least one mother
and child preventive clinic
and one general curalive
clinic. If the service pro-
vided is of poor quality —
residents are stuck with i,
unless they have the
means to obtain private
senvices elsewhera.

Indeed, Greenberg reports
that most educated and af-
fiuent residents of Kiryat
Shemona avoid the local
clinic, either because they
refuse Lo sit for long hours
awaiting their turn, or be-
cause they have no conli-
dence in the attending
physicians.

If the matter is urgent, they
go either to the local
Magen David Adom Emer-
gency Station (after first as-
certaining which doctor is
on duty), o to a doctor at
one of the neighboring kib
butzim or to Safed, on a
private basis, When they
have serious health prob-
lems, they pull every possi-
ble string lo see a
physician in one of the
major urban hospitals. !

Seli-perceptions of “Good™ Health Among Persons Aged 60 and Qver

Ashkenazim®  Mizrahim**

Mole: The numbers for Atab women are toa small to make the figure reliable.

Self-perceptions of “Bad” Health Among Persons Aged 60 and Over
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Source: U, 1900, Survey of Persons Aged 60 and Over in

Jerusalem. Table 1, pp. 53, 54, 36,

Motes:

Households 19%5: Meallh and Use of Heallh Services.

* Includes persons porn in Burope/Amenca and a small number bom in Israel.

*+ Persons bom in Asia/Africa

tection and treatment greatly merease
chances for survival, breast cxaminations
constitute an important clement of health
care for women. The table on page 7 indi-
cates that between 1977 and 1981 women's
awareness of the importance ol breast exami-
nations increased considerably. However,
the gap between Ashkenazim and Mizrahim
remained stable, as did the gap between
women with different levels of educalion.

Primary v. Secondary Care

The World Health Organization goal of
Health for All by the Year 2000 focuses on
the improvement of primary health care, in
an attempt to reverse the European trend of
increasing cxpenditures on hospitals and de-
creasing investments in primary care.

In Isracl, the proportion of the national ex-
penditure on health devoted Lo primary care




Jewish Women Aged 20+ Visiting Cen-
ters for Early Detection of Breast Can-
cer During One Year, by Continent of
Birth, per 1000 population

Jewish Women Aged 20+ Visiting Cen-

ters for Early Detection of Breast Can-
cer During One Year, by Years of
Schooling « per 1000 population
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has been in slow bul sleady decline, from
38.3% in 1962-3 to 31.99% in 19%8-9, while

the outlay on hospitals and research has
grown, from 35.3% in 1962-63 to 40.4% in
1988-89, due primarily to the expansion of ex-
pensive high technology medicine (see table
af boftom right ).

In lsrael primary care services have much
lower status than hospitals, and the quality of
health carc is higher in the laticr; hospitals
have more and better equipment and employ
doctors with higher qualifications. Hospital
employment is more prestigious and more re-
munerative, due, among other things, 1o bet-
lcr wage agreements and the opportunity 1o
work overlime, Thus it is not surprising that
Israeli medical school graduates prefer to
work in hospitals, and that physicians who
immigrated to Israel in the 19705 and 1980s,
a high proportion of whom were neither of-
ficially licensed or specialists, found posi-
tions mainly in community clinics, In fact, it
was Histadrut policy to absorb as many immi-
grant physicians as possible into its primary
care clinics.** Sick fund members, well aware
of the differences in quality, often circom-
vent clinics by going dircetly to hospital
emergency rooms for ireatment. A recent de-
cision by the sick funds not to reimburse
members {or such treatment i3 an effort to
curtail the practice.

Since in development towns, sick fund clinics
constitute the major medical service, one

Sperial Serics No 63% and 717, Jerusa-

might expect them to be larger than big city

clinics; however, according to data collected
by the Ministry of Health, in 1978 urban clin-

ics had an average of 2.35 more rooms than

development town clinics, and three times as
many general practitioners, while the popula-

tion of the big cities was only twice that of
the development towns > B

Percentage of National Expenditure
Devoted to Public Clinice and Preven-
tive Medicine, and to Hospitals and

Research.
Year Clinics and Hospitals and |

Prevenlive Research
Medicine

1962-63 383 353

1965-66 38.4 35.0

1972-73 34.1 341

1975-76 286 3By

1952-83 297 42.0

1985-86 325 427

1988-80 319 4.4

Source: CBS, Statistical Abstract of Israel 1991, Table

24.1, p. 677,
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In contrast to other preven-
tive services, mother and
child clinics are frequented
maore by uneducated
women than by educated
ones,* who probably rely
mare on their sick fund pe:
diatricians and gynecolo-
gists, or opt for private
Senices,

Arecent survey of 320
Arab wornen giving birth in
7 hospitals in the Acre dis-
trict found a different pat-
tern: not only did Christian
women {whose general ed-
ucational level is higher
than that of Druze or
Muslim women) consull
more with privale doctors,
they also paid more visits
to mother and child
clinics.
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Sanitation is a vital environ-
mental determinant of
health. Yet there are fewer
than a dozen Arab com:
munities with proper sani-
tation systems,* the most
visible result of which is
sewage flowing in the
atreets, Thig is in clear con-
trast lo a specific target
set in the Ministry of
Health National Health Fol-
icy Plan: connecting all
homes in |srael to proper
sanitary installations by
1985, The inequitable dis-
tribution of budgetary allo-
cations to Jewish and
Arab local authorities is
well documented and
reaches relative ratios of
3-5:1 in favor of Jews,
after having undergone
considerable improverment
in recent years.¥
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Tables 3.1, p. 101-3; 329 p 142,
MNoies:

Arab Jewish  Number oflives smved each yoar fevels werc oqual®
_ “ i R .,,..-.-:;} \..-LI--' EEpRE R b
Still Births per 1,000 101 36 174 e
Infant Mortaty Rate 164 7.6 | 236
| per 1,000 Live Births
Under 5 Mortality 19.8 9.0
Rate per 1,000 Live
births

Source: CBS. Siafistical Abstracts of Isracl 1990

*  Caleulated lb&ltusking the differcnce herween ihe 2 rates and multiplymgg it by the absolute number of live births,

divided hy

Al figures are rounded to nearest decimal.

Arab citizens of Tsracl exhibit the lowest
health status and enjoy the fewest health ser-
vices, The above table compares the infant
mortality rates, the under-5 mortality rates
and the stillbirth rates for Arab and Jewish
infants and children.

The combination of higher ratios of still
births, infant mortality and under-5 mortal-
ity, and the higher fertility ratio among
Arabs gives the Arab sector of the popula-

Infant Mortality Rates of Arab and Jewish infants per 1000 Live Births

by Cause, 1985-1988

E |
[ ] Arabs
: | |
‘| e
| ‘ |
| 1
3 |
i
2| ‘
" [
i
o A ; | i e ;
Infectious Congenital  Other Causes of External All Other and
Diseases Anomalies  Perinatal Mortallty  Causes Unspecified

Source: CBS, Statistical Abstracts of [scael 1991, Table 3.32, pp. 148-2.
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tion a much larger share of young casualties.
In 1988, [or example, 51% ol all stillbirths,
41%% of all infant deaths and 429 of all
deaths of children under 15 years old in Is-
rael were Arabs.

An analysis based on infant mortality data
for 1977-80 found a clear relationship be-
tween socio-gconomic level, as measured by
father's occupation, and infant mortality
among Arabs. Other factors that were found
to increase the risk of infant deaths were ma-
ternal age under 20 or over 35, and low ma-
ternal cducation. No association was found
hetween birth order (4+ is considered a risk
factor) and infant mortality. 38

A more detailcd consideration of the infant
mortality figurcs {see table on the right) indi-
cates the diseasc patterns of the two groups.

Unlike other causes, the higher rate of mor-
tality from congenital anomalies among
Arabs has been ascribed to the interaction of
genetic factors with cultural preflerences for
inirafamily marriages. The highest relative
risk of infant mortality among Arabs is from
infections diseases, a cause that is largely
preventable.

Although disease-specilic rates are no

longer published for all age groups, episodal
information indicates that certain discases
are more common and less well treated in
the Arab seclor. An outbreak of measles in
the Negev in the winter of 1990-91 led to hun-
dreds of hospitalizations of Bedouins, espe-
cially children and young adults, and
resulted in 9 deaths. Those deaths, occurring
among Arabs only, point lo extreme inequi-




tics in the level of health care, as well as in
the entire life cxperience of the Bedouin
community of the Negev: deaths from mea-
sles are the outcome of lack of immuniza-
tiom, poor nutrition and poor access Lo or
inadequate health facilitics.

The excessive rate of infectious discase
among Arabs was a regular feature of almost
all reportable infections (except for malaria)
before 199{, when the monthly Epidemiologi-
cal Bulletin ceased to present breakdowns
between the Arab and Jewish populations.
As for nutritional data, a number of surveys
show a preponderance of ancmia and rickets
among Arab children ¥

Although conducted over a decade ago, a
survey of infants in an Arab village in the
(ralilee is indicative of the general situation,
It revealed a high incidence of anemia and
signs of rickets in 6 out of 10 infants aged 4-
12 months, Y A more recent study of Negev
infants found anemia in 1/2 of the Jewish and
3/4 of the Arab infants examined; it 1s nota-
ble that the Jewish lowns in Lthe sample bad a
high preponderance of residents of low
socio-economic status.*?

'Health Services in Arab
Communities
A 1985 study comparing the curative and
preventive services to 8 Arab and 8 Jewish
communitics found a consistent factor of 2 o
1 in favor of the Jews in all components of
the system: doctors, nurses, total staff,
rooms, and clinics.®?

Special internal committees of the Ministry
of Health and of the Histadrut Sick Fund
later admitted to a 30-40% difference in the
levels of services, but the reports were never
released to the public.

A very detailed unpublished study con-
ducted in 13 Western Galilee Arab villages
gave scores to 50 compoments of the health
services in each on a seale of 0-10, zcro de-
noling abscnee of the component and 10 de-
noling ils being at the average national level.
The seale assigns a score of 10 to the na-
tional average for the total population of Ls-
rael, thus by definilion giving 4 score of
greater than 10 Lo the level of service of each
component in Jewish communities. The incg-
uity factor ranges from about 1.5:10 to 7:10
(see table below).

Scores of Health Services in 13 Arab Villages

Range
Category Mean Score i s
Preventive services i b 0.7-4.0
Other than mother and child :
climics, 1, preventive care, den- =
tal care, school health services 2
| Mother and child services 44 2| 2660
i 8
| 2
| Curative services 4.4 ! 2| 1083
| Hospilals, clinics, emergency - ;-i
| services 5 e
I = g
| ’ :
| Environmental services 4.8 o T
| Water supply, sewage and :E
| solid waste disposal | B
: ; | =
| Other services 6.9 | g1 4090 |
{ Social services, veterinary ser- ! i
| vices, etc. E'I
. | e .

4]

]
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Source; Kanaaneh, T 1958, A Descriptive Survey of Health Services and Related non-Health Services of L3 Arab Vil-
lages in the Galilee. Thesis for the Degree of Master of Public Health, Hadassah School of Public Health, Jerusalem.
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In Umm el Fahm, a city of
27,000, 30% of the resi-
dents are not connected
1o the sewage system. The
Histadrut Sick Fund, which
has 18,000 members in
the city, sends a surgeon
onby twice a week lor half &
day. The Fund's 2 clinics
have only 3 pediatricians,
despite the large number
of children; 1 gynecologist
during whose abzences
no replacement is sent; no
ear-nose-and-throat spe-
cialist, cardiologist, neurol-
ogist, ophtalmologist or
urologist.

lhere are no evening or
weekend services and
there iz only 1 ambulance
driver. Mental health ser-
vices, a child development
cenler, genetic counselling
SENIces, X-ray, scanners
and ultrasound devices
are also lacking, Persons
needing these services are
referred to the hospital in
Hadera, 20 kilometers
away, While electrocardio
grams are performed and
blood and wrine samples
taken in the local clinics,
they, too, go o Hadera for
diagnosis.®
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Health Service Utilization

: i ¢ - Preventive Ser- : Health Insurnnzl
|_ Cl.u"aﬁ?e Clinic Uhﬁmtluﬂ vices Uﬁ]izaﬁ[ll'l C'“.ngf
I Percentage of
T Percentage of Children Enown L0
Numge r of \;E;’ts | peaths Occurring Heve Completed P‘iﬁ?fe
a Year (1983) | i1 yiospitals in 1988 | Their Recommended

Immunization

.

: L
Sources: Kanaanch, Hatim el al 1987, Proceedings of the
sues, Rama: Galilee Society for Heallh Research nnd Services,
Abstract of Israel 1991, Table 24,12,

Kanaaneh, Hatim. 1990, Testimony on

Sepvices before the Netanyahu Commission.
Note: All figures rounded to nearest whole number,

|:i Arabs

@ Jews

The Israel Ministry of the In-
terior retuses to grant for-
mal recognition 1o some

110 Arab villages. T

means that about 50,000
Arab citizens of lsrael are
putside the parameters of
the public health care deliv-

ery system. Severdl

those villages lack not only
health care services, but

also drinking water.

aj

|

his

First Conference on Arab Health 1s-
p- 7L {Arabic); CBS. Statistical
p- 685; Minisiry of Health Immunuzation
behalf of the Galiles Society for Health Research and

i

ort, 1990

Health Opportunities in Arab
Communities

Further indication of the functioning of the
health care delivery system in the Arab com-

munities can be gleaned [rom the level of ser-
vice utilization.

As the table on the left shows, the average
number of visits (o a sick fund curative clinic
is 3 times higher for Jews than for Arabs: 12
visits per year, compared with 4. While it has
been noted that Jews lend to overuse cura-
tive clinics, which in some cases serve social
as well as medical functions,® the difference
is nevertheless indicative of the relative ac-
cessibility of clinics for citizens living in Jew-
ish and Arab communities.

The disparity in the percentage of deaths oc-
curring in hospitals, 53% for Arabs, com-
parcd with 70% [or Jews, is not necessarily
indicative of a cullural preference for tend-
ing the ill at home; research indicates thal
among Arabs, the small demand for nursing
care beds for the aged is related to the lack
of availability and accessibility of such ser-
vices, and that the distance between hospital
and home and coltural inappropriateness are
what render existing scrvices inaccessible.*®
Of cven greater value to a communily in
terms of its ability to mect its own health
needs and aclively participate in controlling
them is its human resources in health care.
The table below compares the number of
medical practitioners in the two groups.

Tt should be noted that most Arab physicians
are praduales of foreign medical schools.
Few Arab high school graduates are admit-
ted Lo Israeli medical schools; they constitute
59 of all medical students, which is only 1/4
of their share of the age group.®

Health Personnel in 1989, per 100,000 Persons

|

Specialized
All Nurses Physicians
i Arab  Jewish Arab  Jewish Arab  Jewish Arab  Jewish
| | \ .
L 48 31 | | 272 504 | 3% 264 = 164 294
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Source: Kanaanch, Hatim. Faper presented at the Second Conference on Arab Health Issues, held in Nazareth in
October 1991, The Procesdings are in preparation for publication in Arabic,




Major Issues in Women’s Health

The health of women is alfected not only by
their socio-economic status and the quality
and availability of health carce services, bul
also by the nature of the encounter between
client and physician. This is all the more so
because many female life cycle events that
were once considered natural and inevitable
have become “medicalized” or redefined as
grounds for medical intervention, even if they
do not involve disease in any medical sense:
childbirth, menstruation, contraception, fertil-
ity, pre- and post-natal care and menopauvse,
Thus women have become dependent on
doctors when they are healthy as well as
when they are sick, while men come into con-
tact with the medical system primarily when
they are ill. Morcover, it is women who uti-
lize the health care system mosl [requently —
as the “brokers” between family members
and medical institutions.

Health Status Indicators for
Women

Life expectancy for Isracli women has risen
from 73.2 years in the early 1970s to 775 in
1988, and for men from 70.1 to 73.9, follow-
ing the general trend in the European re-
gion, Jewish women can expect Lo live about
3 vears longer, on the average, than Arab
women: 78.0 years v. 75.1.%7

Althouph women live longer than men, lon-
pgevity may be a mixed blessing, unless
women enjoy reasonably good health and
have family and community support in their
old age. Available data lor the population
over 60 suggest thal women are more often
alone without anyonc to carc for them, and
thus more likely than men to be placed in in-
stitutions when they beecome ill due to the cf-
fects of aging.**

Moreover, there is evidence that women
tend to be sicker than men, particularly as
they grow older. It has been suggested thal
while the nature of men’s lives appears to
make them more susceptible to sudden
death, women’s lives may make them more
vulnerable to chronic illness.*

Exhaustion and depression, for example, are
likely to be consequences of childbearing
and rearing, housework and other tedious,
unrewarded jobs performed by women,
Women are also more likely than men (o be
raising families alome or living on their own
due to divorce or widowhood, and they bring

home lower wages than men for the same
work, These factors contribute to higher
rates of povertly and higher risks of illness.

The tendency of women to be sicker than
men, particularly as they grow older, is sup-
ported by a longitudinal study of 360 married
couples over a 10-year period conducted in
Jerusalem 5% In 1965, ill health resulting in
some [unctional limitation was observed for
twice as many husbands as wives in families
classified as fully or partially “deprived.”
Ten years later, the women reported a 350%
increase in illness, compared to 589 for
men. Moreover, the women were character-
ized by greater multiplicity of illness. The fac-
tors cited by the women most oficn as
contributing to illness were frequent preg-
nancies and childbirth. Other faclors were
the lasting side effects of previous illnesses
and surgery, and family and houschold
siress. In other words, chronic illness was as-
sociated with women's biological and social
roles.

A recent survey conducted by the Histadrut
Sick Fund also points to multiple illncsses
among women as well as to a high incidence
of psychological disorders. Of 1,000 women
examined, 1/4 suffered from 2-5 symptoms of
illness; nearly 40% reportedly expericnced
[celings of stress, anxiety and depression, but
only 9% sought professional help.' In not
secking treatment, the women may have
been realistic; medical science cannot offer
objective changes in women's lives; what
mental health clinics can and usually do offer
arc preseription drugs like Valium.32

In the same study, 30% of the nearly 600
women over 45 were [ound to have high
blood pressure, but only 35% were aware of
their condition. As detection and control of
high blood pressure can be crucial wo the pre-
vention of cardiovascular diseases, this
points to the need for sick funds 1o encour-
age and finance repular check-ups for
women over 43,

Canunses of Death

In the past, women suffered less than men
from coronary heart disease, cancer, and
threats linked to behaviors such as aleohol
consumption, smoking, motor vehicle acci-
dents, and violence. But as women’s life
styles have come to resemble men's, they
have alsc become increasingly vulnerable to
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Modern medicine tends to
view women's reproductive
organs as mechanical sys-
terns in need of mainte-
nance by medical
experts,™ while the larnily,
clan or state often perceive
them as subordinate to the
collective goals of popula-
tion growth or decrease.
For Jewish women in ls-
rael, family planning is un-
derdeveloped and fertility
treatment overdeveloped.
The abortion laws are lib-
eral, but they fall short of
abortion on demand and
are under constant threat
of erosion.

While hysterectomies are
not performed at the exces-
sive rale they are in the
United States (the figures
for 1986 are 75 per
100,000 tor Izrael, com-
pared with 280 per
100,000 for the U.S5.58, the
lendency of |srasll medical
praclice is to consider fe-
male sexual and reproduc-
live organs expendable
once their reproductive
functions have been ful-
filled. For women over the
age of 45, hysterectomy in-
volves the routine removal
of the fallopian tubes and
ovaries, even if the latter
are healthy, despite their
contribution to female sexu-
ality and well-being.

il
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Despite differences in the .
etiology of heart disease in ]
women and men, most .
clinical decisions for man- &
aging heart disease in .
women are based ondaia  «
cbtained from research .
and clinical trials with .
men.58 Much more re- .
search is needed on .
women in order to improve %
diagnosis, early reatment  »
and, above all, preventive |
care. »

.
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-
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Althoughwomen outlive men almost everywhere, itis notable
expectancy al birth between lzraeli
men and women is small relative to that found in many other
developed countries: 3.8 years for Jews, and 2.7 years for
with an average of 7 years, as shown
lite expectancy of Israeli women is rela-

that the difierence in life

Arabs, compared
below. In fact, the

somu of the same causes of death.”

For Isracli women as well as men, cardiovas-
cular (heart) discase, cancer and cercbhrovas-
cular disease (stroke) arc the principal
causes of mortality.

Heart discase, accounting for 47% of all fe-
male deaths, is the leading cause of death for

_both Jewish and Arab women; cancer is the

second leading cause among Jewish women
and the third greatest killer of Arab women.
Mortality rates for heart diseasc and cancer
have been rising among Arab women.®”

Heart Disease

Isracl women are more likely than men Lo
die after their first heart attack or during
hearl surgery, they show poorer recovery

unknown.

Life Expectancy of Women and Men in Selected Developed Countries

such as: Are

rates following surgery, and they are slower
to return to normal routine. Doctors often
arguc that this is because heart discase af-
fects older women. But the trends also lend
support to a growing body of American re-
search that attributes gender differences in
morlality to the fact that physicians olten ig-
nore carly signs in female paticnts, whom
they believe are protected against the dis-
ease by female hormones.™

Thus doctors may not freat women's symp-
toms with the same seriousness they do
men’s, If a man complains of chest pains, he
is immediately sent to the readmill; women
wilh the same complaint are not usually re-
ferred for Lests.

0 men 1 wome

.--I. T J.-—!
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tively low, ranking 19th in the 1990 wHo World Health Statistics
Annual survey of 20 countries in the European region, com-
pared with men, who rank &th in longexity, raising questions
lzraeli men in better health than men elsewhere,
or are lsraeli wornen in relalively worse health? The answers are
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As a result, opportunities for preventive care
and carly treatment may be missed, and by
the lime women receive treatment, they are
generally sicker than men,

Although women are most likely 1o develop
heari problems in their 50s and 60s, those in
their 405 are nol immune, The increasing in-
cidence ol heart discase, particularly among
younger women in developed countries, has
been attributed to increased cigaretie smok-
ing — a major cause of heart disease in men.
Another potential risk factor, found more
commonly in men than in women, is the be-
havior patlern characlerized by aggressive-
ness, compelitiveness, hostlity, a chromic
sense of fime urgency, and a sirong drive (o
achieve.®” Thus, a contributing facior Lo the
increased mortality of women [rom hearl dis-
case in Israel may be that their life style is be-
coming morc like men’s.

Amn additional factor that increases the risk
of heart discasc is the oral contraceptive pill,
if taken by women who sulfer from high
blood pressure, high cholesterol, or liver dis-
orders, or if taken by thosc over 35, The nisk of
heart disease is also significantly higher if con-
traceptive pills are combined with smoking,
Finally, as in other forms of illness, social
support and a sense of belonging play an im-
portant role in prevention as well as recovery
from heart disease, while loneliness, isola-
tion and lack of support from significant oth-
ers increase the risk factors, The evidence is
thal women are more likely than men (o be
without a spouse when illnesses occur.

Cancer

Although mortality due to cancer is higher
for men than for women in most countrics
and over most of the age spun, in Isracl the
situation is different: Isracli women under 55
are more likely than men (o dic of cancer,
and the rate of new cancer cases detected in
younger women is over 50% higher than in
men.®! Much of this difference is accounted
for by the hiph incidence of breast cancer,
which, together with uterine and cervical can-
cer, represent 505 of all cancers found in
women under 35,

While in the early 1970s, one oul of every 13
women could expect to develop breast can-
cer somelime during her life, in the 19905 the
odds are 1 in 10. Although Ashkenazi
women are al higher risk (70 cases per
100,000 persons per annum in 1977-81), than
Mizrahi women (43 cases per 100,0000), most
of the increase among Jewish women is due
to rising rates among Mizrahim,

Age-Adjusted Mortality Rates per 1000 from Cancer in Jewish and

Arab Women, 1980-82.
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Arab women are far less likely than Jewish
women (o develop breast cancer (14 per
100,000, bul the incidence of cancer is rising
more rapidly among Arab than among Jew-
ish women. 2 Moreover, mortality rates from
all types of cancer, which were 3.2 limes
higher among Jewish women in 1970, were
only 1.4 times higher in 1982.5% (see above
graph).

Diets rich in fruits, vegetables and cereals, as
well as low age at first birth, are known to
decrease the nisk of breast cancer, while fat
intake, alcobol consumption, and obesity in-
crease Lhe nsk. Thus the mse in the in-
cidence of breast cancer and the different
morlality rates among population groups
may be associated with variations and chan-
ges in diet and fertility. It has been suggested
that mortality from breast cancer is as-
sociated with exposure to environmental pol-
lutants, such as those pesticides and other
toxins which accumulate in fat tissue.®
Despite the incidence of breast cancer
among women in Israel, there is little public
and professional awareness of the impor-
lance of carly detection.
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Between 1975 and 1986,
the death rates of |zragli
women from breast can-
cer dropped 8% overall
and 34% for women aged
25-34, while age-adjusled
dealh rates in all Western
countries rose by as much
as 45%. The decrease in ls-
rael occurred despite a rise
in knowvn risk factors, and
despite the reduced intake
of fruits, vegelables and
fiber. Westin and Richter
suggest that this decrease
may be due to an abrupt
drop in residues of or-
ganchlorine pesticides in
breast and cow milk |
following the ban on their
use; organchlonnes act to
promaote cancer atter initial
exposure has occurred 5
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The Israel Cancer Associa-
tion operates centers for
manual breast examina-
tions, but these facilities
are underused and poarly
advertised.5 In 1981, only
about 10% of Jewish
wormen over 20 availed
themselves of these sear-
vices, primarily better-edu-
cated, Ashkenazi or
Israeli-born women.® Phiy-
sicians who study in lsrasl
receive no specialized in-
struction in the technique

of breast examinations dur-

Ing their professional train-
ing.=
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Mammaography, an x-ray technique that pro-
vides specialized pictures of the breast, is the
most reliable method for detecting small tu-
mors, years before they can be felt by self-ex-
aminalion or by a physician,

Studies conducied in Europe and the ULS.
have shown thal screcning asymplomatic
women reduces mortality from breast cancer
by 30-50% among women over 50.%° However,
in Israel doctors do not routinely perform
breast examinations, nor do they usually refer
women over 30 for mammograms unless a
lump or breast change is suspected. As a re-
sult, the 37 locations where low-dose mammog-
raphy is available have been underused.
Despite the prevailing notion that Jewish
women arc somchow Immung (o cervical can-
cer, each year some 80 new cases are detected
and 20 women die from the discase, with the
highest frequency among those over 55.
Women over 35 are also more prone to uter-
ine cancer; the risk for this disease is signifi-
cantly higher among Ashkenas Jewish

Age-Adjusted Mortality Rates From Cerebrovascular Disease
in Jewish and Arab Women, 1960-1982
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Souree: Ore et al. 1991, *Mortality Trends Among Jewish and non-Jewish Women in
Israc], 1960-82." Israel Journal of Medical Sclences. Vol 2T:1. p, 33,
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women than among Mizrahi women. Some
200 cases are detected annually and close (o
80 women die.™

The question arises whether more women
could be saved if pap smears and other pro-
grams for early cancer detection were rou-
tinely carried out among women in high risk
age or ethnic groups. Pap smears are simple,
painless tests that can detect precancerous
changes in the cervix years before most can-
cers develop. Research in other countries”
has shown that screening of women between
the ages of 30 and 49 reduces incidence and
mortality by 30-40%%.

The battle againsl cancer requires fremen-
dous emotional and psychological resources.
Rescarch points to the crucial role of family
support in the recovery process. However,
there are indications that the support pro-
vided by women when their partners un-
dergo cancer trealment exceeds the level of
supporl they themselves receive from
spouses when they require ireatment,™

Cerebrovascular Disease

This is the third highest cavse of death
among Isracli women, accounting for somce
165 deaths per 100,000 among Arab women
and 119 per 100,000 among Jewish women in
1982 (see table on the left). High blood pres-
SUTE, MOTE COMMON among women than
men, is an important contributing facior, par-
ticularly for Arab women, who consistently
exhibit higher rates of mortality than Jewish
women, and for Mizrahi Jewish women.”

High blood pressure is often associaled with
nuirition based on [als and sugars and with
psychosocial stress; genetic factors may also
be involved.™

Yiolence

Violence is now recognized as a major faclor
in women's health, and the home as the most
frequent site of violence. In 1991, 35 Israck
women ied at the hands of men; 25 were
killed by a family member, Commentators
tend to pin the blame on the Gulf War and

1o view the violence as the result of male frus-
tration at being stuck on the home front.

Although it is true that many of the assaults
occurred during and after the war, statistics
point to a trend of increasing violence in re-
cent years. In 1990, no fewer than 27 women
were killed, 22 of them by a family member.
Many other Isracli women are viclims ol as-
sault or survivors of domestic violence, incest
and rape.




Reproductive Issues

In Israel, concern over differences in Arab
and Jewish birthrates, euphemistically re-
ferred to as “the demographic problem,”™ as
well as the Orthodox religious
establishment’s opposition to birth control,
have given rise Lo pro-natalist policies, in-
cluding anti-abortion laws, child allowances,
housing subsidies, and numerous other bene-
fits for familics “blessed with children,” the
Israeli term for large families.

In the 1950s, the government offeied cash
prizes for women bearing their 10th child (as
the primary beneficiarics were Arab women,
the program was quictly discontinued in 1959).
In 1967, Prime Minister Levi Eshkol estab-
lished a Cenler for Demography mandatcd
with “encouraging and stimulaling natality.”™

In keeping with the pro-birth climate, inex-
pensive pre- and post-nalal care is provided
through a nationwide nerwork of mother and
child clinics. In vitro fertilizalion, an expen-
sive and highly technological service, is also
available (to married women who have noi
gotten pregnant alter trying for a year) at no
fewer than 20 IVF clinics. [srael has the high-
est population/IVF clinic ratio in the world.
In the U.S., for cxample, there is one clinic
per 4 million inhabitants.™

In contrast, comprehensive family planning
has remained conspicuously absent from pri-
mary public health care. Family planning
clinics arc not an open, institutionalized part
ol the health care delivery system; sick funds
do not offer reimbursement for contracep-
live prescriptions or devices,

Despite the lack of comprehensive family
planning services and the prohibition against

abortions for other than medical reasons
prior Lo 1977, the Jewish birth rate has de-
creased dramatically, primarily due 1o a
steep decline among Mizrahi women, from
an average of 6.3 children in 1950, to 4.0 in
1970 and close to 3.0 today.

Fertility among Ashkenazi women has re-
mained fairly constant over the last decade,
at around 2.8. In the absence of modern
birth control methods, it may be assumed
that fertility was controlled in the 1950s and
6l)s by illegal abortions. In contrast, the birth
rale among Muslims increased during the
same period as a result of improvements in
health care and reductions in infant mortality.”

Abortions

Research in the 1970s revealed a high
dependence among Jewish couples on rela-
tively ineffective methods of contraception,
with backup abortions when necessary.™ An
estimated 20,000-30,000 abortions were per-
tormed annually, or approximately 1 for
every 2 live births — the same as the abor-
tion rate in New York City.™ The perfor-
mance of abortions by physicians in their
private clinics was also common practice.

An increased demand for abortions is pre-
dicted for the coming years, due to the re-
cent wave of immigration from the Soviet
Union, which in 199)-1991 included 90,000
women of childbearing age. Given their pref-
crence for small families and the cconomic
dilficulties they face, it is unlikely that the
new immigrants will adopt Israch childbear-
ing norms, Sabatello estimales that these fac-
tors will produce an increase of about 30% in
abortion reguests by the mid 1990 %

Family Planning

Women intercsied in contraceplives usually
request them from sick fund gynecologists,
who routinely prescribe pills for women who
have oot given birth and fit 1UDs for women
who have. Physicians do not ordinarily coun-
st| women about contraceptive alternatives;
more often than not, they have had little or
no training in the field. Among gynecologists
there is a definite bias in favor of pills and
ILIDs over barrier methods. Since contracep-
tion is not regarded as an essential service,
women musl bear the expense of pill pre-
scriptions or [UD fittings. Women who can
afford to pay a private doctor often do so for
whal they consider better quality service, but
even private visits do not usually include
counseling about the options available and
the importance of fitting of birth control
methods to individual needs.
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De facto abortion arrange-
ments were legitimized in
1977 by an amendment to
the abortion law which per-
mitted termination of preg-
nancy if carried out in a
recognized institution and
approved by a Committes
for the Termination ot Preg-
nancy. These Committees,
made up of medical spe-
cialists and social workers,
were authorized to ap-
prove abortions if (1) the
woman was under 17 or
over 40, {2) the pregnancy
was the result of rape, in-
cest or relations out of
wedlock, (3) the foetus
might be physically or men-
tally handicapped, {4) con-
tinuation of pregnancy
might cause physical or
mental harm o the
worman, or {5) it might
have negative conse-
quences for the woman or
her tamily due to social
conditions, including the
number of children in the
household. While a coalition
agreement between the
Likud and the religious par-
ties led to the 1980 repeal of
the contraversial fifth "social
clause," it did not affect the
number of legal abortions
performead — 14, 500-
17,000 annually, or 1517
per 100 live births since the
late 19705 @
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There is no ideal method
of contraception; each in-
volves some risk of preg-
nancy, side-effects and
contraindications, but
bringing these Lo women's
attention is not usually part
of the service in lsrael.
Women's complaints of
pain, spotting, or exces-
sive menstrual bleeding
after IUD insertion are
olten minimalized, and al-
ternatives are not ordinarily
suggested.®
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Percentage of Women in Israel
Medical Schools

Since the late 1970s and early 1980s, a num-
ber of family planning services have been
launched on the local level by municipal pub-
lic health departments, mother and child clin-
ics, hospitals and private organizations,
primarily in the large urban areas.

In Jerusalem, family planning services are of-
fered at 10 out of the 30 mother and child
clinics operated by the municipality; in Tel
Awviv, at 6 such locations. However, these ser-
vices arc no more than “1UD clinics.” A num-
ber of so-called Family Flanning Clinics are
found at major hospitals, bul they are spo-
radic, poorly inlcgrated into the general
health care system, and not widely publicized.
Scveral community-based services have been
sel up by voluntary associations.

In the Arab villages of the Galilee, family
planning, which involves esscntially IUD in-
scriions and follow-up, is available in local
mother and child clinics as part of the rou-
tine services to mothers. On the first inter-
view ol a pregnant woman, the availability of
the device is mentioned, and this is repeated
at the time of the postpartum visit. The physi-

cian also makes recommendations during
the post-natal examination. Occasionally
tubal ligation is suggested, especially lor
women with many children and those requir-
ing caesarian births (It should be noted that
this option is never offered to Jewish
women). Infertility counseling is nol part of
the service.

Duc o lack of specialist chinics in Arab
towns and villages, women may consult with
gynecologists in hospital outpatient depart-
ments concerning family planning, However,
the physicians are likely to be Jewish males,
s0 that cultural and communication barriers
reinforee the usual lendency for such consul-
Lalions to be limited Lo the mechanical cxami-
nalion of reproductive organs.

|l'f’umen in Medicine .

While women are entering medical schools
in increasing numbers, they remain a minor-
ily in the more prestigious and high paying
ficlds. =

Percentage of Women in Different Areas
of Specialization, 1989

[

Women's Health in Israel. Consuliation Pro-
ceedings. Jerusalem: Isracl Women's Metwork.

Total Number Percentage of | | . Total Numher Percentage
. af Students Women e of Students of Women
1975 203 29% B e 1%/
Psvehi < 46

1984 2ET 359% ey = ?f 'lll

| 1980 365 4691 Efocio L) 19% ;.
: Pediatrics 384 6% N

source: Notzer, M, 1992, interi T
e ieia of Medicine: Ca oo and Bteet b Family medicinc 250 4%

sulation

Source: MNotzer, M. 1992 “Women Entering the Field of Med-
icing: Cause and Fffect.” In Women's Heal
ingss. Jerusalem: Israel Women's Network,
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"Health Care in Israesl
Error: On p. 17, the title of the graph should read:

Percentage and Amount of Expendable Monthly Income of Urban
Households Spent on Health, According to Income Decile, 1986-87.

The word "Expendable" was inadvertently omitted.




The prosperity that followed the 1967 war in-
creased the ranks of the middle class in Ts-
rael, while further entrenching the cxisting
middle and upper classes. The general rise
in the standard of living was accompanied by
increased demands for consumer goods and
services, among them health care. These de-
mands were met by the Maccabi sick fund,
which, in contrast to the Histadrul Sick
Fund, offers members choice of doctors, ap-
pointments rather than the quewe, specialist
consultations without referral from a general
practitioner, and more efficient supportive
services; and by private commercial health
services that mushroomed n the 1980s, in-
cluding medical centers and diagnostic clin-
1cs, nursing homes, ambulance services, and
centers for alternative medicine.

The 1980s saw a trend of decreasing govern-
ment outlays and increasing houschold -
nancing of health services; that is, a shill of
the burden from the government to the con-
sumer, This shift involves increased outlays
not only by the affluent but also by low-in-
come groups; the direct government subsidy
Lo the Histadrut Sick Fund declined from
30% of the latter’s budget in 1978-79 o less
than 2% in 1987-88,*° necessilaling an in-
crease in membership dues.

The increase of the national expenditure on
health as a percentage of the GNP — it was
T.8% in 1989-9), compared to 5.5% in 1962-
63* — was accounted for by outlays on the
parl of households and non-profit organiza-

The Growth of Private Health Care

tions. Whereas in 1984-85, 31.9% of the na-
tional expenditure on health was financed by
households, in 1989-90, the figure was 4895,

The same year the contribution of the gov-
ernment and local authorities to the national
health bill was 479, compared with 33.6% in
1973-74, and 52.0% in 1984-5 8 While in
1977 the parallel tax, a type of “second in-
come tax” paid by employers, accounted for
1/3 of government financing and general rev-
enues [or 2/3, by 1988 the proportions had
been reversed; i.e., direct povernment out-
lays had been reduced by 5086

The proportion of the national expenditure
on health going to private medicine rose
from 18.1%% in 1970-71 and 18.7% in 1980-81
to 22.29% in 1987-8. The largest single ex-
pense was dental care, which amounted to
12.7% of the total national expenditure on
health; the proportion going to private ph?ai-
cians rose from 2.6% in 1980-81 (o 4.5%.5
Privalc hospitals increased their (mainly sur-
gical) admissions from 3,138 in 1981 to
20,611 in 1986 %%

An examination of the proportion of monthly
houschold expenditures devoted to health by
income decile reveals the general trend: the
outlay as well as the proportion inereases with
income. Households in the highest decile spend
more than 4 times that of those in the lowest
decile; it should also be noted that households
in the lower deciles have more persons (see
table below).

Percentage and Amount of Monthly Income of Urban Households Spent on Health,

According to Income Declle, 1986-87

&% et E LR memmmeeeee e
E"* '“*_:\. 'CF.;“ T
g RS LIS BE O Sl e L e oy Wy B Nt N
FEL T RSEh ) e R CEE L o A
e & - | II‘J \‘#‘ H": l\ﬁ“‘/ N, —, '\"‘i
I it ) ) ) Nt Nt N i\,
: A3 %, L N ~"'n ] N, \lu" \l--r :
4% . A ,-..\..#‘...‘uﬂ’ .\u-ﬂ',..\l-"r..-\'-—",_-\ — .14?|_\ 176"
i Q*.::."""-: Q::...""-'; Q::E-E'-'el N— ﬁ";TT’ﬂ NN

L1 1 | [T I - [ [} i
~ | B IEE 2 Y VNSNS

™ [0 ol W ! " g f gl i \:l | : o+
NN —N RN NN — N —
i N N ku--,_.,i-‘~:----'__,..»-.t“-"'..—rE!:sf-E:'-“._..--h:r--', AN AN
Nk 40 | Nty Nt N N, ) NSl N N,
U AN E::—"_..-E--tf:ﬁ-:-qfiﬁ- NN AN N
'\::.d‘ :-d: \-::d" \n.i: “#: '\.u-" H“I-,'_r .:..": \u.“ \Iqif
NN N N N NN AN

1 2 a d 5 L] T & B 10

Source: CBS. Statistical Abstracts of Israel 1991, Table 11.1, p. 290-

Mote: Amounts rounded to nearest shekel.

o=l

13

Ls.la+.’li¢-l++--l|-ln'|ll|il|l$4+t-q-1-lnln;ollnrlrl-l.a.l-q-p-||-|-||44+¢q--||||||-|-¢.+Q|.|.|.|..|.|...-49;;

As expendilures on private
health care correlate with
socio-economic status,

the more the burden is
shifted to the consumer,
the greater will be the ineg-
uity in utilization of health
sernvices, Between 1979-
80 and 1986-87, the aver-
age proportion of
household expenditures
devaoted to health cara in-
creased from 4.2% to
5.2%. Tha highest rise was
in a category that included
expenses for private physi-
clans, vIsion care, conva-
lescent homes, medicines
and medical accessories, ®
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On January 1, 1992, a pro-
cess was initiated wherely
5 government hospitals
(Tel Hashomer, Rambam,
Mahariya, Assal Harofe,
and Ichilov) are to be reor-
ganized as self-sustaining
public corporations.

There is danger that the
drive for profit may conflict
with the principle of equity
in the provision of medical
services, and lead to a
preference for income-pro-
ducing services and cli-
ents at the expense of
others.
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Privatization of Public Services
Public health care is undergoing a process of
increasing privatization. Sick funds once
s0ld members medicines ar a nominal cost;
today, more than half of the medicines are
more expensive al the Histadrut Sick Fund
pharmacy than at the local druggst.™ An-
other development is the institution of fees
for services formerly performed free of
charge, like ambulances, diapnostic tests,
and hospital emergency room visits. Yet an-
other is the contracting out of certain ser-
vices, like ambulances and nursing homes.
Further indication of the trend is the Private
Medical Services (Sharap) arrangement,
now provided by three Jerusalem hospitals,
under which physicians cmployed by (he hos-
pitals may see private patients in separate
rooms and utilize hospital facilities for treat-
ment. Hospitals regulate and collect Sharap
fees, from which they deduct taxes and their
own charges.

This arrangement can be viewed as an at-
tempt lo control “black market” medicine,
in which patients paid hospital physicians
under the table in order to be operated on
by the surgeon of their choice and to ad-
vance (o the head of the wailing list, by insti-
tutionalizing the practice. The Ministry of
Health plans to extend the same service to
other hospitals around the country.
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The queslion is how privatization alfects eq-
uity in health care. In most democratic
states, social services, including health care,
are financed by 4 combination of the govern-
ment and the consumers. Whereas govern-
ment financing reflects a commitment to
meeting the health needs of citizens which
would not be met if health care was sold on
the open market like any other commodity,
decreasing government financing and in-
creasing privatization reflect a retreat from
that commitment. While health subsidies op-
crale Lo increase the income of the lower
deciles and therefore increase social eq-
uily,™ privatization has the opposite effect.
Another effect of private as opposed (o gov-
ernment provision of public services that in-
creases inequities is “creaming,” that is,
concentration on clicnls who arc casy Lo
treat and who can afford Lo pay, and negleet
of “difficult” clients who cannol pay,” lor cx-
ample, expansion of cosmetic surgery and cx-
pensive technologies, to which only thosc
able to pay will have access, at the expense
of geriatric carc.

Shuval notes that “privatization carries the
potential danger of a two-tiered system of
medical care in which higher quality service
and equipment are drawn into the private
sector by the promise of greater financial re-
wards” #

Doron argues that one of the undeclared
goals of the political-economic establishment
of lsrael in its drive towards privatization of
social services is Lo consolidate the advan-
tages conferred by the private market on the
upper strata, who are willing and able (o pay,
al the cxpense of the quality of the public ser-
vices provided to the low and intermediate
Ineome groups.

He puints oul that since privatization in-
volves making facilities — which in Lhe case
of Israel were built with public monies and
donations [rom abroad — more accessible Lo
the affluent sectors of socicty than Lo others,
it contributes directly to an increase in in-
equality.* Whatever the motive, it is clear
that privatization of public health services
tends to benefit the better-off. B




Is Israel moving towards the World Health
Organization goal of Health for All by the
Year 20007

An examination of basic health status indica-
tors like the infant mortality rate, the ratio of
still births, and life expectancy at birth (see
table below) reveals that infant mortality and
still births have decreased considerably and
that life expectancy has increased for both
Jews and Arabs in Israel. For Jews, the in-
fant mortality rate declined from 27.2 per
1,000 live births in 1960 (o 7.9 1n 1990; still
births were reduced from 13.0 in 1960 to 3.7
per 1,000 live births in 1989, Life expectancy
at birth increascd from 72.1 to 76.7, adding
an average of 4.6 years to life.

The health status of the Arab population of
Isragl, as shown by the same indicators, also
improved, but the gaps remained stable for
infant mortality and lifc expectancy, and they
increased for stillbirths. The number of still
births decreased from 11.9 in 1960 to 8.4 per

Changes Over Time of 3 General Health Status Indicators of Arab and Jewish Citizens of Israel

Still Births per 1,000 Live Births
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Sources: CBS. Statistical Abstracts of Israel 1991, Tables 3.1, p. 104-108 and 3.24, p. 138; Figures for 1960; CBS. 1980, Seciely in Israel,

Infant Mortality Rate per 1,000 Live Births
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1,000 live births in 1989, compared with a de-
cline of more than (wice as great for Jews, In-
fant mortality decreased from 48.0 in 1960 to
14.6 per 1,000 live births in 1990, and life ex-
pectancy al birth increased from 69.5 to 74.3,
adding an average of 4.5 vears to lilc,

The general increase in life expectancy and the
decrease in infant mortality rates since the es-
tablishment of the stale can probably be at-
tributed to improvements in diet, hyvgiene,
and the expansion of primary healih carc, de-
velopmenls which are egalitarian in nature,
and to the risc in the peneral standard of lving.
However, the 19805 marked the beginnings
of a departurc from policies based on the
principle of equity — like the invesiment in
high-lech, hospital-based medical care and
the privatization of public heallh care, a depar-
turc: that may contribute o an increase rather
than a decrease in class differences in health
care, and, consequently, in life expectancy and
the quality of lif:. m
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Past and Present: Are the Gaps Disappearing?

Life Expectancy at Birth in Years
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Israel in International Perspective
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When it comes to recognized indicators of
the general level of health services, like the
number of physicians, nurses and dentists
per 100,000 population, Isracl resembles
many countries of the European region and
far surpasses the neighboring Arab states. In
1980-83, its ratio of physicians, nurses, and
dentists was higher than that of the Furo-
FUHII AVETAE.

For both Arabs and Jews in Isracl, life expec-
tancy at birth is much higher and the infant
mortality rate much lower than those in the
Arab states. The average life expectancy of
Israeli citizens in 1989 (76.0) and the in-
crease in the average life span since 1970 was
greater than those for many of the European
member states of the World Health Organi-
zalion,

Israel’s figures were similar (o those of coun-
tries like the Netherlands, Denmark, and Ire-
land, and higher than those recorded for the

U.5.5R and Morocco. However, the relative
advantage of women vis-a-vis men is consid-
erably lower in Israel than in other devel-
oped countries: life expectancy at birth is 3
years longer for women in Israel, while if is
more than twice that in many other devel-
oped countries.

The average infant mortality rate in Isracl
was and still is lower than the average for the
European region. While in 1970 Israel’s in-
fant mortality rate for both Jews and Arabs
was higher than that in the Netherlands, the
United Kingdom and Denmark, its rate of
decrease over time has been much greater
{see table next page). Israel’s infant mortality
rate was and still is much lower than that in
Morocco and the neighboring Arab states.
The average life expectancy at birth for both
Arabs and Jews in Tsrael is among the high-
esl in the wiHO European region. B

Physicians, Nurses and Dentists Per 100,000 Persons in the wHO European Region and in Selected Countries,

1980-1987
Country Physiciuns ¢ Nuorses Dentists

_E-u;up; 1980-83 {278 it i 392 ' & N

U.S. 1984 214 830 il

Eulhurland& 1985 224 i n.a. '

United Kingdom 1981 164 325

Japan 1984 | fasy gy 5

Deamark 1984 st sl

Ireland 1984 S | s o

Morocco 1987 n 195 2

Syria 1987 i 112 S ARECER
Egypt 1985 20 |27 n.a.

Iraq 1987 "%5 - 58 §f1€f

Jordan 1984 111_ w |99 %

Isracl 1983 | |280 HE R :’ﬂ‘& i 7 i

Sources: wHo. 1984, Evaluoation of the Stralegy for Health for All by the Year 2000, Seventh Report, Volume 5, Eu

n Region, Geneva., WHO, 1988

World Heallh Statistics, Geneva, Tables 2-5, pp. 44-62; 1990, ULN. Statiztical Yearbook for Asia and the Pacific, Bangkok, pp. 183 and 199 — calcula-

tions by B.S.

Mote: The number for nurses in Jordan includes midwives.




Infant Mortality Rates and Life Expectancy at Birth for the WHO European Region and for Selected Countries,
1970 and 1989

Country Infant Mortalicy Rate Lite Expectancy
¥ 1970 1985-1 99{';“ o s 1965- 19'?2-* 19RS-19%)* -
European Region 493 n.a. 69.4 ..
LIS, 198 1000 T0.8 76.0
USSR. 24.4 24.9 69.0 .1
Japan 13.1 5.0 .7 T80
Netherlands 127 6.8 73.5 I3.45
United Kingdom 18.5 .0 7.7 I5.5
Denmark 14.2 8.3 73.4 A5.4
Ireland 19.5 g2 T0.6 LK
Morocco 140.0 H2.0 529 61.0
Egypt n.a. 650 i o 5940
Syria .2, 48.0 n.d. 650
Irag n.a. 6.0 36 B0
Jordan n.a. ; d4.0 L. 66.0
Israel-Jews 18.7 79 721 6.7
Israel-Arabs 373 146 70.5 743

Sources: For Israel: CBS. Statistical Abstracts of Israel 1991, Table 3.1, pp. 104-108 and 3.24, p. 138, For other countries.. WHCL 1986, Evaluation of the

Stra for Health for Al by the Year 2000, Seventh Report, Volume 3, Buropean Region, Geneva, Table 2, p. 223; Table 3, p. 224 WHO. 19911990 World
Health Statistics Annual. Geneva. pp. 104-10%; T.N.1991. 1985 Demuopraphic cu.rhuuéi New York. Table 15, p. 32-346; Population Drasion of the Deparn-
ment of International Economic and Social Affairs, TLIN, Smmlaﬁul.'ﬂﬁ.. . World Population Chart 1990 L.i.S. 1972, 1971 Demographic Yearboole Mew
York. Table 28, pp. 668, 671, 669. and Table 34, pp. 754, 756, 746, T56; UN 1972 Demographic Yearbook. Tahle 21, p. 505.

Motes:
* Latest available Ebﬁ“m'
** Figure is for 1964,

N
=

66l LSNONY  HOLINOW ALUIVIOH TIVHSI HHL

TAYHST NI HHY)Y HL TVAH

i




Prospects for the Future

The trends seem to be clear; the 19905 will witness the continued expansion of privale medical
services and the increasing privatization of public medical services through both contracting out
and incorporation. Household expenditures on both private and public health care will continue
to grow. A February 1992 decision by the sick funds Lo institute a supplementary compulsory in-
surance fee for members, in order o provide coverage for additional services, is further cvi-
denee of the rend.

The present decade will also see the continued development of high-tech medicine in both the
privale and the public sector, and the utilization ol these services by those with the means to pay
for them. The health package of sick [und members will probably exclude many expensive, high-
tech services.

In the coming years curative care can be expected to maintain its precedence over preventive
medicine, The trends show that governmental and privale investments will continue to be chan-
nelled to hospitals. Lip service will continue to be paid to environmental factors like air and
water pollution and life style factors like diet, smoking, and physical activity, whilc minimal
funds are expected to be allocated to environmental research, the alleviation of pollution or the
alteration of life styles.

There is no evidence that the idea of community participation in health care will be encouraged
by national bodies. For example, upon joining the European Region of the World Health Orga-
nization (WHQ) in 1985, Israel complied with the preliminary requirement of defining a na-
tional health plan in linc with the goal of Health for All by the Year 2000. The first aim of the
Health for All campaign was greater equity, and one of the main principles to be employed in
ils achievement was community participation.” However, it is notable that only two Arab health
professionals, both employees of the Health Ministry, were included in Israel’s 63-member plan-
ning team {Arab citizens constitule 18% of the population of Israel). Moreover, repeated ap-
peals to the Health Ministry to allow for an input in any form, direct or indirect, from the Arab
community-based profcssional forum, the Follow-up Committee on Arab Health Issues, were
denied over the two-year period of the deliberations.

Finally, at the present lime, there is no evidence of a strong commitment (o cquity in health
care. The Health for All by the Year 2000 national health policy document, submitted Lo the
Minister of Health in 1989, does not deal with the basic prerequisiles [or health outlined by the
WHO, several of which, including sanitation, have not been fulfilled for the Arab minority in
Israel. While the document acknowledges the exislence of socio-economic and geographical
disparities and recommends reorganization of the health care delivery system on a regional
basis,” under conditions of increasing privatization of the public health care delivery system, it
appears that peripheral regions will have fewer resources to develop services and fewer finan-
cial incentives to offer medical personnel. Although women participated in the design of both
the wHO and the Israeli policy documents, no mention is made in either of the special health
needs of women. W
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Honorable Mention

The following organizations work for greater equity, women’s health needs, and environmental safety

The Galilee Society for Health Re-
search and Services, a community-
based organization formed in 1981
by Arab health professionals, is dedi-
cated to closing the gaps in health
opportunibics between Arab and Jew-
ish citizens of Israel.

The Israel Women’s Network Health
Committee is committed Lo promot-
ing better health care for women
through legislation, advocacy and
grass-roots activity. It recently organ-
ized a conlerence on women's health.
The Na’amat Health Department
supplies information to both women
and men on health issues, educates
consumets o be assertive in thejir
conlacts with the medical establish-
menl, and works on policy issucs,
like Family planning and patients’
rights.

The Women's Counseling Center is

a collective of feminisl mental health
professionals who provide individual
and couple counseling as well as
group therapy and workshops for
mental health professionals.

The Pregnancy Counseling and Fol-
low-up Service of the Hebrew

University's Paul Baerwald School of
Social Work and the Histadrul Sick
Fund has becn providing crisis inter-
vention and contraceplive counseling
for pregnant women in crisis since
1980.

Shile Pregnancy Advisory Service is
a walk-in counseling center for ado-
lescents on the subjects of contracep-
tion, sexuality, and nnwanted
pregonancics. In operation since 1977,
Shilo is staffed by volunteer profes-
sionals; its counselling scrvices are
free of charge.

The lsrae]l Family Planning Associa-
tion is committed to promoling re-
productive health, safc motherhood,
family planning, and prevention of
unwanted teenage pregnancies and
sexually transmitted discases. 1t has
“Open Door” counseling services for
tecnagers in Tel Aviv, Haifa, Kfar
Saba, Migdal Hacmek, Upper Naza-
reth and Eilat.

The Women's Health Information
Center provides information and as-
sistance Lo women regarding avail-
able medical services, specific

medical problems, and alternative
treatments.

The YWomen's Health Project of the
Woman to Woman Haifa Feminist
Center collects information on
women's health issues and services
and conduets educational programs
for diverse women’s groups.

The Health Services Research Unit
of the Sheba Medical Center works
on the regional level, examining the
fit between needs and services, pro-
moting integration between hospital
and community, locating disparities
among population groups and
designing intervention policies
aimed atl redueing disparities, like
the National Program for the Reduc-
tion of Tnfanl Mortality.

The Unit for Environmental and
Occupational Medicine at the He-
brew University-Hadassah Medical
School initates projects and provides
consultation for government agen-
cies, municipalities, community and
wotker groups, and individual pa-
tients on policy, legislative and clini-
cal issucs concerning exposure
hazards, risks and conirol.
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