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Introduction
Israel has now been dealing with the Covid-19 pandemic for over a year and 
half. With the end of the “fourth wave” in sight, fears of a “fifth wave,” and 
the campaign to vaccinate children under the age of 12 under way, Covid-19 
is still rampant worldwide. Despite the successful vaccination campaign 
implemented by Israel, the complete eradication of Covid-19 is not on the 
horizon. The belief is that this disease is here to stay and we will have to adapt 
to a reality of “life alongside Covid-19.” This does not mean that we can take 
a passive approach to the pandemic. On the contrary, all of our systems must 
be strengthened to meet this on-going challenge — not just healthcare and 
medicine but also our social and economic systems. We must adopt a broader 
view of healthcare, including physiological, mental, and social components, 
and at the same time adopt an integrative approach of “health in all policies.” 

This chapter looks at the medical staff in Israel’s healthcare system. It 
also considers technological changes that developed and were accelerated 
during the pandemic, with an emphasis on home care and digital 
medicine. In addition, it analyzes Israel’s unique vaccination program 
from the perspective of how it interacted with socioeconomic gaps. 

Based on the scientific evidence that has accumulated so far, it is becoming 
increasingly clear that the best way, though perhaps not the only way, 
to fight the pandemic is through the development of vaccines and their
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distribution through a well-organized healthcare system that relies on a skilled 
workforce and on advanced information systems. The various components of 
the healthcare system work in tandem to ensure the proper functioning of the 
system as a whole. The processes that were dictated by the circumstances of 
the pandemic are dynamic, and things are being learned on the fly. With this, 
they also reflect deeply rooted processes that we have been monitoring for 
many years, including the widening of gaps between the geographic center 
and the periphery of the country, between various population groups, and 
between socioeconomic classes. 

Investment in the healthcare system is an investment in Israeli society. 
According to the report of the Pan-European Commission on Health and 
Sustainable Development headed by Prof. Mario Montey, an economist and 
former prime minister of Italy, the pandemic has revealed a serious chronic 
illness that plagues public policy: shortsightedness. This is manifested in 
both the shift of the burden onto coming generations and by each country’s 
attempt to solve global problems while focusing on its own narrow perspective  
alone. In view of upcoming challenges such as climate change, the aging of the 
population, and socioeconomic disparities, it is important that we understand 
how to cure this chronic illness (Pan-European Commission, 2021).

Background
Manpower is the backbone of the entire healthcare system. More than 
anything else, the quality and quantity of it are what determine the system’s 
resilience, performance, and level of functioning, both in an emergency and in 
normal times. Therefore, the planning, training, and cultivation of manpower 
are the most important and complex tasks facing the healthcare system. 

In recent years, manpower in Israel’s healthcare system has become 
increasingly important due to scarcities in various healthcare professions, 
and it appears that, as a result of the Covid-19 pandemic, greater attention 
is being paid to this issue. This is true primarily with respect to physicians. 
Physicians spearhead the healthcare system in Israel, from both the care and 
the managerial perspective. The training of a physician, which takes between 
7 and 12 years and includes theoretical studies, practical clinical studies, a 
residency period, and usually also specialization, requires a significant amount 
of resources and infrastructure. Due to the long training period, making 
significant changes in the number of doctors in the short term is difficult. 
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Therefore, it is highly important to plan the health workforce for the system 
in the long run. The planning process should take into account the predicted 
number of physicians and the trends in physician retirement, as well as the 
future and evolving needs of the population (Shapiro et al., 2021). 

This chapter will, therefore, discuss one of the most important aspects of 
the response to the Covid-19 pandemic in Israel, namely the preparedness of 
its health workforce in the face of the pandemic. The discussion will include 
a brief description of the quantity of the health workforce in Israel prior to 
the pandemic’s appearance and the difficulties and challenges that faced the 
medical staff in dealing with the pandemic, as well as recommendations for 
the future. 

The quantity of health workforce in Israel prior to the 
onset and in the course of the Covid-19 pandemic 
At the end of 2020, there were about 31,800 physicians with a medical license 
under the age of 67 in Israel. Of those, more than 8,300 were medical residents. 
The number of physicians under age 67 per 1,000 population rose from 3.33 
to 3.38 in the previous year. The increase in physicians per capita occurred 
following a long downward trend that began in the early 2000s. In 2015, the 
number of physicians per 1,000 population stabilized at 3.26 and since 2017 it 
has gradually risen (Ministry of Health, 2021a) (Figure 1). 

The Israeli healthcare system is still benefiting from the massive influx of 
immigration from the former Soviet Union during the 1990s when the health 
workforce grew significantly. However, it appears that this effect is tapering 
off. As pointed out by Tur-Sinai et al. (2020), studies show that the supply of 
physicians relative to the size of Israel’s population is declining due to the 
increasing rate of retirement as the population of physicians ages, and there 
is a clear shortage in certain medical professions, including internal medicine, 
emergency medicine, intensive care, infectious diseases, and others. A high 
percentage of physicians report being overloaded, which is manifested in long 
work hours, large patient lists, and difficulty in allocating sufficient time to 
each patient. It was also found that a large majority of specialists work in more 
than one institution and their remuneration in the private sector accounts for 
a large portion of their income. Thus, for example, it was found that 29% of 
the average salary of a physician with seniority of at least 10 years who is 
employed in a government hospital is earned in private medicine (Tur-Sinai et 
al., 2020). 

The Health Workforce in Israel During the Covid-19 Pandemic: An Overview 129



Figure 1. Physicians under the age of 67 per 1,000 population
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Source: Nadav Davidovitch, Baruch Levi, and Rachel Arazi, Taub Center ׀ Data: Ministry of Health, 2021a 

Trends in the physician population in Israel
During the past decade, there has been a sharp rise in the number of new 
physicians each year, which has been the result of several factors. The number 
of medical students who began studying in Israel has doubled during the 
past decade (representing an annual growth rate of about 8%) following the 
steps taken by the Ministry of Health and the Ministry of Finance, the Council 
for Higher Education, and others. These measures included the opening of 
new faculties of medicine in Safed and Ariel, the modification of hospital 
departments to serve as teaching departments, and others (Shapiro et al., 
2021). However, the graduation rate from medical schools in Israel is still one 
of the lowest among the developed countries and stands at 7.2 graduates per 
100,000 population versus 13.5 in the OECD countries (Ministry of Health, 
2021a). Many Israelis are studying abroad. Essentially, Israel is the OECD record 
holder for the share of foreign-trained medical graduates (OECD, 2021b). The 
majority of the new medical licenses are given to graduates from abroad, 
both Israelis and immigrants. Since 2008, the number of foreign graduates 
has grown at an average annual rate of about 19%, reaching 942 new license 
recipients in 2020 (approximately six times their number in 2008). Due to this 
sharp rise, the share of Israeli graduates from abroad out of all newly licensed 
physicians reached a peak of 51% in 2020, as compared to only 27% in 2008 
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(Ministry of Health, 2021a; Shapiro et al., 2021). The number of immigrant 
physicians has also been characterized by an upward trend in recent years: the 
average annual increase in their number has been about 7% since 2008. The 
total number of medical licenses is characterized by an upward trend: 1,835 
in 2020 as opposed to only 727 in 2010 (a 2.5-fold increase). Of the licenses 
issued in 2020, about 36% were to graduates of schools in Israel and the rest 
to graduates of schools abroad (Ministry of Health, 2021a). 

Figure 2. Number of active physicians per 1,000 population in the OECD, 
2000 and 2019 (or the closest year)
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Despite the jump in the number of new licenses, Figure 2 shows that not only 
is Israel below the OECD average, it is the only country in the comparison 
(except for Slovenia) in which the number of physicians per 1,000 population 
was lower in 2019 than in 2000. This drop occurred despite an increase of 26% 
in the number of physicians during that period, and it reflects the rapid growth 
in Israel’s population during those years (Tur-Sinai et al., 2020). 

It is worth noting that this situation is not unique to physicians. The number 
of nurses employed in Israel per 1,000 population is particularly low relative 
to the OECD countries: 5 nurses per 1,000 population versus an average of 
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9.5 in the reference countries (Figure 3).1 Israel is one of the only countries in 
which the number of nurses relative to the population has declined since 2000 
(OECD, 2021b). 

Figure 3. Number of active nurses per 1,000 population in the OECD, 2000 
and 2019 (or the closest year)
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The share of nurses under the age of 67 with a nursing license (in contrast to 
nurses actually working in the profession) stood at 6.3 per 1,000 population 
in 2020. This represents a slight increase relative to 2019 (from 6.2 nurses 
per 1,000 population), which followed a long decline since 2000 (Ministry 
of Health, 2021a). There are two conflicting trends that can be seen in the 
nursing profession: the absolute number of registered nurses and their ratio 
to the population is characterized by an upward trend (about 5.7 registered 
nurses per 1,000 population in 2020) as compared to a long downward trend 

1 The countries in Figure 3 use the same definition of active nurses as Israel, i.e., 
nurses actually working in the profession of nursing. After weighting all of the OECD 
countries, the average is 8.8 nurses per 1,000 population; however, this figure includes 
countries that have different definitions of active nurses, such as definitions that also 
include nurses working in the healthcare system in managerial or research positions, 
that include only hospital nurses, or that include all nurses with a nursing license. 
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among practical nurses, both in their absolute number and in their number relative 
to the population (about 0.7 practical nurses per 1,000 population in 2020).

The change in the composition of license recipients and at the same time 
in the characteristics of active physicians naturally raises questions regarding 
the quality of medical care, particularly in view of claims of gaps in the level 
of training and expertise between physicians who studied abroad and those 
who studied in Israel. These gaps are reflected, for example, in the success 
rate on physician licensing exams. In 2019, the Ministry of Health tightened 
the criteria for obtaining a license and shortened the list of recognized foreign 
medical schools whose graduates are qualified to take the licensing exams 
in Israel. The shortened list includes medical schools in the OECD countries 
or medical schools that have received accreditation by the World Federation 
for Medical Education (WFME). Similarly, graduates of foreign schools who 
received their clinical training in a hospital that has been accredited by a 
recognized organization can take the exams (Ministry of Health, 2019a). 

As shown in Figure 4, the share of physicians aged 67+ has risen somewhat 
during the past decade, and there has been a larger increase in the share of 
young physicians (age 44 or younger). In contrast, the share of middle-aged 
physicians (ages 45–66) has plummeted from 50% in 2010 to 40% in 2020. 
According to estimates, about one-third of senior physicians are expected to 
retire in the coming decade.

Figure 4. Age profile of physicians in Israel, 2010 versus 2020

27% 50% 23%36% 40% 25%

Under age 44 Ages 44–66 Age 67 and over

2010 2020

Source: Nadav Davidovitch, Baruch Levi, and Rachel Arazi, Taub Center ׀ Data: Ministry of Health, 2021a 
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The share of older physicians in Israel is one of the highest among the developed 
countries. About one-half are age 55+, which is the highest rate among the 
OECD countries except for Italy, as shown in Figure 5 (OECD, 2021b). 

Figure 5. Share of physicians age 55+ in the OECD countries, 2019 (or the 
closest year)
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There are also changes in the gender profile in the medical profession: the 
share of female physicians out of all physicians is rising although the increase 
has moderated to a great extent during the last decade, from 31% in 1990 
to 41% in 2010 and 43% in 2020. The upward trend in the share of female 
physicians is a welcome phenomenon but it nonetheless requires monitoring 
and study in view of its potential consequences for the employment of 
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physicians, from the structure of work hours and the choice of specializations 
to the expected rise in women’s share of managerial positions. For example, 
according to Ministry of Health data, the average number of weekly work 
hours for female physicians in the healthcare system is lower than that of male 
physicians across all age groups (Ministry of Health, 2021a).

Inequality
Added to the general shortage of manpower are the large disparities in the 
dispersion of healthcare infrastructure and in the level of health between 
geographic districts and population groups. In Israel, there are disparities in 
the amount of healthcare services between the periphery and the center. 

Unfortunately, the populations that in general suffer most from inferior 
health outcomes are also the ones with the least access to healthcare services, 
including physicians. Alongside the disparities in the number of hospital beds 
and physicians per capita between the center and the periphery, there are gaps 
in primary health indices, such as life expectancy, infant mortality, and disease 
morbidity. For example, the infant mortality rate in the South and North of 
Israel are higher than in Tel Aviv and the Center. Health disparities also exist 
across population groups; the life expectancy of Jewish men is higher than 
that of Arab men and likewise in the case of women (Ministry of Health, 2020). 

Data on the socio-health profiles of cities in Israel shows, as expected, an 
inverse relation between socioeconomic status and mortality. In the majority 
of cases, the lower the socioeconomic ranking of a city, the higher its mortality 
rate (Chernichovsky et al., 2017) (Figure 6).2 

Mortality and infant mortality in Arab towns are in general higher than 
in Jewish towns with similar socioeconomic ranking. Furthermore, even 
within geographic locations, the life expectancy of Jews is higher than that 
of Arabs (Chernichovsky et al., 2017). Thus, in addition to socioeconomic 
status, it appears that population group is also connected to health outcomes, 
apparently due to behavioral and cultural phenomena that are characteristic 
of Arab society more than they are of Jewish society, such as relatively high 
rates of smoking (primarily among men), high rates of obesity and diabetes, 
and consanguine marriage. 

2 This trend applies to most of the cities, apart from a few whose life expectancy is high 
despite their low socioeconomic level, such as Modi’in Illit, Bnei Brak, Beitar Illit, Beit 
Shemesh, and Jerusalem. These cities are all characterized by high concentrations of 
religious-Haredi (ultra-Orthodox Jewish) residents. 
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Figure 6. The relationship between socioeconomic ranking of a city and 
its standardized rate of mortality, for cities of 10,000 residents or more, 
average for 2012–2016
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The number of hospital beds per capita in the South and North are the lowest 
among all of the districts. In addition to the disparities in number of acute care 
hospital beds relative to population, there are also disparities in the number 
of beds for general and geriatric rehabilitation. The periphery also suffers from 
a gap in infrastructure and health workforce levels, including relatively low 
rates of physicians, nurses, and auxiliary staff, which are in general lower in the 
North and South than in the rest of the districts. 

Figure 7 shows the distribution of physicians by district. Their ratios per 
capita in the South and the North are significantly lower than in the rest of the 
districts (Ministry of Health, 2021b). The ratio per capita of physicians in Tel 
Aviv is approximately 2.3 times higher than in the North. The data also show 
that between 2015 and 2017 there was a decline in the South and the North in 
the number of physicians per capita relative to the average between 2012 and 
2014, which served to widen the existing gaps. This situation may be related to 
the gradual phasing out of periphery grants for physicians, which were meant 
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to attract health workforce to the South and the North. Most of the grants 
were budgeted up to 2014, and, since then, they have declined significantly 
until they were stopped altogether in 2020.3 It appears that their termination 
had an effect on the health workforce in the South in particular (DoctorsOnly, 
2019). Later on, the ratio of physicians in the North rose to 2.5 per 1,000 
population and in the South it rose sharply to 3 per 1,000 population. It may be 
that the increase in the South is related to the jump in the number of foreign 
graduates in recent years, which includes many physicians from among the 
Bedouin population who returned to work in their home districts. 

Figure 7. The distribution of physicians per 1,000 population according to 
district of employment, three-year average

2.3 3.0 3.3 3.6 3.2 4.72.1 2.1 3.9 3.8 3.4 5.32.5 3.0 4.2 4.3 4.3 5.8

North South Jerusalem Haifa Center Tel Aviv
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Note: The graph is based on the CBS Labor Force Survey rather than administrative data of the Ministry 
of Health and therefore the data should be treated with caution. 
Source: Nadav Davidovitch, Baruch Levi, and Rachel Arazi, Taub Center ׀ Data: Ministry of Health, 
Manpower in the Healthcare Professions (various years)

Certain medical specialties are not always accessible to patients in the 
periphery, and, as a result, patients need to travel to distant healthcare 
centers and to be hospitalized far from home. Nonetheless, from a national 
perspective, broad dispersal of specialized medical services may not be an 
ideal solution, both from a medical perspective and an economic one, and 
may not even be possible. Both from an economic perspective of economies 
of scale and from a medical perspective, which emphasizes the need for the 
development of skills and training by means of caring for a large number of 

3 See the Israeli Medical Association, Grants to Bridge the Health Workforce Gaps in the 
Periphery (in Hebrew).
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patients, it appears that investment in a relatively small number of mega-
centers that provide tertiary healthcare is preferable to geographic dispersion.4 
Such a policy may be particularly preferable in a small country like Israel, and 
it would be better to invest in transportation solutions that can bring patients 
to the mega-centers as needed. In contrast, the allocation of primary medical 
services in the community to remote areas, and in some cases even secondary 
medical care, is likely to provide large benefits for public health in exchange 
for a relatively small investment, primarily by promoting preventive care and 
advancing healthy living. 

Introduction of physician assistants into the medical system
One of the ways in which to improve the population’s access to healthcare 
services is to create new caregiver roles which are not physicians and to 
integrate them into the system under the supervision of physicians.5 The 
elimination of systemic and organizational barriers and of legal restrictions, 
which will enable the integration of auxiliary medical professionals into the 
healthcare system, will likely help improve the quality of care in Israel and 
increase its efficiency. In recent years, there has been significant progress in 
this direction with the development of the role of Advanced Practice Nurse 
(a nurse with special training who is permitted, under certain restrictions, 
to diagnose illnesses, write prescriptions, and carry out certain medical 
procedures) and the certification of pharmacists with special training to write 
prescriptions, which in the past could only be done by physicians (Levi & 
Zehavi, 2016). 

Another new role, which was started in the US and is becoming established 
in Israel and other countries, is physician assistant (PA). A PA is a health 
professional certified to practice medicine under the supervision of a physician. 

4 Primary care is the first point of medical consultation in the community including 
family medicine, pediatrics, internal medicine, and gynecology. Secondary care is 
provided by medical specialists and other health professionals often based on referral 
by the primary care physician. Tertiary care is for patients requiring a higher level of 
care including specialized equipment and treatments most often in a hospital setting. 
It is a level of care for patients with complex, serious, or rare medical conditions. 

5 In this context, there are discussions in Israel and other countries regarding 
their integration of alternative medicine caregivers (chiropractors, naturopaths, 
homeopaths, and others) into the caregiver system through existing or alternative 
integration models within the community and the hospitals, under the supervision of 
conventional physicians. 
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PAs can be involved in preventive medicine, diagnosis, and medical care by 
means of a broad variety of healthcare services that traditionally have been the 
domain of physicians. A PA is always under the responsibility of a physician and 
works under physician supervision. There is a certain amount of flexibility in 
the responsibilities that can be allocated to the PA by the supervising physician 
and in their scope. Training programs for PAs in other countries are based on 
the curricula for physicians (Tur-Kaspa & Klausner, 2021). 

The Ministry of Health has in recent years been working to strengthen 
this role, based on the conclusions of a committee charged with examining 
this issue (Physician Assistant Committee Report, 2013) and according to 
the legislative measures and directives that regulate the activity of the PAs 
in Israel. Following the Committee’s recommendation, the “Eligibility to Carry 
out Exceptional Procedures” regulations were issued in 2014 as part of the 
Physicians’ Act and were intended to allow PA anesthetists and emergency care 
PAs to carry out medical procedures.6 A bulletin issued in 2015 by the Director 
General of the Ministry of Health defined the framework of the PA role in Israel 
along general lines, including a description of the training required and the 
PA’s professional responsibilities (Ministry of Health, 2015). 

The PA role is becoming increasingly common, primarily in emergency 
medicine. Its continued development, in collaboration with the government, 
employers, and the Israel Medical Association (IMA), can alleviate the shortage 
in health workforce to a significant degree, primarily in remote and sparsely 
populated areas, in which access to medical services is problematic. 

Responding to the Covid-19 pandemic
The Covid-19 pandemic began in late 2019 in the city of Wuhan, China, and 
quickly reached global proportions. Countries around the world were forced 
to deal with the pandemic using a variety of emergency methods, including 
border closings, population lockdowns, quarantine of infected individuals 
and patients, physical distancing, cancellation of mass events, closing of the 
education system, restriction of movement, and a reduction in economic 
activity to a minimum. Apart from the imposition of restrictions on the public 
and their enforcement, the response to the pandemic required an organized 
and well-orchestrated multi-system effort between the government, economic 
players, and civil society organizations. 

6 Physicians Regulations (Eligibility to Carry Out Exceptional Procedures), 2001.
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First and foremost, though, dealing with the pandemic is a test of the 
healthcare system. As will be discussed, the professional echelons in Israel 
have for years been warning of a shortage in the health workforce that is 
liable to endanger lives, and of the system’s lack of preparedness to deal with 
emergency situations. 
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The start of the vaccination campaign constituted a dramatic 
turning point in Israel’s response to the Covid-19 pandemic. 
Until that point, the tools available to the healthcare systems 
throughout the world were primarily behavioral: ranging from 
hygiene measures, wearing of masks, and social distancing, to 
a general lockdown. These non-pharmaceutical interventions 
played — and still play — an important role in dealing with the 
pandemic. Nonetheless, effective vaccinations are far superior 
to non-pharmaceutical interventions from several perspectives. 
First, unlike non-pharmaceutical interventions, vaccination does 
not involve day-to-day compliance and enforcement. Second, the 
vaccine is intended to provide protection from the disease. And 
third, beyond the protection on the individual level, the vaccines 
have an effect on the community and national level, since the 
vaccination also reduce the risk of infecting others. However, 
these advantages have not been fully realized in the case of the 
Covid-19 vaccine. It appears that the vaccine’s effectiveness 
diminishes over time and that a booster is required. This raises 
the question of the vaccine’s effectiveness in preventing infection, 
particularly in the face of new variants. The reservations, and 
even vocal opposition to the vaccine that existed from the start 
have therefore gained in intensity. 

* Oren Meron, doctoral student, Department of Health Policy and 
Management, Ben-Gurion University of the Negev, participated in the 
preparation of this Spotlight.

SPOTLIGHT
On the Relationship Between Socioeconomic 
Status and Covid-19 Vaccination Rates 
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Therefore, despite the clear advantages of the vaccines, they 
have constituted a huge challenge for policy makers in Israel. 
Some are scientific challenges related to the effectiveness of 
the vaccine on the individual level and the ability to prevent 
further infection, as well as on the number and timing of booster 
vaccinations. Other challenges have been more fundamental: 
the manner in which the vaccines are approved in an emergency 
situation; the provision of incentives to vaccinate; and the 
question of whether to make vaccination compulsory for the 
entire population or only those in certain professions, such as the 
healthcare professions. There have also been social challenges, 
first and foremost an expected challenge of disparities in 
vaccination rates across socioeconomic levels. These disparities 
have been documented in studies of other vaccinations in Israel 
(Amit Aharon et al., 2020; Binyaminy et al., 2016). They found 
that in the case of routine vaccinations, rates are in general 
higher among poorer populations. In the vaccine campaign 
against polio in 2013, after a large amount of the virus was found 
in the sewage system, it was found that in areas with greater 
socioeconomic disparities as measured by the Gini coefficient, 
vaccination rates were lower (Tur-Sinai et al., 2019). 
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Figure 8. Vaccination rates for the Covid-19 vaccine according to 
age group, number of vaccinations, and socioeconomic cluster

First dose                                                            Second dose

Third dose

Note: The data are updated to December 6, 2021. 
Source: Nadav Davidovitch, Baruch Levi, and Rachel Arazi, Taub Center ׀ Data: Ministry 
of Health; CBS 
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As can be seen from the graphs, in contrast to the regular 
vaccines, the vaccination rates for Covid-19 are positively 
correlated with socioeconomic status, including for the third 
booster, with the rate of vaccination in all age groups above 20 
rises with socioeconomic status. In addition, the differences are 
concentrated primarily in the lower socioeconomic clusters. In 
interpreting the data, it is important to remember that while in 
the older age groups the vaccination campaign has been ongoing 
for many months, children ages 5 to 11 began vaccinating only 
recently and children ages 12 to 15 are only now starting to 
receive their third vaccination booster. 

In conclusion, there are significant disparities in vaccination 
rates, and it was found that they are lower among the poorer 
populations in each age group. These data raise concern that 
this is not simply a matter of the poorer populations choosing to 
defer the third vaccination, but, rather, it is a decision to avoid 
it altogether. 

Whatever the case, the presentation of the data by 
socioeconomic status illustrates how disparities are manifested 
though the effect of the pandemic on Israeli society. In view of the 
long-run physiological, mental, and socioeconomic effects of the 
disease, this disparity is expected to have future consequences. 
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The challenge of fighting on two fronts simultaneously
Even now, after the vaccination of most of the Israeli population, it appears 
that the pandemic is far from over and it is doubtful whether it will be 
completely eradicated in the near future. Therefore, the healthcare system 
must be prepared to deal with two fronts for the long run: fighting Covid-19 
and at the same time treating the public that is in need of services, regardless 
of the pandemic. The question of the preparedness of manpower in general 
and the health workforce in particular to deal with the new situation therefore 
takes on even greater importance. About two years after the onset of the 
pandemic and more than 18 months since the first case in Israel, questions are 
emerging with respect to the level of the healthcare system’s preparedness 
to deal with the pandemic and its ability to maintain the level of service and 
provide optimal care to non-Covid-19 patients at the same time. 

According to a special report by the State Comptroller on the medical 
system in Israel during the Covid-19 pandemic, the hospitalization system 
suffered from a shortage in manpower and excessively high acute care 
hospital occupancy rates prior to the pandemic outbreak, which left it without 
reserves. With the onset of the pandemic, the Ministry of Health instructed 
hospitals to prepare hospital beds for Covid-19 patients. Hospitals were forced 
to close or temporarily reduce the size of existing units, most of which were 
internal medicine units, and also to limit elective procedures in other units, 
such as various surgical units (State Comptroller, 2021). The State Comptroller 
also concluded that the main bottleneck in caring for serious Covid-19 patients 
was a shortage in medical personnel with expertise in intensive care and 
ventilator systems and in nursing staff trained to deal with seriously ill patients 
in a complex health situation. 

General intensive care beds constitute only 3% of all acute care hospital 
beds in Israel. This is a low level relative to other countries. The average rate 
is about 5% in Europe and about 10% in the US. In this context, it is also worth 
mentioning that the number of acute care hospital beds per 1,000 population 
in Israel is one of the lowest among the OECD countries (State Comptroller, 
2021). Currently, there are 2.2 acute care hospital beds per 1,000 population, 
in contrast to about 3.6 in the OECD countries. According to the OECD data, 
only five member countries have a lower number of acute care hospital beds 
per capita than Israel. According to the OECD definitions, these hospital beds 
also include psychiatric beds; without psychiatric beds, the number of acute 
care hospital beds in Israel is only 1.8 per 1,000 population (Ministry of Health, 
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2021c). Standardizing according to Israel’s relatively young age profile leads 
to a number of about 2.5 beds per 1,000 population; however, this does 
little to narrow the large gaps between Israel and other developed countries 
(Chernichovsky & Kfir, 2019). 

The general hospital system in Israel is therefore characterized by an 
extremely high occupancy rate of 91% (second only to Canada) in contrast to 
an average of 76% in the OECD countries (OECD, 2021b). Furthermore, the bed 
turnover rate is particularly high in the Israeli healthcare system. As shown by 
Chernichovsky and Kfir (2019), in 2016, the average number of hospitalizations 
per bed in Israel was 66, as compared to an average of about 41 for the OECD 
countries. These data provide evidence of a relatively short duration of hospital 
stays, with the average hospital stay in Israel being 5.2 days — lower than the 
average in the OECD countries of 6.7 days. Similarly, waiting time for elective 
surgeries are long, and according to a survey carried by the IMA, they have 
reached one and even two years in some hospitals (IMA, 2020). 

It is important to understand that the number of hospital beds in Israel is 
closely connected to the quantity of manpower in the hospitals, including 
physicians and nurses, as specified in the manpower positions agreements 
over the years. Apart from the acquisition of the equipment itself, “creating a 
bed” means allocating manpower positions and filling them. Manpower is the 
main component in the expenditure on hospital beds and therefore it is not 
possible to simply “create beds” when there is a shortage without at the same 
time investing in manpower. This is essentially the difference between “bed 
allocations”, i.e., the number of beds approved for a hospital according to its 
manpower, and “actual beds” that the hospital uses in practice. 

These data reflect the national expenditure on healthcare services and the 
resources that were available to the system prior to the crisis. They are at 
low levels relative to those in other developed countries. With the onset of 
the crisis, an additional NIS 17 billion was allocated to the healthcare system, 
although only NIS 4 billion of that was invested directly in the system. The 
rest was designated for the purchase of ventilators, medicines, and personal 
protection equipment. It is also important to mention that most of the resources 
were invested in hospitals and diagnosis centers, while community care, which 
deals with the majority of patients, was not allocated any significant additional 
resources (Chernichovsky et al., 2020).

These data are in line with the conclusion of the State Comptroller relating 
to the heavy load on the healthcare system prior to the outbreak of the 
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pandemic. In addition to these data, there are the findings of Report No. 8 of 
the Barometer Group published in October 2020, according to which serious 
and critical patients in several hospitals were treated by medical staff who 
were not trained in intensive care treatment and there was a high ratio of 
patients to each intensive care nurse. According to the report, although there 
were enough nurses in most places they were not always located within the 
intensive care units, and, in particular, they did not always have the appropriate 
training (Magen Israel, 2020). As a side note, it should be mentioned that 
intensive care is the most common advanced course taken by nurses. There 
are 6,395 registered nurses (under the age of 67) who are graduates of an 
advanced intensive care course, which is almost twice the number of graduates 
of the second most common advanced course (midwifery) (Ministry of Health, 
2021a). This might explain why there were enough intensive care nurses when 
the need for them arose, even though their overall share out of all nurses in 
Israel is quite low. 

This is not the first time that health officials have warned that the overload 
in normal times will lead to a lack of preparedness in an emergency. A decade 
ago, at an emergency gathering of the IMA following the Carmel fire disaster 
in which there were dozens of fatalities, there was a consensus that Israel is 
not prepared to provide intensive care in emergency situations. According 
to data presented at that gathering, in January 2011, there were about 800 
patients on ventilators in all of the hospitals in Israel, but only 300 of them 
were in intensive care units. It was also claimed that the insufficient capacity of 
the intensive care units reduces the chances of successful treatment and may 
increase mortality among patients. As a result, the IMA called for the number 
of intensive care beds to be doubled (IMA, 2011a). 

Similar conclusions are found in the special report by the State Comptroller 
on the preparedness of the healthcare system for outbreaks of infectious 
diseases. According to the report, and following the flu epidemic in 2009, 
the Epidemic Response Team recommended that online medical systems 
be created in the communities for diagnosis and treatment, with the goal 
of reducing the arrival of patients to clinics, lightening the expected burden 
on the healthcare system, and reducing opportunities for further infection. 
According to the recommendations, an individual suspected of having 
been infected by the flu would be asked to contact the health funds, and a 
nurse would speak to the individual and decide whether they should be 
examined by a physician, go to the emergency room, or remain at home. 
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The Ministry of Health believed that in a flu epidemic there would be 
about 12,000 daily inquiries to the health funds. However, the health funds 
determined that due to manpower constraints they were not capable of 
handling that number of inquiries (State Comptroller, 2020, p. 536). 

The State Comptroller also concluded that the limited number of physicians 
and nurses in Israel cannot be increased during an event. On the contrary, 
that number is expected to decrease due to infection of the medical staff, as 
indeed occurred during the Covid-19 pandemic. Therefore, the health funds 
are currently developing an online community medical system that allows for 
“digital house calls” as a partial solution to the expected demand for healthcare 
services during an outbreak. However, the State Comptroller found that the 
Ministry of Health does not have a plan for filling the existing gaps in hospital 
beds, medical staff, and equipment that are needed to provide appropriate 
care for the large number of patients expected in a flu epidemic outbreak 
(State Comptroller, 2020, p. 537). 

Burnout among the medical staff dealing with the pandemic
Given this situation, there were multiple reports during the pandemic of 
worker burnout in the healthcare system. Although the results of a national 
survey carried out by the Ministry of Health regarding the burden borne by 
the medical staff have not yet been published, there is evidence of a worrying 
deterioration in the resilience of the medical staff in dealing with the effects 
of the pandemic over time. According to the report of the Barometer Group, 
many workers were absent from work due to quarantine or infection. An 
increasing level of overwork has been reported among the medical staff, 
particularly among those who are not being rotated out of the Covid-19 units, 
in view of the high morbidity and mortality to which they are exposed. In some 
of the hospitals, there is reluctance among the staff to work in the Covid-19 
units (Magen Israel, 2020). 

The Barometer Group has concluded that it is important to ensure that 
intensive care physicians are part of the staff on duty on a day-to-day basis. 
Similarly, it was concluded that in every shift there should be at least one 
nurse who is a graduate of an intensive care course and has experience in an 
intensive care unit for every four patients, so that they can advise and direct 
the less-experienced medical and nursing staff. It was emphasized that the 
ratio should not exceed that level. The group also recommended that the 
hospital’s management should better allocate the experienced staff between 
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the acute units and the Covid-19 units and should also allocate patients in 
severe and intermediate condition between hospitals in order to balance the 
loads. Another recommendation was to introduce programs to reduce burnout 
and stress among the medical staff in all of the hospitals (Magen Israel, 2020). 

A survey of 547 staff members conducted by the Soroka Medical Center 
at the end of the first wave of the Covid-19 pandemic (March‒April, 2020) 
provided evidence of concern for healthcare workers’ families and concern on 
the national level. Most of them mentioned that they are coping well with the 
crisis and reported moderate levels of pressure, although the staff members 
who were caring for Covid-19 patients reported higher levels of overwork than 
their colleagues. Women in general reported a higher level of stress than men 
and nurses more than physicians, even after correcting for gender (Bashkin 
et al., 2021). A similar study carried out in Barzilai Hospital among 263 staff 
members produced similar results: physicians reported the lowest level of 
concern, followed by nurses, while the greatest concern by far was expressed 
by other staff members. In this study as well, staff members expressed a deep 
concern for the health of their families more than for themselves (Dopelt et 
al., 2021). 

The struggle for more manpower positions
Given the pressure on the system and on the medical staff, the Ministry of 
Health added 600 positions for physicians, 2,000 positions for nurses, and 
additional positions for paramedics during the first and second waves. The 
status of those positions — whether they are to become permanent or not — 
was the subject of discussions between the Ministry of Health and the Ministry 
of Finance, but no final decision was made during the hiring process. Although 
it was agreed that the workers being hired would not be temporary and would 
be integrated into the medical institutions, there remained disagreement as to 
the status of the positions themselves, since the Ministry of Finance preferred 
that the added positions be offset against positions eliminated through 
retirement.7 

It was finally decided that the 600 physician positions would be financed only 
until June 2021 dependent on morbidity rates and the load on the hospitals. In 
view of the success of the vaccination campaign in Israel and the continuous 
decline in morbidity and mortality during the first half of 2021, the Ministry 

7 Protocol No. 62 from the Special Committee for the Novel Coronavirus and the Examine 
the State’s Preparations for Epidemics and Earthquakes, 8 September 2020.
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of Finance intended to eliminate the new positions, despite the opposition of 
the IMA and the hospitals (Yanko, 2021). As a result, the IMA began a 24-hour 
warning strike with hospitals operating on an emergency format (Efrati, 2021). 
Following negotiations between the Ministry of Finance and the Ministry of 
Health and pressure from the medical community, the Ministry of Health 
announced in July that the Covid-19 positions for physicians, nurses, auxiliary 
workers, and healthcare professionals would not be eliminated (Eisbruch, 2021). 

In any case, making the positions permanent will have a fairly negligible effect 
on the health workforce in the system. It increases the ratio of active physicians 
from 3.22 per 1,000 population to approximately 3.28 (Chernichovsky et al., 
2020). There are recent claims of shortages in the health workforce, hospital 
beds, and advanced medical equipment in the intensive care departments, 
as well as concerns about the professional level of the staff treating Covid-19 
patients who are on ventilators, which may be putting patients’ lives at risk 
(Resnick, 2021a; 2021b). 

The effect of the Covid-19 pandemic on medical residents
The multiple effects of the Covid-19 pandemic on the healthcare system also 
include changes in the working conditions of medical residents in the hospitals. 
During the first wave in March 2020, the hospitals decided to move to 12-hour 
shifts followed by 24 hours of rest, with the goal of reducing the exposure of 
the staff to Covid-19 patients in the units (DoctorsOnly, 2020). 

At first, the decision led to a fear that salaries would be lowered by the 
shortening of shifts and the reduction in overtime; however, it was quickly 
replaced by a call to adopt this new work format and to abandon the long shifts 
in place prior to the Covid-19 crisis (a resident currently works without a break 
for 26 hours: 8 hours of “regular” work in the morning and afternoon with 
another 16-hour shift until the morning of the following day and two hours 
for the handover between shifts). In public protests that took place, many 
residents called for the shortening of shifts and viewed the process forced on 
the system due to the pandemic as a successful “natural experiment,” which 
had demonstrated that the time was ripe for a change in their work hours 
(Linder, 2020). 

The issue of shortening residents’ work hours is not new to the healthcare 
system. It has been on the public agenda for many years and there are voices 
for and against. Alongside the desire to improve the residents’ quality of 
life, the supporters of shorter shifts cite the possibility of reduced quality of 
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care and a threat to patient safety as a result of mistakes in judgment and 
the physician’s inability to function due to fatigue and a lack of focus after 
long hours without a break. The opponents emphasize that the effect on the 
continuity of care and the “hand over of the baton” from one shift to the next 
threaten the quality of care and the safety of the patient. They also express the 
fear of a decline in the quality of education and training due to the fewer hours 
spent in the hospitals.

As a result of the Covid-19 pandemic and the protest by the residents, the 
discussion of this issue was reignited and the IMA created a special committee 
to examine the change in work hours for physicians in the hospitals. Heading 
the committee was Prof. Ran Tur-Kaspa and Prof. Joseph Klausner. There were 
36 members and observers on the committee, which included professional 
representatives from 11 scientific associations and representatives of the 
medical residents’ forum, the interns’ forum, the young specialists’ forum, 
the Scientific Council, the Organization of State Physicians, the Clalit Health 
Services Physicians Organization, and others. As part of the committee’s work, 
9 subcommittees were created to examine the work hours of physicians in 
various types of medical residency (Tur-Kaspa & Klausner, 2021, p. 1). 

The committee recommended far-reaching changes and concluded that 
the traditional and accepted approach of an identical shift length for all types 
of medical residents is not optimal since each specialty has its own unique 
characteristics that are likely to dictate different work formats. In view of the 
position of the scientific associations, and supported by the findings of surveys 
among the residents, the committee recommended a different work format for 
each type of residency, and proposed four different models for residents. The 
models are differentiated primarily by characteristics such as uninterrupted 
number of work hours, rest hours, number of shifts, etc.: 

• The existing model with a few changes: In this model, half-shift positions8 
will be added with the exclusive goal of allowing residents to rest; in 
addition, there will be a shift of administrative staff and PAs. For this model, 
additional positions and manpower must be added.

8 According to the physicians’ collective bargaining agreement of 2011, a “half-shift” 
on a weekday lasts from 16:00 to 23:00 and on Friday from 13:00 to 21:30. See IMA, 
2011b. 
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• The 16/2 model: In this model, the shift will be shortened to 16 hours plus 
2 hours for the handover, and will last (on a weekday) from 13:00 until 9:00 
the next day. The resident does not work the morning of the shift. 

• The 18/30 model: In this model, the shift continues from 15:00 until 9:00 
the next day. The resident will not work in the morning of his shift and 
between one shift and the next there is a break of 30 hours. 

• The “bridging resident” model: In this model, the shift continues from 
21:00 until 8:00 in the morning, and after completing a night shift, the 
resident continues to work until 12:00. In order to bridge the gap between 
the end of the morning shift and the beginning of the night shift, another 
resident stays after the morning shift and works from 8:00 until 22:00. This 
resident has a day of rest after the shift.

The committee proposed an additional model for work in emergency rooms 
(Tur-Kaspa & Klausner, 2021, p. 3). 

Finally, the committee recommended that each scientific organization 
choose the optimal model for each residency type on a differential basis and 
in cooperation and coordination with the IMA’s Scientific Council, and that the 
model would be chosen jointly by the association and the Scientific Council. At 
the same time, the association would have the right to retain the current work 
hour format and is not obligated to choose one of the new models proposed 
in the report (p. 125). 

The implementation of the new models will lead to a reduction in work 
hours, and, therefore, the committee concluded that the State and the 
employers would need to deal with the implications for physicians’ salaries 
in all of the medical specialties. The committee also recommended a number 
of measures to improve residents’ working conditions and the working 
environment in hospitals (p. 3). 

Based on the committee’s report, the implementation of its 
recommendations is dependent on many factors, including the addition 
of hundreds of positions in order to shorten shifts and the allocation of PA 
positions and administrative manpower. If these positions are indeed added, 
it will be necessary to find the manpower to fill them in the relevant medical 
specialties, without exacerbating the inequality that already exists between 
the large institutions in the center and the smaller ones in the periphery. 
Finally, consideration must be given to the question of salaries and whether 
and how the salary structure for physicians will be affected by these changes. 
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The Covid-19 pandemic was the trigger for a highly important process for the 
training of health workforce in Israel; at the time of writing, it is unclear how 
it will turn out. 

Technological solutions to the shortage in the  
health workforce
Medical services have traditionally been provided in face-to-face encounters 
between caregivers and patients. However, in recent years, there has been 
growing use of remote medical services. Remote medical services are defined 
as any service provided in an encounter between a caregiver and a patient 
in which the sides are not physically located in the same place and which 
is not necessarily synchronous (Ministry of Health, 2019b). The connection 
between the caregiver and the patient can be based on various platforms, like 
telephone, email, sms, or video chat by means of a designated application, 
whether that connection is synchronous or asynchronous. 

Formally, the provision of remote medical services began in the mid-1980s, 
with the introduction of telephone consultations between a patient and 
physician and between physicians (NIHP, 2010). Subsequently this service was 
provided sporadically according to the internal initiatives of the health funds. 
Prior to the Covid-19 pandemic, remote medical services were provided in areas 
such as radiological interpretation, in certain expert systems, for instance, tele-
EKG, and also in virtual meetings between a caregiver and a patient by video 
chat, such as in defined instances of hard-to-heal wounds or certain chronic 
illnesses like Chronic Obstructive Pulmonary Disease (COPD). According to an 
OECD study, Israel is one of the world leaders in the penetration of remote 
medicine into the healthcare system (Oliveira Hashiguchi, 2020). 

Due to the need for social distancing and the desire to avoid infection, the 
Covid-19 pandemic accelerated the development and use of remote medical 
platforms. In community medicine, this development was reflected in the large 
number of virtual consultations and “house calls.” In the case of hospitalization, 
there was a significant increase in home hospitalization as a result of, among 
other things, the wish to avoid overloading the hospital system, which had to 
deal with both Covid-19 and “regular” morbidity. 

Thus, technological platforms can support the broadening of access to 
healthcare services, particularly in the periphery where there is less health 
workforce and patients are often far from clinics and medical centers. 
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Remote monitoring of patients allows physicians and caregivers in both 
community medicine and hospitals to observe important health markers and to 
monitor the progress of high-risk or post-surgery patients who are recovering 
at home. This can help reduce inequalities in care and to some extent bridge 
gaps in physical infrastructure, manpower, and medical equipment between 
geographic regions. 

Measures that can improve public medicine in Israel 
and can benefit health workforce
• Increasing the number of positions for physicians, including medical 

residents, in the hospitals and in the community. 
• Improving the work format of medical residency based on the 

recommendations of the Committee for Changing the Work Format of 
Physicians in the Hospitals: shortening of shifts in medical specialties where 
this is called for and agreed upon by the medical community, while at the 
same time adding the necessary positions and manpower. 

• Increasing the number of medical students who are trained in Israel: 
broadening of medical studies in the academic institutions while adding 
clinical fields in the hospital units, by means of, among other things, training 
during the afternoon hours, use of simulators, and offering economic 
incentives that will encourage hospital departments to expand their 
training of students; and the adoption of the Marom-Halperin Committee 
recommendations (Shapiro et al., 2021) to increase the number of 
medical students in Israel, which recommended, among other things, 
that training programs for students from abroad be designated instead 
for Israeli students. 

• Remote medicine: continuing the development of telemedicine in the 
health funds in order to provide patients with home care treatment and 
to facilitate home hospitalization. The development of these platforms 
was accelerated by the Covid-19 pandemic due to the need for social 
distancing and to avoid visits to clinics and hospitals by patients. Also in 
normal periods, remote medicine can improve efficiency in many cases 
and can increase the accessibility of healthcare for populations living in 
remote areas. 
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• Furthering the use of PAs who are health professionals licensed to practice 
medicine under the supervision of a physician. It is common in many 
countries that PAs are involved in preventive medicine, in diagnosis, and 
in medical treatment through the provision of a wide range of medical 
services that have traditionally been provided by physicians. In recent 
years, the Ministry of Health has worked to expand the PA role in Israel, 
and it is becoming common primarily in emergency medicine. Its continued 
development in additional areas of medicine can increase the efficiency 
and reduce the workload on physicians and nurses. 

• Reducing physician workloads: monitoring and measuring workloads and 
burnout; providing the possibility for breaks during work hours and greater 
access to lounges and dining halls; strictly keeping to work hours and rest 
hours; avoiding as much as possible excessive workloads and monotonous 
tasks; maintenance of healthy, open, and inclusive communication 
between workers and managers and among the workers themselves; and, 
the creation of a pleasant work environment, both physical and mental. 

Conclusion
The Covid-19 pandemic continues to present a challenge to the healthcare 
system. It is exposing weak points and is highlighting structural and 
organizational faults that have characterized the system for many years. At the 
same time, it is accelerating positive processes that had proceeded at a snail’s 
pace prior to the onset of the pandemic, and in particular, the development of 
remote medical platforms, and the rethinking of physicians’ work formats in 
the hospitals and the improvement of their working environments. 

From many perspectives, the pandemic can be viewed as an opportunity 
for rehabilitation of the system — first and foremost, from the perspective 
of manpower. Thus, it is an opportunity to strengthen the intensive care 
system, to increase the number of physician positions in hospitals and in 
the community, to broaden medical studies in Israel, etc. Alongside the 
quantitative aspect, manpower quality should not be ignored. The Ministry 
of Health has tightened the criteria for obtaining a medical license and has 
shortened the list of foreign medical faculties that are recognized in Israel (the 
“Yatziv reform”). These steps are evidence that the Ministry is aware that the 
quality of medical training in foreign schools relative to medical schools in 
Israel is an issue that requires consideration. 
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The need to deal with burnout of manpower is also not a new problem 
in the healthcare system; on the contrary, the exceptional workloads created 
by the pandemic, the fear of infection, the concern for staff’s family, and the 
difficult daily scenes in the Covid-19 units intensified the existing feeling of 
stress and overload in the day-to-day work of physicians and other medical 
staff. Recognizing the problems of the medical staff and adopting solutions can 
benefit the healthcare system not only during a pandemic but also in normal 
times. From this perspective, the Covid-19 pandemic may be a welcome 
turning point from which the healthcare system will set out on a new path. 
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