Why is there no periodically updated physician registry in Israel? A historical-institutionalist perspective   

Abstract
[bookmark: _Hlk105665012]Background: Despite being an essential component for medical workforce planning, a periodically updated national registry of demographic and occupational data on practicing physicians has never been established in Israel. The absence of a periodic re-registration mechanism system of for physicians in the Israeli healthcare system will be discussed and explained. 
Methods: This study is based on a historical-institutional approach, which examines a the contemporary policy outcome (absence of an updated physician registry) that arose as a result of a series of events that shaped political and social arrangement (the relationship between the State- and organized medical profession relationship). Reports of professional committees, working groups, the State Comptroller and press releases were examined in order to explore the intentions, interests, positions, and actions of stakeholders regarding the establishment of a periodic re-registration mechanismsystem. Academic literature on concerning the relationships between governments and state-the medical profession, as organized in their jurisdictionsmedical profession throughout the world,  relationship globally and in Israel in particular,  was reviewed in order to understand the role played by medical associations in the field of health policy— with particular focus on workforce planning. 
Results: The Israeli Ministry of Health is interested in establishing and maintaining a periodically updated physician registry in accordance with recommendations of several professional committees, but has encountered strong opposition on part of from the Israeli Medical Association. This stands in sharp contrast to the practice in many countries where medical associations and state agencies jointly administer and regulate physician databases.
Discussion: The absence of a periodically updated physician registry in Israel can be explained as a being the result of a historical process in which the State-relationship between the State and the organized medical profession relationship have taken is characterized by the form of confrontation, and mutual suspicion, due to particular political and social circumstances. Unlike many of its counterparts around the world, the Israeli Medical Association has been pushed to the status ofdisregarded as an outsider interest group, and not rather than as a state proxy of professional regulation.
Conclusion: Historical-institutional analysis shows how past events have led to an unintentional and undesirable policy outcome by shaping political arrangements and interactions between stakeholders. This reflects the role of that historical understanding plays y in gaining providing a better understanding of how contemporary health policies unfold.


Background
Workforce planning in health professions is one of the most important and complex tasks that a health system faces. For this reason, many countries maintain a periodically updated national registry containing essential information on the professionals who work in the various health professions, namely physicians, who are considered an especially critical resource for health systems.
A registry can provide comprehensive, up-to-date, reliable, and useful information concerning the overall number of physicians; the number of physicians who are currently practicing; geographical breakdown of the physicians and the sectors in which they work (hospital or community practice); specification of their areas of medical specialization; etc. Although the need for such a database is a common necessity in all medical systems, the prevailing systems in various countries differ from one another in the manner in which the information is maintained and regulated. There are countries where the registry is maintained by the health ministry (ex., Belgium, Japan, Poland, and Sweden), whereas in others the registry is maintained either by professional statistical or public health organizations (ex., Norway, Slovakia, and Slovenia). Some countries rely on periodic physicians’ surveys (ex., Canada, Finland, and Italy), and others in which a periodic census is conducted (ex., England and the Netherlands) [1-3].	Comment by Author: Specifically England, or the United Kingdom?
In Israel, the Ministry of Health maintains a database of licensed medical practitioners, but not of those who are actually engaged in the profession, and there is no system in place for periodically updating physicians’ employment data. The establishment of a registration system has been discussed in Israel for many years. As in other countries, Israel has both the means and motivation to maintain such a registry. The motivation for this is the necessity of a system that supports long-term medical workforce planning, based on up-to-date information. The Ministry of Health’s need for establishing such a database has been expressed many times over the years, as will be presented below. Further, Israel also has the technological means to construct and maintain this type of national database. Nevertheless, no periodically updated physicians’ registry has ever been established in the country, despite professional recommendations to do so and in contrast with other economically and technologically developed countries. This paper will discuss the question of why this periodic registration system has never been established and will analyze the issue through historical institutionalism. This approach promotes our understanding of this regulatory failure from a broader perspective. It takes into consideration the complex relations between the State and the medical profession in Israel, as it developed throughout history, with an emphasis on the institutional status of the Israel Medical Association (IMA) within the field of public policy.
The role of physicians’ associations in the management of medical personnel information
In many countries, physicians’ associations constitute a significant source of information on the occupational and demographic aspects of the countries’ physicians; together with insurers and employers, they provide figures to central databases. This is particularly the case in Europe (ex., the Czech Republic, Germany, and France), where in some places the physicians’ associations themselves maintain the main national physicians’ registries (ex., Austria and Finland) [3–5].  This may be related to the fact that in many European countries, physicians are statutorily required to register as members of the physicians’ association to be allowed to practice medicine [6].
There are countries that tie their re-licensure and re-registration procedures to the statistical needs of medical workforce planning; these countries effectively utilize the periodic physician licensing and registration requirements to improve and update the national workforce data. For example, in Australia, the regulator collects essential workforce planning information, such as areas of practice, total work hours, etc., using a questionnaire which is a part of the re-registration procedure [7]. In the Netherlands, the re-registration process for specialist physicians also serves as a system for recording the number of physicians who are practicing medicine in the country [3,5]. In New York State, physicians are asked to provide additional information through a survey questionnaire as part of the re-registration procedure that they are required to undergo periodically to continue practicing medicine [8]. In many cases, physicians’ associations play a significant part in the arrangement and organization of re-registration and re-licensing procedures [9]. 	Comment by Author: Please confirm your meaning was preserved here.
By מצאי, did you mean “inventory”? (or perhaps ממצאי, where the physicians can report on their medical findings.)
There are countries in which, historically, the physicians’ association has been entrusted with carrying out periodic national surveys that serve as key sources of information regarding physicians’ employment (ex., Canada and the USA). Moreover, physicians’ associations are often the entities that report to the OECD on the number of active physicians in their countries [3–5].
Professional associations throughout the world are thus active partners in the medical workforce planning process, through an agreed-upon division of labor between them and government authorities—both in terms of collecting information and maintaining registries, and regulating the medical workforce. This reality proves the importance of maintaining systems that enable cooperation among stakeholders, especially in a decentralized and interest-driven environment such as a national health system [10].

Methods
The historical institutionalism approach allows us to understand the present-day situation as the result of long-term processes that have been shaped, historically, by various political and social institutions. This research approach is based on an analysis of the impact of past issues and events on current policy—issues such as the creation or absence of rules and norms of political behavior, the various policies followed by governments, or the inter-relationships between the relevant political and social entities. Historical institutionalism focuses on the identification of points in time or historical events that researchers perceive as important milestones or decision junctures, and the way in which that specific historical path has led to a particular outcome [11–13]. Historical institutionalism and similar approaches are thus viewed by some scholars as a useful tool for analyzing health system reforms. [14–17].
This paper relies on an analysis of the reports of professional committees, working groups, Israeli State Comptroller reports, and press releases which prove the intentions of the many relevant parties to establish a system for the periodic registration of physicians. These reports also reflect the interests and positions of the various entities, especially those of the Ministry of Health and the IMA between the years 1990 and 2022. The discussion on the status of the IMA and its relationships with state institutions is based on literature in both English and Hebrew, and a comparison with other health systems in economically and technologically developed OECD countries. (Search words used: physicians’ associations, medical profession, registration and re-registration, regulation and workforce planning; in the following databases and search engines: Google, Google Scholar, Pubmed, Medline, OECD i-library).	Comment by Author: Please confirm “press releases” as opposed to a general newspaper article.	Comment by Author: If this details how you conducted the research, consider giving it a more central stage in the Methods section. Consider expanding on this a little.

Results
In 1990, the government Commission of Inquiry suggested the examination of the functioning and efficiency of the health system regarding the issue of establishing a comprehensive database that would be regularly updated through the use of periodic registration and re-registration systems for all professionals in the health system, under the authority of the Ministry of Health [18,19].  Similar recommendations were published by another public committee in 2002, and a year later the State Comptroller stated the need for the statutory enactment of a duty for periodic registration of physicians [18,20].
Similar recommendations were also made by a working committee dealing with the topic in 2008. A conference was held that year on the basis of these recommendations, and most participants in the discussions supported the idea of administrative registration of all health professionals, which should be implemented by the Ministry of Health [21]. The IMA representatives opposed the establishment of a registry in the Ministry of Health, arguing that it should be maintained by the Central Bureau of Statistics. The main reason for this position was the IMA’s concern that re-registration would serve as the first step toward a further stage that the Ministry of Health was planning—the imposition of a re-licensing requirement, tied to an obligation to undergo continuing medical education (CME) or continuing professional development (CPD) programs [21]. During the deliberation at the conference, it was emphasized that the physicians’ agreement to this procedure would be essential to the agreement of other health professionals to the re-registration system. It should be noted that in contrast to the practice in other countries, CME and CPD programs for physicians is completely voluntary in Israel; there is no organized requirement or binding arrangement concerning the matter, and it is instead a process that physicians undergo purely of their out own interest. Such programs are organized by the IMA, which monitors the physicians’ records of their participation in educational activities, such as conferences, courses, etc. [22].	Comment by Author: Although the Hebrew says מקצועות הבריאות, “health professionals” fits the sentence in English better. Please confirm your intention is preserved. 	Comment by Author: Please confirm התעדכנות מקצועית as either CME, CPD, or both (as these are the acronyms used in a later paragraph). Are both correct in this current paragraph, or was only one suggested as part of the re-licensing?	Comment by Author: Consider clarifying whether you are referring to administrative registration or re-registration/re-licensing.
Following these discussions, the Ministry of Health announced its intention to advance the issue of periodic registration and licensing for physicians. As such, every physician would be required to register with the Ministry every several years as a condition for the renewal of their license to practice medicine. The committee that discussed the issue reviewed several possibilities for promoting the idea, from administrative registration only, through a model based on physicians being required to take continuing education courses and exams in order to have their licenses renewed. Another possibility considered was the imposition that physicians satisfy quality assurance requirements, and that they report on accumulated medical malpractice lawsuits and complaints brought by patients against them. The IMA stated clearly that it opposed any process which, according to the IMA, included a mandatory action component and which could infringe upon the professional autonomy of the country’s physicians. [23].	Comment by Author: Assuming you mean the 2008 conference? Consider naming the conference in the previous paragraph for clarity. Or are you referring to ALL the discussions mentioned until this point? 
The State Comptroller then reexamined the issue of medical workforce planning in Israel, and in a report published in 2009, he found that one of the main reasons for the issue not yet having been regulated was the IMA’s principled opposition to the re-registration of physicians, and in particular, to such a process being managed by the Ministry of Health [24]. The need for a periodically updated national registry of physicians and other health professionals resurfaced in 2014 as one of the recommendations of the Advisory Committee for Strengthening the Health System. It was discussed again in 2020, as part of the National Outline Plan for Israeli Health Institutions [25]. 
As of today, there has been no cooperation between the Ministry of Health and the IMA regarding the establishment of re-registration systems. It appears that the conflict of which entity would be responsible for the registry, as well as the dispute between the Ministry and the IMA concerning the imposition of a duty to re-license—which is linked to a perpetual professional refreshment requirement (i.e., CME or CPD)—have until now prevented any possibility for agreement and cooperation between the government and the medical profession on this issue. Therefore, despite the issue being discussed in Israel for many years, the workforce planning authorities in Israel are forced to conduct their work without access to comprehensive or reliable databases concerning the number of physicians actually practicing medicine and the percentage of all licensed physicians that they represent—which should be based on periodic registration and license data, as is standard in other countries. In the absence of this type of database, the Ministry of Health has been forced to rely on other sources and assessment methods, including workforce surveys carried out by the Central Bureau of Statistics and available data on the number of physicians up to the age of 65 licensed to practice medicine, as an estimation of the number of active physicians. It should be noted that in recent years, some progress has been made in the Ministry of Health’s ability to estimate the number of practicing physicians. This is reflected in a number of reports it has published on the medical workforce, the size of which is estimated by cross-referencing data from various sources (for example, the Ministry of Health’s database of individuals licensed to practice medicine, the tax authority’s database, and data from the Population Registry) [26].	Comment by Author: Please confirm this is what was meant by שיעורם

Discussion
Israel does not have a periodically updated national physicians’ registry, despite its importance for medical workforce planning. The absence of such a registry could theoretically be explained by a coincidental lack of attention by the State’s officials and decision-makers, or by an inability to establish such a system due to technical-operational difficulties. These explanations do not suffice, for several reasons. First—with regard to possible inattention to the problem—the issue has been the subject of discussion within the Israeli health system for more than 30 years and has been deliberated repeatedly by various committees and by many professional parties. Second—with regard to the technical aspect—this type of system has existed for many years in most developed countries and it is reasonable to assume that the establishment of such a registry in Israel should not be of any difficulty, given the country’s great access to many advanced technologies, inclusive of the field of health information systems.
The main obstacle preventing the adoption of a periodic updating system for physicians is a continuing dispute between the Ministry of Health and the Israeli Medical Association regarding the ownership and control of the registry and the nature of the updating system. The issue is whether the registration duty would be tied to a periodic professional refresher requirement (i.e., CME or CPD). The dispute appears to be unsolvable, as it involves conflicting and irreconcilable interests on each side; the State wants to expand its control over the medical workforce to serve the country’s needs, while on the other side, the organized medical profession sees this as a direct attack on physicians’ professional autonomy. On the surface, it might seem that the Israeli case reflects most health systems around the world—that this struggle is simply an example of a classic “turf war” between the organized medical profession and the State over professional autonomy and dominance in the social arena [27–29]. However, the survey of various non-Israeli practices presented above shows that this is not the case. On the contrary, in many countries, the information is collected as the result of cooperation between the government and the physicians’ organizations. Moreover, there are countries in which the mandatory re-licensing process is tied to administrative re-registration for the purpose of collecting statistics, with the physicians’ organizations working together with the state institutions to achieve this.
Against this background and the State’s relationship with the organized medical profession, it is even more surprising that Israel has not been able to establish a periodic registration system for physicians. A review of the history of this relationship shows that the failure to establish the periodic registration system in Israel is the outcome of a deep-rooted problem within the framework of the country’s health policy: the absence of an agreed-upon division of labor and norms regarding cooperation between the State and the profession. This, as will be demonstrated below, is very different from the situation with respect to most other health systems throughout the world.	Comment by Author: Consider clarifying here: in the Results section, we learn the reasons why there has been no cooperation between the two entities, so why raise the question here? Just a musing to consider… Perhaps even omit this sentence, as the next sentence also starts the paragraph nicely as a smooth and direct transition from the preceding one.	Comment by Author: Added for style
The division of labor between the State and the medical profession is generally derived from political arrangements that have taken shape over the course of history. In many countries, the government has delegated various regulatory powers to the physicians’ associations, and they thus serve as a state proxy of professional regulation with respect to medical issues. In exchange for accepting this delegation, the physicians enjoy professional autonomy. This arrangement works for the benefit of the two parties, and it has generated the longstanding tradition—primarily in European countries—of a delegation of powers by the state to the professional organizations with regard to the regulation of the health system. Freeman has argued, that in the European context, the medical profession is essentially indistinguishable from the state and cannot be seen as a separate institution that acts as an interest group in accordance within the standard pluralistic model as understood by political scientists, but rather as an entity that was created by the state itself [30]. In countries that have long-term communication arrangements and norms, as well as a readiness on the part of both sides to reach agreement, there are clearer formats for cooperation between the government authorities and the physicians’ organizations, the purpose of these formats being the recognition of areas of mutual agreement. (This does not mean, however, that in these countries there are no disputes or sources of tension between the state and the organized medical profession, simply that the two entities have developed methods for dealing with them).	Comment by Author: Term taken from the Abstract. 	Comment by Author: Added to complete the sentence in a balanced way.
Germany is an excellent example of this type of system. The State Chambers of Physicians, which act within the various landers (states) and are organized under the German Medical Association, play a key role in enacting the regulation of the corporatist medical system [31,32]. Similar processes have also taken place within Italian regions and the various districts within Sweden, where doctors are employed as public servants. In these places, arrangements have been established that are based on mutual dependency between the state and the profession, to the point the two have come to be perceived as a single entity [33,34].	Comment by Author: A direct translation is “city-states”. To the best of my knowledge, city-states don’t exist in modern-day Italy, rather the country is divided into regions. Please confirm and use the term you prefer. 
One theory sees the medieval European guilds as the predecessors of modern physicians’ associations [35]. Thus, in Germany, as in other continental countries (such as Greece, Italy, and Spain), physicians are required to register as members of the medical association in order to practice medicine. There are countries, such as Austria and France, in which the power to grant a medical practitioner’s license is delegated to the physicians’ association itself [32]. If this theory is correct, physicians’ associations developed organically alongside the European nation states, and are often considered part of the state’s institutions as an expression of the symbiotic relations which exist for the benefit of the two parties, as a result of their mutual dependency.
The historical process that took place in the State of Israel is completely different from the European formation described above. First, the Israeli medical system began to develop many years before the establishment of the State of Israel and therefore, the organizations that stemmed from the medical community preceded the national government institutions as opposed to developing alongside them. For example, Clalit Health Services was established in the year 1911, and the medical association was established a year after that. The health system in 1920’s Land of Israel was thus created from scratch by non-governmental organizations, without almost any involvement on the part of the British Mandate [36].	Comment by Author: Added for clarity	Comment by Author: Alternatively, consider:
“… and the pre-State version of the IMA was established…”  as the IMA was founded under the name Hebrew Medicinal Society for Jaffa and the Jaffa District.
It is also completely fine to leave it as is: “the medical association”, as to not go into specifics. 
The State of Israel was established in May of 1948, and the Israeli Ministry of Health came into being along with it; the new Ministry inherited the British Mandatory Government’s health department. Within the framework of the Zionist ethos, which idealized the “working pioneer” image long before the establishment of the State, professionals were perceived as part of the petite bourgeois; they were therefore excluded the country’s formal strategic, economic, and administrative systems [37]. In light of these historical, political, and social circumstances, the State denied the IMA’s request to serve as an official professional chamber, which would allow it to hold a certain level of regulatory authority like medical associations in Europe. At the time, the IMA sought that all the country’s physicians be members of the association by law, and that the IMA be responsible for supervising the observance of medical ethical rules, granting medical licenses (or revoking them, if needed), establishing medical regulations, and granting specialist titles. However, the State rejected the IMA’s requests, in their entirety [38].	Comment by Author: Added for clarity
The decision not to grant the IMA the status of a “Physicians Chamber” reflected the prevailing atmosphere of the State’s early years, as well as the country’s leaders’ views on the status of physicians. This decision marked a historic moment which determined the future nature of the relationship between the State and the medical profession, which has been repeatedly reflected in statements made about the IMA by public officials over the years. On both sides of the political spectrum—both left and right wing—the IMA was viewed as a sectoral group with a narrow range of interests, and the common belief held by the country’s legislators was that the IMA’s participation in policy matters should be minimized as much as possible [38]. The national ideals that prevailed among the politicians in the early years of the State’s leadership thus effectively dismissed the medical profession from decision-making in organizing and regulating the health system, and promoted the concentration of powers within the hands of government institutions only. Ever since, the IMA has not had any enforcement power over its members, nor any authority with respect to the licensing and registration of the country’s physicians.
Thus, the Israeli medical profession has been positioned, by the State, as an external interest group—one that certainly does not constitute even a quasi-governmental body. On the other hand, the IMA views the State as more a rival than a partner. A historical institutionalist analysis thus clarifies the establishment of a conflictual relationship, characterized by mutual suspicion and a lack of cooperation between the State and the medical profession. This approach shows that this relationship arose from the historical-political circumstances in which the Israeli health system was created. As such, we can understand the vast chasm between the positions taken by the State and the organized medical profession with regard to administrative and policy matters such as quality assurance, the medical authority granted to nurses and pharmacists, and the financing of health services [39–41]. The same is true with respect to mandatory periodic registration, an issue which necessarily involves control of sensitive information, as well as the possible authority to force physicians to undergo continuing professional education in order to renew their medical licenses.

Conclusion
This paper discusses the reasons for the absence of a periodic registration system for Israeli physicians. The research shows that the absence of such a system is the result of a historical process that led to a relationship between the IMA and the Ministry of Health based primarily on rivalry, conflict, and mutual suspicion.
Because of various political and historical circumstances, the IMA was left out of the political decision-making circles, and it therefore functions today primarily as an interest group which is external to the government rather than as the representative of the executive branch. The nature of this relationship between the IMA and the government explains the difficulty in creating cooperation regarding a sensitive matter which impacts the physicians’ professional autonomy.
Finally, the Israeli example shows, through a historical institutionalist analysis, the ways in which past events have led to an un-intended and undesirable policy outcome in the present day. This points to the importance of understanding the historical processes through which political arrangements and inter-relationships were formulated between different institutions, to fully comprehend what is transpiring in modern health systems.
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