The role of physicians in Israel as social leaders: an expression of professionalism or a quest for medical dominance?

Abstract
In spite of growing interest in leadership, little is known about the role of physicians as social leaders. On the one hand, activities such as advocacy and the promotion of public health agendas by physicians could be viewed as an expression of transformational leadership, and, accordingly, attributed accordingly to their sense of moral obligation to society. On the other hand, this such activities could also be interpreted as an effort to shape social values and practices in a fashion that accommodates their own interests and consolidates medical dominance.
This study aims to explore the role of physicians in Israel as a social leaders in at the meso (organizational) and micro (individual) levels by reviewing legislative, policy and public initiatives of Israeli medical organizations, and conducting in-depth interviews with senior physicians. On the basis of these findings, we shall offer a critical analysis to of their behavior in the public sphere in an effort to further develop our theoretical understanding of leadership from a the perspective of medical sociology perspective.	Comment by merav: “a medical sociology perspective” is clear but it is slightly “informal” (סוג של קיצור) so  my suggestion is to spell it out the first time
While interviewees tend to support participation of by physicians in public initiatives, and to describe their role in terms of transformational leadership, medical organizations tend to construct social issues as medical challenges and concentrate in on mechanisms of behavioral change or expansion of health expenditures as desired remedies to medical conditions. This reflects the basic logic of both the biomedical model and neoliberal ideology, which emphasizes personal responsibility and market-driven solutions to societal problems, while generally overlooking the need for revisions in the prevailing hegemonic order. Thus the function of structural factors as underlying pathogens remains invisible, and efforts to improve health outcomes are compromised. Subsequently, meaningful social leadership on the part of the medical profession is put into question. Finally, the theoretical discourse around surrounding leadership could gain from adopting a more critical view ofn social agents by systematically analyzing their intents, acts, motivations and interests.	Comment by merav: Perhaps ‘appropriate’ or ‘the preferred’ ?
‘desired’ is clear but sounds translated (רצויים)	Comment by merav: ‘revision’ (as a general concept) is more comprehensive than ‘revisions’ (which are more נקודתיים)

Background 
In recent years there has been a growing academic interest in the issue of leadership, with a particular emphasis on the field of healthcare. Theories and models that aim to explain the behavior and traits of leaders, as well as their interactions with their subordinates and their impact on organizations, are given extensive attention (CISL, 2017; Sfantou et al., 2017; Banks et al., 2016). Perhaps the specific engagement of health professionals specifically with matters of life and death, along with the complexities of coordination and cooperation required between different health disciplines, renders leadership in healthcare systems an issue of interest in particular. Healthcare leadership literature is usually concerned with issues of quality, organization and cooperation within healthcare organizations and institutions (Nieuwboer et al., 2019; Clay-Williams et al., 2017; Cummings et al., 2010; Hartley and Martin ,2008; Dickinson and Ham, 2008). However, leadership in healthcare could – and perhaps should -– extend beyond the immediate boundaries of medical facilities. Naturally, healthcare systems do not operate in vacuum. They share close ties and vital relationships with a variety of social, political and economic environments (Saltman, 2010). Moreover, in a world where the main causes of morbidity are environmental and social determinants deriving from conditions of life, and access to health services depend on economic and political agendas (Wilkinson and Marmot, 2003; Marmot, 2004), one may contend that the involvement of health professionals in public affairs is required more than ever. Nevertheless, the involvement of by health professionals and their organizations in social issues related to health have has, to date, received so far only little scant attention.
The An examination of physicians as social leaders is particularly interesting in light of, due to their dominant professional and social status in the healthcare system and wider society relatively to other health workers. How, if at all, are they trying to promote agendas of public health, and why? What values are standing behindunderpin these activities and to what extent do they coincide correspond with the public interest? 
To the best of the authors’ knowledge, this is a first attempt to systematically discuss and theoretically analyze the relationship between social leadership and public health while focusing on the functioning of the medical profession in Israel. Such This discussion is expected to yield would allow theoretical insights into the role of the medical profession as a social leader, and no less importantly, contribute to the establishment of a more meaningful leadership on its part by deepening the awareness of health professionals to issues of distributive justice and social welfare globally.

Study goals	Comment by merav: Or:
The aims of the study

“study goals” נשמע טיפה לא פורמלי, וכביטוי מתייחס גם לייעודי למידה (מושג מתחום החינוך). 
אבל ייתכן והכותרות מתאימים לנוהל או לפורמט ספציפי, ולכן לא שיניתי. 
This study aims to explore the role of physicians in Israel as social leaders in at the meso (organizational) and micro (individual) levels by reviewing legislative, policy and public initiatives of Pprofessional Mmedical Oorganizations (PMOs), and conducting in-depth interviews with senior physicians. By so doing, we set expect to elucidate not only the medical profession's motivations and spheres of influence, but also its boundaries and limitations as a social leader.	Comment by merav: Or: hope, intend 
On the basis of these findings, we shall offer a critical analysis to of physicians’ behavior in the public sphere in an effort to further develop our theoretical understanding of leadership from a the perspective of medical sociology perspective.

Study design and method
This is a qualitative study based on mapping the legislative, policy and public initiatives of Israeli PMOs during a time periodthe span of a decade, between 2008-2018, and 13 in-depth interviews with high senior official physicians in the Israeli healthcare system. The main sources of information used for the review are the internet websites of the Israeli Medical Association (IMA) and medical societies; media reports,; legal databases (Nevo, Knesset); and interviews with high senior official physicians in the healthcare system.
The initiatives will be examined in the light of their relevant field of policy (environment, inequalities, etc.), their purpose (restrictions on advertising, taxation etc.); and, where possible, the extent of their  level of success where possible (for example, whether a bill has passed). The analysis of these findings, combined with the reflections of the interviewees, wshould allow us to recognize strengths and weaknesses of the role played by the medical profession in the public arena, to understand physicians’ motivations to leadin leading these initiatives and to make suggestions to enhance social leadership skills among its members.
Social leadership may be expressed, for example, in the promotion of legislative initiatives that will improve allocation of resources, in orchestrating public campaigns to increase awareness to of a certain health risk, or in advocating for public health. Different activities may focus on different levels of leadership, such as the level of the individual, the organization, and or the system. 	Comment by merav: Removed for consistency of style because the article does not use the “serial comma” (a final comma before “and” or “or”) elsewhere.

A theoretical account of social leadership
The existence of leadership as both an abstract and a tangible phenomenon over wideacross vast geographical areas, cultures and timespans periods allows has allowed for its manifestation in countless fashions and contexts. Consequently, leadership tends to be measured, categorized, analyzed, and interpreted in numerous ways. Indeed, this field of study is characterized by a multiplicity of definitions emanating from different points of view, thereby underscoring emphasizing its varyingious dimensions and characteristics (CISL, 2017; West et al., 2015; Winston and Patterson, 2006; Kirkpatrick and Locke, 1991). 
Nevertheless, it seems that there are some common central features that appear in different definitionsevidently different definitions have certain salient features in common, among themincluding  the importance of influence, vision, motivation and the strive toward a common goal (Rowe and Guerrero, 2018; Northouse, 2010; Yukl, 2006). According to House (1976), leadership is the ability of one person to enhance the self-esteem of others, and successfully serve as a behavioral model for them. Bennis (1989) argues that leadership is the capacity to translate vision into reality. Hughes, Ginnett and Curphy (2009) contend that leadership is the process of influencing others toward achieving common goals.
Social leadership, as a private case of leadership, also bears similar characteristics. Stodd and Loudon (2017) emphasize its voluntary nature and see it as a kind of authority granted to a person by his community. Others distinguish between social leadership and political leadership, and in spite of their elusive nature, affirm that both are basically the ability of modifyingto modify the course of event (Masciulli et al., 2009). Some underscore the importance of “social persuasion” for social leaders, that is, the ability to effectively be able to reach and communicate effectively with a wide set of diverse populations in order to change a social or cultural system and collectively realize visions (Heotis, 2017). Hence, social leadership and advocacy are sometimes interchangeable and their functions may often merge (Kendrick, 2002).  It is, therefore, unsurprising that transformational leadership is regarded as “a highly relevant concept” for Ccivil Ssociety Oorganizations (CSOs) as social enterprises and leaders as agents of change (Wiltshire, 2018). Transformational leadership theory describes the leader as a source of that provides motivation and inspiration for his followers by encouraging them to transcend their self-interests for the sake of shared goals, be they for the team, organization or larger community (West et al., 2015; Bass and Riggio, 2006; CISL, 2017). Transformational leadership theory is often contrasted with transactional leadership theory, which is based on an exchange process between the leader and followers. The transaction is based on what the leader possesses or controls and what the “‘follower’” wants in return for providing their services (Hartley and Martin, 2008; Bass and Avolio, 1993; Burns, 1978).	Comment by merav: Later the article used “his/her”
The right choice might depend on the publication’s guidelines 	Comment by merav: See earlier comment	Comment by merav: Changed for consistency of style
However, while the literature on leadership focuses mainly on the dynamics within organizations, very little is known about other contexts of transformational leadership within the broader realm of civil society. CSOs, as well as individuals, may play a vital role in creating healthier, safer and more prosperous societies through activities such as advocacy, realization of rights, provision of services, and so forth. Ahlquist and Levi demonstrate how activist labor unions engage in voluntary activities that promote social solidarity beyond the private interests of individual members. They emphasize the role of leadership, governance and internal organizational structure in facilitating members' social involvement, which exceeds their immediate sectorial goals. This logic is further extended to other membership organizations, political parties and even states (2013). In a similar manner Udehn criticizes the rational choice perspective for overemphasizing the egoist self-interest player assumption. He believes it to be an inadequate theoretical framework for because of its economic reductionism, which restricts the analysis of societal behaviors to the limits of cost-utility calculations and ignores other important motivations (1993). Such motivations could be include norms and societal imperatives, feelings such as guilt or a sense of mission and even altruism. Therefore, taking into account the existence of mixed motivations could better explainmight offer a better explanation for at least some of the human actions that we encounter in reality -– actions which that could hardly be explained by sheer egoism and opportunism. 	Comment by merav: Changed in case this is for an American publication.
In British English – “which” or “that” is okay here.
In American English – “which” (see grammar rules for restrictive vs. non-restrictive clauses)
Critics argue that the focus on intra-organizational research significantly reduces the type and number of cases that could be relevant for the study of leadership in wider context. The research "runs away" to its familiar "comfort zone" of hierarchical organizations and dialectical relations between leader and follower, and often neglects the examination of leadership needed for social change, its effects, and the inter-organizational and interpersonal relations needed to lead such a change (Ospina & Foldy, 2005; Carreras et al., 2009; Pathak and Muralidharan, 2018). Nevertheless, critics do not claim that the existing, cumulative body of literature that has accumulated so far is irrelevant for to the study of social change. On the contrary, it appears that attempts to develop the perspective of leadership for social change derive from the valuable knowledge accumulated over decades of research in the field of leadership.
The style of transformational leadership corresponds with the notion of social change. Hence, the "social leader" operating in the public sphere, is required to possess the same basic motivations, characteristics, insights, practices, and attitudes as those used by the "transformational leader" who operates within the boundaries of his/her organization. However, this does not explain why physicians and PMOs would choose to take upon themselves the role of “social leadership”, and intervene in public affairs, instead of just "minding their own business".: Why should they invest resources and sometimes confront powerful adversaries such as employers, governmental agencies and other stakeholders to for the benefit of what could be perceived as the greater good?.	Comment by merav: Suggestion – to change the period to a colon (נקודותיים), so that the question appears as an explanation of the earlier sentence rather than a rhetorical question.

What motivates physicians to interfere in public affairs? 
Physicians and PMOs worldwide are often involved in broader societal and ethical issues that concern public and individual health. They help frame the public agenda, intensify citizens’ awareness of health issues and try to influence political decision making on different diverse matters ranging from health disparities and social determinants of health to the right of prisoners’ right to medical treatment, to torture and female genital mutilation (American Medical Association website; British Medical Association website; World Medical Association, 2020). By the same token, Iindividual physicians choose to join Nnon-Ggovernmental Oorganizations (NGOs) which that advocate human rights (Physicians for Human Rights website; Doctors Without Borders), and generally tend to support their representative organizations’ involvement in health-related issues beyond providing care to individual patients, and such as advocacy for on behalf of the health care system and primary care (Stevenes, 2001; Gruen et al., 2006; Luft, 2017). Such activities are perceived by the PMO members as an opportunity to enhance trust between society and the medical profession, and to restore the human contact between the physician and the patient.	Comment by merav: ‘that’ if American publication
‘which’ or ‘that’ if British
Social leadership, therefore, could be perceived as an expression of the “social contract” between the medical profession and society, highlighting the moral responsibility of medical practitioners towards society in a broader sense of professionalism, that which exceeds the narrow focus on clinical work or purely medical issues. As Coburn points out, while voluntarism and social involvement of by individual medical professionals receive some recognition in the literature, the actions of the profession as an organized entity are often perceived with cynicism, as given that it tends to pursue more mundane interests (2006: 435). Without denying the logic of Although there is logic to the rational private interest- seeking perspective, this point of view may neglectmight overlook certain some important and more voluntary aspects of the medical profession. Motifs of ethics are deeply embedded in the heart of the medical ethos, as expressed not only in international laws and conventions but also in the education and training of health professionals as well as in the doctor's oath. It This has the potential to spur a leadership that extends beyond the limits of medical institutions and organizations. Most notably, Talcot Parsons’ functionalist perspective focused on what may be perceived as the medical profession's pivotal position in the social system. According to Parsons, the importance of professions, with a special emphasis on the medical profession, stems not so much from their intrinsic features but from their distinctive institutional framework (Parsons, 1939). This approach is akin to Durkheim's conception of professions as a positive force possessing the potential to unify and contribute to solidarity and social order in an increasingly complex and fragmented modern society, thus portraying a benevolent conception of the medical profession (Adams, 2016; Saks, 2005; Light and Levine, 1988). 	Comment by merav: Both ‘toward’ and ‘towards’ are okay but changed for consistency
On the other hand, scholars often tend to view professions as entities guided by self-interest, pursing economic rewards and status for themselves. TSeen through the lens of closure theory, self-regulation was viewed as monopolizing markets by means of protective legislation that provides the profession exclusive credentials and privileges with no regard to for the public interest (Murphy 1988, Abbott 1988, Adams 2016). Freidson (1970) arguesd that professional power stems from the professional monopoly over knowledge. In turn, this autonomy enables self-regulation and control over resources (Dent, 2006).  As Saks aptly noticedobserves, the sociological critique of the medical profession coincides with the prevailing economic belief in the desirability of free market competition, thus viewing professional organizations as interest groups collectively dominating the market at the expense of public interest (2005: 17-18). 	Comment by merav: Changed for consistency
This perspective echoes the Gramscian critique on the social function of intellectuals. Physicians usually benefit from the existing socio-economic order and therefore act as agents of the prevailing neoliberal hegemony, that is, promoting and replicating the messages of the political and economic elites under the disguise of “social leadership”. Thus, the actions of the medical profession in the realm of public affairs ought to be seen as an effort to strengthen its grip and consolidate its dominance over society, and not as a genuine attempt to produce a meaningful social change. By the same token, contrary to the popular belief that, which sees modern medicine as a “'neutral'” or '“objective” ' scientific field that emerged as an integral part of the 18th-century Enlightenment project, Foucault proposes to examineexamining modern medicine as a discourse that establishes a system of language, practices, rules and power relations, organized around "Tthe clinical gaze” -– the source of modern physician authority for the patient. Again, from this perspective, it is not clear at all what kind of “vision” or “values” can the medical can profession offer to society, other than promoting its own interests.
In conclusion, in this section has described two countervailing theoretical perspectives were described: one that assumes altruistic and voluntary motivations as the basis for meaningful social leadership, while the other interpretsing public influence as a quest for dominance guided by private interests seeking. In what follows we first survey the actions of the medical profession in Israel in the public sphere, and then discuss its features, characteristics, and implications in light of the aforementioned theoretical perspectives aforementioned.  

Findings
The following items emerge as major issues in which the IMA and its medical societies invest resources and efforts to drive social change: health disparities, healthy nutrition, the fight against smoking, and, to a lesser extent, refugee rights and asylum seekers. position papers, lobbying, media calls, interdisciplinary collaborations such as the Public Health Forum. The measures they employ taken are diverse, and include legislative efforts, scientific activity, advocacy, the publication of position papers, lobbying, campaigning, use of the media and creating interdisciplinary collaborations such as via the Public Health Forum.	Comment by merav: This appears to be meant as part of the next sentence, so I adjusted the next sentence to cover all the items

Health and healthcare disparities
Scientific activity: In 2008, the IMA convened a committee of experts to study a wide range of health indicators that revealed disparities in rates of mortality and morbidity among populations (Israeli Medical Association, 2008). The committee formulated a list of recommendations, such as reduction of socio-economic inequality nationwide, investment in health care infrastructure in the periphery and minimizing minimization of economic barriers to health services. In addition, the IMA has also conducted a series of annual surveys focuseding on health disparities in Israel. These surveys include questions dealing with issues suchon such issues as the economic burden of health expenses on households and the propensity of individuals and families to forego medical treatment because of economic constraints (The Israeli Medical Association, 2010).  
The National Health Index represents another example of the IMA's involvement in the field of health disparities. Initiated in 2009, the Index was comprised ofcomprises a number of health indicators selected by leading health professionals, in order to measuremeasuring, among the rest, health disparities, accessibility to of health services, funding and the state of infrastructure between across geographic regions, among other factors (Israeli Medical Association, 2009). The Index has gained received considerable media exposure in an effortthe context of efforts to attract raise public awareness to surrounding the troubling impacort of persistenting health disparities (Velmer, 2009; Yasour Beit-Or, 2009; Alparsi, 2009).  	Comment by merav: ‘access to’ or ‘accessibility of’
Advocacy: In 2013 the IMA published a position paper on the social and environmental factors affecting human health and presented it to Knesset members with the aim of bringing to the public agendaplacing the "vicious circle" between of poverty, inequality and poor health on the public agenda (Israeli Medical Association, 2014).
Policy: Arguably, the most notable step considering measure surrounding the issue of health disparities was the setting creation of financial incentives bestowed to for medical residents who choose to train in peripheral hospitals, as determined inestablished under the 2011 physicians' collective bargaining agreement (Israeli Medical Association website). This step In the immediate aftermath of the agreement, this measure contributed to the beginning of a a change in the geographic redistribution of residents in the immediate period following the signing of the agreement in a manner beneficial to peripheral districtsin favor of the periphery districts.

Healthy nutrition
Legislation: The IMA has initiated and promoted a legislative bill to amend the Public Health (Food) Ordinance by instituting mandatory labelling of sugar and fat content. The proposed legislation is intended to provide the public with accessible information about the nutritional value of various foods with the aim of promoting health and reducing morbidity and mortality linked to harmful foods. The proposed legislation passed a first reading in the 18th Knesset but has not advanced (Israeli Medical Association, 2014).	Comment by merav: הצעת חוק לתיקון פקודת בריאות הציבור (מזון) (חובת סימון סוכרים ושומנים במזון)

Slightly reframed because the format (title) of a bill in Hebrew does not easily translate into English (and I could not find a published version of the bill in English with an official English translation of the title)

Education and community involvement: In addition, during 2014-2015 the IMA participated in a social involvement project in cooperation with Tel Aviv University, in which students who sought to promote civil society addressed a range of issues, including childhood obesity (Israeli Medical Association, 2018). Under the IMA’s guidance, students researched the issue and examined ways of supporting the campaign against obesity through tools such as legislation and advocacy. They produced a position paper that the World Medical Association (WMA) in fact adopted as its “Statement on Obesity in Children” (World Medical Association, 2016).
Public scientific activity: Another measure the IMA took in this area was to issue a declaration, in May 2018, identifying obesity as a disease. The initiative was led by the Israeli Association for the Study of Obesity (which operates under the auspices of the IMA). The purpose of this declaration was to recognize individuals who suffer from obesity as patients in need of medical assistance. Accordingly, the declaration has professional implications, such as the need to establish a national system for the treatment of obesity, including dedicated clinics in hospitals as well as the community. The declaration conflicts with the position adopted by the Israel Association of Public Health Physicians, which is also an IMA body and which regards obesity as a physiological phenomenon that in itself does not constitute a disease but could be a contributing factor to other pathologies (Israel Association of Public Health Physicians, 2018). Moreover, according to this Association, the declaration reduces the phenomenon, including its social, cultural and economic aspects, to a strictly medical issue and in so doing my actually undermined the campaign against obesity.	Comment by merav: פעילות מדעית-ציבורית

באנגלית יותר נהוג בלי מקף 

(הערה - למעלה רשום, במקור באנגלית:
 Scientific activity)
	Comment by merav: השם באנגלית כפי שמופיע באתר:
https://obesity.doctorsonly.co.il/	Comment by merav: חולים
לחלופין:
ill and in need of medical assistance	Comment by merav: מצבי חולי
לחלופין:
illnesses, conditions

Smoking
Legislation: With the support of several Knesset members, and in cooperation with the Israel Association of Public Health Physicians as well as the Israeli Society for the Prevention of Smoking, the IMA has initiated and promoted a legislative bill to prohibit smoking in children’s playgrounds. The proposed legislation would ban smoking near children in public playgrounds and within ten meters of nursery schools and kindergartens. In tandem, the IMA launched a media campaign aimed at the Israeli public, under the slogan “Smoking is not child’s play.” The bill passed a preliminary reading in the Knesset. In late 2017 this provision was adopted as an order of the Minister of Health, thereby establishing the prohibition (Israeli medical Association, 2018).	Comment by merav: תרגום השם מ:
https://www.tobaccocontrollaws.org/litigation/decisions/il-19910512-israeli-society-for-the-preven
The IMA has also initiated and promoted a legislative bill to amend the Prevention of Smoking in Public Places and Exposure to Smoking Law in relation to its enforcement at hospitals. The proposed legislation is intended to facilitate hospitals’ enforcement of the law and prevent their having to use their own budgets toward this end. The bill failed to pass a preliminary vote by the 18th Knesset. 	Comment by merav: rephrased because the format/structure of a legislative bill’s title does not translate understandably into English

Advocacy:
· Initiating an annual “Smoke-Free Day” at the Knesset, in cooperation with additional organizations and Knesset members. The day includes discussions and activities in furtherance of the campaign against smoking and in collaboration with Knesset members (Israeli Medical Association, 2018).
· Publication of a position paper calling on the government to strengthen the campaign against smoking and implement the provisions of the World Health Organization Framework Convention on Tobacco Control (Israeli Medical Association, 2013).
· Campaign for the taxation of tobacco products: The IMA supports equalizing taxation rates for tobacco products (Israeli Medical Association, 2018).	Comment by merav: השוואת
לחלופין:
taxation parity for tobacco products
· Opposition to the introduction of new tobacco products in Israel: The Israel Association of Public Health Physicians and the Israeli Society for the Prevention of Smoking of the IMA, in conjunction with the Israel Cancer Association, have written to the Ministry of Health to request that IQOS marketing and advertising be curtailed (Linder, 2017).
· Community involvement: Encouraging the public to quit smoking – the Israeli Society for the Prevention of Smoking and the IMA’s Israel Association of Public Health Physicians collaboratively conduct professional activities (lectures and conferences) aimed at encouraging the medical community to practice immediate intervention for the cessation of smoking among smokers (Israeli Medical Association, 2018).

Healthcare for asylum seekers and the statusless in Israel
Legislation: There are currently tens of thousands of asylum seekers in Israel who are not entitled to healthcare under the 1994 National Health Insurance Law, and are only eligible for urgent medical treatment. The IMA has initiated proposed legislation to amend the law and extend its provisions to asylum seekers, with special attention to children (Israeli Medical Association, 2011).
Advocacy: The IMA has appealed to the Ministry of Health to prevent the closure of the Ichilov Foundation, which funds medical care for asylum seekers and the statusless, and to forestall the curtailment of services for asylum seekers provided by the Gesher mental health clinic (Israeli Medical Association, 2018).	Comment by merav: קרן איכילוב
OR: Ichilov Fund
Community involvement: In addition, in 2008 the IMA and the Ministry of health jointly established a clinic for asylum seekers and the statusless at the Tel Aviv Central Bus Station. The clinic provided care through volunteer physicians who responded to the IMA’s call to participate on a voluntary basis (Israeli Medical Association, 2013).

The environment
The Israeli Medical Association and the Israel Association of Public Health Physicians have called for a survey of the health impacts of mining in southern Israel, to be conducted with transparency and public participation (Israeli Medical Association and the Israel Association of Public Health Physicians, 2018).

Findings of the interviews
In listing the qualities required of a healthcare leader, interviewees tended to highlight characteristics such as altruist, charismatic, able to mobilize others, visionary, able to separate the wheat from the chaff, works collaboratively and provides a role model for the staff that report to him/her. These qualities are characteristic of the transformational leadership approach. When addressing the differences between a manager and a leader, the qualities that interviewees tended to attribute to a manager were in fact characteristics associated with the transactional leadership approach, such as organizational skills and the traits of placing emphasis on the importance of results and keeping a focus on short-term tasks. In line with this approach, most interviewees held that physicians should engage in social leadership, the promotion of healthcare policy, raising awareness of the needs of the healthcare system, legislative efforts, governmental relations and advocacy. Many were aware of the aspects of volunteerism and the principled and professional commitment associated with the concept of professionalism in medicine, as illustrated by the remarks of Interviewee no. 10: “I personally believe in this element, that the physician has other roles. I believe that being a physician is something greater than the medical practice. It is something that must have leadership for the sake of influence, quality of life, preventive medicine.” Interviewee no. 5 reinforced this view, noting that “physicians cannot claim innocence and immerse themselves only in hospitals and their work. Anyone who has that spark, the will to change things, must lead and take part in social, legislative, governmental processes.”	Comment by merav: or - him
On the other hand, there was evident tension between the personal desire of most physicians to focus on their medical practice and the need to engage more broadly in social issues as an inseparable aspect of the medical profession. Indeed, interviewees explained that in practice there is a gap between the real and the ideal in all aspects of social involvement by physicians. The healthcare system operates under constant conditions of scarcity and therefore compels all its participants, including physicians, to engage in a perpetual struggle to secure resources and their own position within the system. Under these circumstances, physicians lack the spare time and energy needed to be active in the public sphere. According to Interviewee no. 4, for example, “It is perfectly legitimate that there are physicians who do their medical work and do not serve as leaders or social activists. I think that here, unfortunately, when there is a personnel shortage, people do not feel that they have the energy to influence other areas. I think that this is quite a shame, because the voice of physicians is very important.”
Furthermore, interviewees also explained that most physicians are not interested in public activism. They want to engage in the field in which they were trained. They also have an aversion to pursuing issues of a political nature, which at least some of the physicians perceived as “distasteful”. In addition, almost nothing in their medical training touched on issues that would enable physicians to engage seriously in matters of policy, legislation or macro-economics. As such, even if they wish to become socially active and serve as leaders, many physicians lack the necessary tools. Finally, there is the nature of physicians’ personality: On the one hand, because they constitute an intellectual elite, there is indeed an expectation that physicians will take a social leadership role. On the other hand, as one interviewee framed it, this is precisely the reason that physicians do not have much potential as leaders of social change; they are rather conservative individuals whose personalities enable them to excel and compete within the framework dictated to them, and now this framework is also rewarding them for their efforts. Accordingly, at both the psychological and the material levels, physicians – with the exception of those who have a “crazy fixation” – cannot be expected to aspire to positions of social leadership.	Comment by merav: בזויים
לחלופין:
objectionable, disagreeable

תרגומים אחרים – despicable, disgraceful
יותר "חריפים"

	Comment by merav: משוגעים לדבר
or: 
are “fixated on it”
are “crazy about it”
(but this sounds translated)
are “obsessed” 
(sounds more “natural” in English but has a medical meaning too)
Some interviewees drew a distinction between the organizational level and that of the individual physician. In their view, the professional organization should operate on both “fronts” – representing the interests of its members as well as working at the socio-political level to promote the medical practice and the healthcare system on behalf of healthcare consumers. In practice, according to interviewees, the two might clash, and in fact the organization is not always interested in or capable of addressing two fronts simultaneously given its budgetary and personnel limitations. At the individual level, the term “crazy fixation” surfaced in a number of interviews. According to this outlook, it is unrealistic to hope for mass mobilization toward social activism on the part of physicians. Only a limited number of physicians are passionate about driving social initiatives beyond the walls of medical institutions. Essentially they are private entrepreneurs of social change for whom the union or medical association can serve as a professional and organizational platform that allows them to take action and provides them with the support and tools to do so, such as channels of communication with Knesset committees and Knesset members, the means of participating in committee discussions and appearing in the media, and the like.	Comment by merav: מטופלים

לחלופין:
the public
service recipients
patients (מצביע על חולים בעיקר)
Some interviewees also referred to the degree of success achieved through public activism. One interviewee cited the campaign against smoking as a major success. Conversely, another interviewee argued that the profession has had very limited success in social struggles. It has not succeeded in altering the national agenda. Unlike security or education, the issue of healthcare has not become a priority. Thus, social initiatives in the area of healthcare have achieved only limited success. 

Discussion
Professionalism, as the principle guiding a physician’s work, accords with the “transformational leadership” approach, and one may combine them in order to derive a professional, principled stance in support of physician involvement in social and political life. As both the review of activities and the series of interviews indicate, physicians and their professional organizations engage in promoting socio-political initiatives across a range of healthcare issues, and they feel a principled and professional commitment to do so as part of the essence of their occupation. At the same time, a close examination of the findings reveals a more complex picture, one that reflects conflict and tension within the medical world as well as between the medical profession and society. This critical analysis casts doubt on the ability, and even the intention, of physicians’ organizations to serve as social leaders, despite the wishes and assertions of physicians at the individual level, as reflected in interviews with them.	Comment by merav: Or:
and in combination they may be used to generate a professional, value-based position 
Physicians and physicians’ organizations do indeed engage in wide-ranging public activities. Yet this does not mean that most physicians participate in such efforts. On the contrary, it appears that most of this activity is carried out by a few individuals, described in the interviews as having a “crazy fixation”. The latter, as the review reveals, do in fact usually come from organizations with a socially-oriented and community-based approach, including, most often, the Israel Association of Public Health Physicians, the Israeli Society for the Prevention of Smoking or the Israeli Society for the Study of Obesity, and to a far lesser extent from distinctly clinical occupations. The interviews indicate that there may be different reasons for this, including lack of will or interest, lack of suitable skills or knowledge, lack of time and resources or an inclination toward conformity. In any event, evidently most physicians prefer to invest their energy and resources at the individual clinical level.
Moreover, even when physicians find the time to engage in public health issues, they are decidedly inclined to focus on the practical aspects of individual lifestyle changes, especially in relation to nutrition and smoking, through a system of restrictions and prohibitions supplemented by punishment, alongside efforts aimed at “public education” or “raising awareness” such as nutritional labeling, which again place the responsibility on consumers regardless of their financial means or level of education, for example. The issue of smoking, at least, has seen some progress following legislative initiatives that succeeded thanks to active involvement at the Knesset by representatives of the medical profession. Above all, this success reflects the inherent potential of physicians in the area of social leadership, while at the same time pointing to its limitations: physicians’ adherence to the biomedical model, which in itself is nothing other than a reflection of neoliberal hegemony.
The differences of opinion between the IMA and the Israel Association of Public Health Physicians surrounding the issue of obesity as a disease is perhaps the best illustration of the tension within the medical community itself between two worldviews with very divergent approaches to the state of society. The first considers socio-political factors such as poverty and inequality to be the root of illness. Accordingly, the solution to containing morbidity also lies in the socio-political arena, and not necessarily at the individual medical level, which is focused on the recovery of the already-ill individual. This approach is termed “social medicine”. Thus, for example, a government decision to allocate funding for the construction of a sewage system in a residential locality that lacked one to date constitutes a prescribed remedy for all intents and purposes, as does the guarantee of subsistence for vulnerable population groups such as the elderly, the disabled and the unemployed. In fact, nearly every political decision affects the health of residents one way or another, even if it is not directly related to the healthcare system. In the words of Rudolph Wirchow, one of the founders of modern pathology, “Medicine is a social science, and politics is nothing more than medicine on a grand scale” (McNeely, 2002).
The second approach is that of biomedical healthcare, which focuses on medical solutions at the individual level rather than systemic change (Shy, 1997). It is essentially based on providing a remedy to medical problems that largely stem from the existing hegemonic order, and therefore it both depends on this order and in turn reinforces it by “inventing” new problems or defining them as medical conditions that may be remedied at the individual level. Social medicine, in contrast, disrupts and threatens the existing order because it aspires to eradicate those problems and thereby substantially reduce the economic activity they entail. Social and environmental factors such as education, income level, access to transportation and exposure to air pollution account for approximately 50% of health outcomes and, moreover, play a large part in shaping human behavior – which is responsible for an additional 30% of health outcomes resulting from habits such as smoking, alcohol consumption, nutrition and exercise (Magnan, 2017; Braveman and Gottlieb, 2014). As such, one might expect medicine to invest most of its efforts in eradicating the sources of morbidity located “upstream” rather than expanding the healthcare services that typically offer a solution “downstream” and contribute an estimated 20%, at most, to health outcomes. Israel’s national health expenditure totals about 7.5% of its GDP, and 40% of this amount comprises private expenditures (OECD, 2019). Physicians’ salaries are a major part of these expenditures. The individual treatment of medical conditions is therefore a valuable source of income, certainly a far more lucrative one than the eradication of these conditions in the first place. In line with this, the most noteworthy effort in recent years to reduce healthcare disparities across population groups in Israel was based on the provision of economic incentives for physicians to relocate from central Israel to peripheral areas, at a cost of billions of shekels over the course of roughly a decade. This constituted another attempt to provide a medical solution to social problems, rather than improving the conditions of the population in the peripheries by reallocating national resources for education, culture, employment, transportation and the like.	Comment by merav: הרפואה הביו-מדיקלית
or: the biomedical model
Just as the biomedical model focuses on “rectifying” the individual rather than society, so too the efforts of political and social institutions to prevent morbidity focus on individual behavior rather than changing the existing order. In the spirit of the neoliberal socio-economic approach that has dominated Israel for decades, the responsibility for preventing disease is assigned to the individual through a discourse and practices focused on “preventing behavioral risks” and “promoting a healthy lifestyle”, rather than by restructuring the labor market or challenging the culture of consumption or “economic growth” discourse that, at least among wealthy countries, is becoming increasingly detached from indicators of health, quality of life and sustainability. Thus, the main sources of morbidity in industrialized countries – including socio-economic disparities, overproduction, overconsumption and long working hours – remain unchanged, while in Western society the maintenance of personal health has essentially become a cultish ideology, especially in relation to good nutrition and physical exercise. The literature often refers to this phenomenon as “healthism” (Henderson et al., 2009; Cheek, 2008; Greenhalgh and Wessley, 2004; Crawford, 1980). Of course there is nothing wrong with individuals seeking to remain healthy by changing their lifestyle, but when their aim is to compensate for threats to health caused by the superstructure that regulates their lives, the phenomenon should be viewed as another phase in the spread of neoliberal values within society. This set of values aims to regiment individuals and instill in them the mechanisms of self-discipline under the guise of “self-improvement” or “leisure culture” and to invoke a sense of personal guilt if they do not succeed, lest they dare to doubt the hegemonic order dictated by neoliberalism.	Comment by merav: שלב ב-
or: manifestation of
The findings of this study suggest that physicians tend to lead social change processes as long as such processes do not challenge the hegemonic order or the place of the medical profession within it. This behavior is consistent with the insights offered by Gramsci (2004), who describes hegemony as a cultural system of values and norms that accord with the interests of the dominant group in society. The hegemonic order portrays these as natural, self-evident and beneficial to society as a whole, and therefore unassailable. This hegemony is of utmost importance in protecting the interests of the dominant group because it allows the group to control society without using force, but rather by persuading the public to accept its values, ostensibly of its own free will. In this process of social construction, intellectuals, including professionals, play a key part because they participate in convincing the public to accept the hegemonic set of values (although under certain circumstances they might also take a stand against these values). The medical profession, accordingly, is largely inseparable from the dominant neoliberal order, even if it strives to portray itself as acting on behalf of the “simple citizen”. Thus, even though physicians identify the qualities of transformational leadership as the desirable traits of a healthcare system leader, and in fact see them as an inseparable part of medicine at its essence, evidently it is particularly difficult for them to express these values in the social arena, in light of the inherent conflict and tension between their professional ethos and the neoliberal worldview (Rasooly et al., 2020). In this sense it would appear that physicians and their organizations actually operate as agents of neoliberalism under the guise of social leaders, even if they are not necessarily aware of this. The impression that emerges from the range of activities of physicians’ organizations and from the insights offered during interviews is that from their own perspective, physicians do indeed experience their own activities as an effort to foster deep social change, even though in practice they actually replicate and reinforce the fundamental values of the dominant economic-political hegemony. This point of departure sabotages their efforts to improve public health and makes it more difficult to create a meaningful and visionary social leadership.
Nevertheless, such leadership is not out of the question. Its feasibility depends, first and foremost, on the provision of suitable training and tools in order to shape social and public awareness, in addition to the possession of leadership skills, as some of the interviewees also suggested. Such tools could take the form of leadership programs, strengthening the relations between social organizations and healthcare providers “in the field” and encouraging physicians to pursue an education in areas other than medicine, among other measures. These may in fact be suitable not only for physicians but for all healthcare professionals. Academic training in areas such as public policy, health systems management and public health could help physicians and other healthcare professionals conceive of new modes of influence while also developing a more critical perspective on the foundations and values of the dominant order.

Conclusion
This study has focused on the ways in which physicians in Israel act as social leaders. It reviewed the social issues in which the medical profession engages, the means by which it seeks to foster change, the goals it aims to promote and the extent of its success. Thus, the study outlined not only its modes of activity and spheres of influence but also the limits of its reach and of its capabilities.	Comment by merav: גבולותיה ומגבלותיה
Physicians’ organizations and physicians themselves operate within civil society as social entrepreneurs out of a sense of principled and professional commitment to bettering the health of the population in relation to salient issues such as the reduction of health discrepancies, promotion of a healthy lifestyle and human rights. They do so through a variety of tools, including the initiation of proposed legislation, participation in parliamentary discussions, use of the judicial system, the publication of position papers and participation in the consolidation of healthcare policy. At the same time, the study also uncovered the limitations of the medical community’s influence and of its capabilities as a social leader, both because of objective challenges such as lack of resources or lack of the knowledge and skills needed to drive social and political processes, and because of inherent conflict and tension between their professional ethos and the values of neoliberal hegemony. This clash can explain the contradictions that emerged from the study’s findings. On the one hand, physicians believe in the importance of public activism based on social commitment and, accordingly, view themselves as transformational leaders. On the other hand, only a minority of physicians have enlisted in social struggles, and they usually come from fields other than healthcare. In any event, their efforts to foment deep change that would prioritize the place of healthcare on Israel’s agenda have been unsuccessful, and they prefer to pursue measures that usually aim to change the individual lifestyle rather than undermine the foundations of the dominant order.	Comment by merav: לחולל תמורות עמוקות במעמדו של תחום הבריאות בסדר היום בישראל
The biomedical model by which physicians in Israel are trained essentially converges with the dominant neoliberal order, which emphasizes and confirms the individual’s personal responsibility for his/her state of health. Conversely, the structural foundations of the existing order that constitute the main morbidity factors in industrialized societies – such as economic disparities, overconsumption and long working hours – remain hidden from view. This point of departure makes it difficult to establish a meaningful social leadership among physicians because it does not allow the medical profession to challenge the hegemonic order on behalf of the public.	Comment by merav: Or - him
This does not mean, however, that the sphere of social leadership is destined to proceed without the presence of physicians. In fact, the findings of this study indicate that physicians feel a sense of commitment to public engagement that is aimed at promoting health and driven by a set of values characteristic of the transformational leadership approach. Some even pursue such efforts in practice at both the individual level and through various organizational channels, and they have been successful at addressing specific, targeted issues. In light of this, it would appear that the theoretical discussion on the role of physicians as social leaders may yield operational proposals for the development of social leadership, with emphasis on enhancing knowledge and understanding in the areas of economics and society by addressing questions such as distributive justice, social welfare and their impact on human health and quality of life.
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