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Executive summary (main findings and recommendations)

Achieving universal access to medical care in Israel as in other OECD countries requires
having a sufficient number of doctors, with a proper mix of generalists and specialists, and a
proper geographic distribution to serve the population in the whole country.

While the number of doctors in Israel has increased over the past decade, it still remained
about 10% below the OECD average in 2020 (3.3 doctors per 1 000 population in Israel
compared with an OECD average of 3.7). Looking ahead, population ageing will require a
growing number of doctors per population to respond to growing care needs, unless other
healthcare providers play a greater role in health service delivery. The medical workforce is
ageing, too. Nearly half of all licensed doctors in Israel in 2020 were aged 55 and over (up
from less than one-third in 2000), the second highest share among OECD countries (after
Italy). This points to a large freplacement needoand increases the urgency to train new doctors
to replace those who will retire in the coming years.

The number of medical graduates from Israeli medical schools has increased significantly over
the past decade, but nonetheless relative to population size the number of new graduates in
2020 remained the lowest across all OECD countries and almost two times lower than the
OECD average. Furthermore, more than one in ten medical students and graduates in Israel
are foreign students (mostly American students but also some Canadian students), with most
of these students not intending to stay in Israel to complete their postgraduate residency
training and work.

The growing number of doctors in Israel over the past decade has been driven mainly by the
large number of Israeli born doctors who have obtained at least their first medical degree
abroad before returning to Israel to complete their postgraduate residency training and
practice. Nearly 60% of all doctors in Israel in 2020 had obtained at least their first medical
degree in another country, by far the highest share among OECD countries. Nearly half of
these foreign-trained doctors are Israelis who got their first medical degree abroad because

of limited capacity in Israeli medical schools. Ho we v er , the 201c®@ncdinihgt zi v o

the accreditation of foreign medical schools to ensure minimum quality standards will sharply
reduce the inflow of these Israeli students who were going to get their first medical degree
abroad as it will forbid students graduating from discredited medical schools (mainly in non-
OECD countries) to undertake their internship training in Israel starting in 2025. This is
expected to result in a drop of nearly 30 % of new medical graduates who will become
available for their one-year internship in 2025 and subsequent residency training. In many
cases, these graduates from discredited medical schools were ending up practicing in the
north and south of the country where there are more acute shortages of doctors. This
important gap in the inflow of new medical graduates needs to be urgently addressed by
increasing the number of students in existing medical schools (including the possibility by
creating new branches) and considering the opening of at least one new medical school in
Israel. Some support might also be provided to encourage Israeli students to study in
accredited medical schools abroad as a complementary measure. Such public support might
be accompanied with some conditions regarding the choice and practice location of these
students when returning to Israel.



According to recent projections from the Ministry of Health taking into account the expected
inflows and outflows of doctors in the coming years, the number of doctors per population in
Israel is expected to peak in 2025 at a level well below the OECD average, and then to decline
slightly over the next 10 years due to the combined effects of reduced inflows of new doctors,
increased outflows from retirement and overall population growth. Urgent measures are
therefore needed to increase the supply and training of doctors in Israel.

Postgraduate residency training programmes in Israel have been characterised by a free
market approach whereby each hospital and doctor supervisor make their own decisions
regarding the number and mix of new residency places that will be opened each year and
freely choose the candidates to fill these posts. These decisions are often based on short-term
operational needs, not on any medium to longer-term planning regarding future requirements
in different specialties and different locations in the country. The matching process between
the available residency places and new medical graduates is also much more discretionary
than in many other OECD countries that use a more structured and transparent approach
(e.g., France, Spain and United States).

Historically, medical workforce planning in Israel has been carried out on an ad hoc basis, with
the government setting new committees in response to crises. Since 2000, more than 10 ad
hoc advisory committees have been established and submitted their report with a set of
recommendations to address the doctor shortage crises. Some of these recommendations
were adopted by government, others not. By contrast, some OECD countries like the
Netherlands have moved away from such an ad hoc approach to a more structured approach
to medical workforce planning and policy-making that has proven to be effective to avoid a
state of permanent crisis management.

This report calls for the development of a more permanent governance structure of medical
workforce planning in Israel. The Ministry of Health has recently taken a step in the right
direction by creating a new division dedicated to health workforce planning and forecasting.
This effort needs to be pursued and strengthened. Some of the initial work of this new division
has rightly focussed on improving the availability of data and databases that can be used to
monitor the stocks, inflows and outflows of different categories of doctors. This is a crucial first
step to be able to make robust planning and projections about future supply and demand. This
new health workforce planning division has also started to develop some projection models
regarding the supply and demand of doctors, although continuous improvements will be
needed to include more variables on both the supply and demand sides and further
breakdowns by different specialties and different regions. It will also be important to involve
the main stakeholders in the planning process (e.g. doctor associations, medical schools,
health insurers, and others) to: seek their expert views and data inputs; reach greater
consensus on the magnitude of any projected shortage of doctors in general and in certain
specialty areas or regions; and reach greater consensus on the policy responses to address
these shortages, including any further increases in student intakes in undergraduate medical
education programmes and postgraduate residency training programmes.

In the medium-term, Israel should consider the pros and cons of following the Dutch approach
to medical workforce planning. The Dutch experience over the past 25 years has shown the
benefits of creating a permanent independent body such as the Advisory Committee on
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Medical Manpower Planning (ACMMP) that involves all the key stakeholders in medical
workforce planning on an equal basis. While it took a few years initially to set up this
independent Advisory Committee and reach agreement on the respective roles and equal
weight of the main stakeholders, this has fi pidao f f gettingrgreater acceptance from the
different stakeholders about the projected supply and demand of different categories of
doctors and reaching greater consensus about recommended student intakes to avoid any
shortages or surpluses and about the actual implementation of these recommendations.

The recommendations in this repor tstode cunrent
shortage of doctors in Israel, because any policy changes to medical education and training
policies inevitably takes several years to have any impact on the supply of doctors given the
duration of these education and training programmes. In the short-term, a number of policy
options may be considered to address shortages of doctors, including increasing the retention
rate of doctors as much as possible and promoting a more efficient use of their time and effort
by sharing some of the administrative and simple clinical tasks with paramedical professions.

Table 1 summarises some of the main findings from this report and key recommendations to
achieve structural improvements in medical workforce planning in Israel and to avoid
shortages of doctors in the future.

provi



Table 1. Main Findings and Recommendations from OECD report

MAIN FINDINGS

KEY RECOMMENDATIONS

1. Improve the governance of health workforce planning (to move away from crisis management)

The government of Israel has traditionally set up ad hoc
committees over the past few decades to get ad hoc advices
and recommendations on how to address t h edoctdr
shortaged ¢ r, bustter® is a need to move away from this
crisis management mode to establish a more permanent
governance structure to continuously improve the evidence
base and models required for proper health workforce
planning and to link more closely the results of health
workforce planning with policy decision-making.

A

Create a permanent structure, either within the Ministry of Health
or outside, dedicated to health workforce planning, with a mandate
to support the policy objective of avoiding shortages (or surpluses)
of different categories of doctors and other paramedical
professions. This permanent structure would be tasked to: 1)
gather the required data to assess the current supply and demand
of different categories of doctors and other paramedical
professions; 2) to produce and regularly update projections on
future requirements for different categories of doctors and other
paramedical professions; and 3) to assess the implications of
projected future requirements on student intakes in undergraduate
medical education programmes and postgraduate residency
training programmes.

Explore the feasibility of adapting the Dutch model to health
workforce planning to the Israeli context. This would involve
assessing the benefits and costs of establishing an independent
body like the Dutch Advisory Council on Medical Manpower
Planning (ACMMP), defining the governance structure of such a
new advisory body in Israel and the role of the different key
stakeholders (e.g. doctor associations, medical schools, health
insurers, and others), and defining the relationships and
interactions with the Ministry of Health, the Ministry of Education
and the Ministry of Finance.

2. Increase urgently the number of Israeli students in Israeli medical schools

The number of medical students admitted in Israeli medical
schools has increased substantially over the past 20 years,
but remains the lowest among all OECD countries relative to
the size of the population and the number of practising
doctors.

The current number of students in Israeli medical schools
will not be sufficient to offset the reduction in the inflows of
Israeli graduates from discredited medical schools abroad
(mainly in non-OECD countries) starting in 2025.

Some Israeli medical schools have programmes for foreign
students (mostly American but also Canadian students), but
most of these students go back to their country upon
graduation to complete their residency training and practice.

A

Increase as much as possible student intakes in the six current
medical schools in Israel.

Consider opening one new medical school and open new
branches of existing medical schools to further expand the training
capacity (particularly in the periphery).

Regularly review the recommended student intakes in Israeli
medical schools through continuous improvement in health
workforce planning and data and expert views to assess future
requirements.

Close the programmes for foreign students in those Israeli medical
schools where these programmes exist to free up these places for
Israeli students.



The limited availability of clinical fields (or clinical rotations)

for 4™, 5% and 6™ year students is often cited by medical = A Consider different options to substantially expand the number of

schools as an important constraint to increasing student clinical rotations for undergraduate medical students, such as:

intakes in undergraduate studies. introducing a second shift per day, increasing the number of shifts
during the year, increasing the number of students per group, and
providing clinical rotations outside hospitals (e.g., in primary care
facilities or public health institutes). If required, provide financial
assistance to increase the number of shifts per day or during the
course of the year to compensate trainers for any additional cost.

3. Consider providing support to Israeli students going in accredited medical schools abroad as a
complementary measure

Some countries (e.g., Norway and Sweden) that have limited | A Consider the possibility of providing financial assistance to Israeli

capacity in their domestic medical schools provide financial students going to study medicine in accredited medical schools
support for national students to obtain their degrees in abroad as a complementary measure to increasing domestic
recognised universities abroad. capacity. Some conditions might be attached to receiving such

financial assistance, such as an obligation for these students to
serve for a certain number of years in underserved areas upon
completing their residency training in Israel.

4. Move from a free market to a more structured approach to implementing postgraduate residency
programmes

Decisions regarding the number, composition and selection | A Set up a more centralised planning system to guide decisions on

process of students entering into postgraduate residency postgraduate residency programmes, including recommendations
training are currently left to hospitals, often based more on on the overall number of residency places to be opened and by
short-term operational needs than on any longer-term health specialty, based on assessment of future requirements.

system needs.

A Establish a more transparent and predictable matching system
between the medical graduates waiting to undertake their
postgraduate residency training and the available openings.

Current funding for residency training is built in general = A Set a dedicated budget for residency training in the Ministry of

hospital budgets without any specific funding allocated to Health that would be allocated based on the number and
this training activity, with the consequence that residents are composition of specialty training places offered in hospitals or in
often considered simply as low-cost labour. the community.




1.Introduction (background, context, objectives of report)

Having a sufficient number of doctors, proper mix between generalists and different specialist
groups, and a proper geographic distribution of doctors, is essential for the well-functioning of
health systems and achieving universal access to care in Israel as in other OECD countries.

While the number of doctors in Israel has increased over the past 15 years, it still remains
about 10% below the OECD average (3.3 doctors per 1 000 population in Israel compared
with an OECD average of 3.7 in 2020) and the demand for medical care has increased and
can be expected to continue to increase in the years ahead. Population ageing will require a
growing number of doctors per population to respond to growing health care needs, unless
other healthcare providers (paramedical professions) play a greater role in delivering health
services. One of the main consequences of the shortages of doctors in Israel is that doctors
have a heavy workload with many working prolonged hours, as emphasised in the 2021 report
from the Supreme Committee examining the nature of doctors' work and shifts in hospitals
(IMA, 2021).

According to recent projections from the Ministry of Health taking into account the expected
inflows and outflows of doctors in the coming years, the number of doctors per population in
Israel is expected to peak in 2025 at a level well below the OECD average, and then to decline
slightly over the next 10 years due to the combined effects of reduced inflows of new doctors,
increased outflows from retirement and overall population growth (OECD, 2023). This
highlights the need for urgent measures to counter this projected reduction.

The main policy lever for government to increase the supply of doctors is to increase the
number of students admitted in undergraduate medical education programmes and
postgraduate residency training, although it takes several years for such training policies to
have any impact. The main objective of this review is to analyse some of the main challenges
facing medical education and training policies and programmes in Israel by drawing on
comparative analyses and useful experiences from other OECD countries.

While the number of students admitted in the six Israeli medical schools has increased

significantly over the past decade, the number of medical graduates in Israel remained in 2020

the | owest across all OECD countries relative toc
of currently practising doctors. The number of domestic medical graduates relative to the size

of the population in Israel was almost two-times lower than the OECD average in 2020. This

calls for an urgent and substantial expansion in student intakes, particularly in undergraduate

programmes, but also eventually when the pool of graduates will increase in postgraduate

residency programmes.

But the next question that quickly arises is: by how much should the number of undergraduate

and postgraduate students be i ncreased? There iferrahlbo udefquei ta
response to this question, and the response may vary depending on the assessment of the

current and future situation and the views of different interest groups.

This report argues that those countries that have been able to better manage the supply and
training of different categories of doctors have been able to develop some health workforce
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planning capacity and governance structure that promotes informed exchange and
consensus-building among the key stakeholders (e.g. doctor associations, medical schools,
health insurers and other healthcare payers) based on the assessment of the current and
future situation and the policy options to address any projected shortage (or surplus). The
Netherlands provides a good example of an OECD country that has successfully managed to
combine both this planning (or technical) model along with a governance structure that has
promoted broad acceptance and support for the policy recommendations that are generally
accepted by government and updated on a regular basis.

This report is structured as follows. Section 2 describes briefly the sources and methods that
have been used in this report. Section 3 reviews trends in the number of doctors in Israel
compared with other OECD countries and the age structure of the medical workforce. Section
4 reviews trends in the first step of the medical education and training process in Israel and
other OECD countries 7 the number of students admitted and graduating from medical
schools. Section 5 focusses more specifically on trends in medical student intakes in Israel,
reviews recommendations from previous committees in Israel regarding student intakes, and
recent developments to consolidate the health workforce planning function. Section 6
contrasts the organisation and outcome of the second step in the medical education and
training process i the postgraduate residency training programmes -- in Israel compared with
two OECD countries (Netherlands and France). Section 7 describes one of the best examples
of a well-established and effective health workforce planning system in OECD countries i the
Dutch model.

2.Methodology and data sources

This report uses a number of data and information sources to compare medical education and
training policies and programmes in Israel with other OECD countries. The comparison of the
number of doctors and number of new medical graduates between Israel and other OECD
countries draws on the regular (annual) OECD data collection on non-monetary health
workforce statistics. The definitions used in this data collection are summarised in Box 1.

The regular OECD data collection has been complemented with additional ad hoc data
collection to analyse trends in medical student admissions in a subgroup of OECD countries
and with the administration of a questionnaire to collect other complementary information (e.g.,
on the number of medical schools and the duration of undergraduate and postgraduate
studies). This questionnaire was completed by national experts in a subgroup of OECD
countries.

This report has also drawn on the vast experience from the former CEO of the Dutch Advisory
Committee Medical Manpower Planning (ACMMP), Dr. Victor Slenter, to document the
governance and technical approach to health workforce planning models in the Netherlands.



Box 1. Definition of doctors and medical graduates in the OECD regular data
collection, national data sources and comparability limitations

The regular OECD data collection on the number of doctors and medical graduates is based
on a set of common and specific definitions to maximise the comparability of data across
OECD countries, while leaving the flexibility to national data correspondents to choose the
most reliable source of data to respond to the data request.

Doctors

The data collection on doctors distinguishes three possible types of activities in the health
system: 1) practising doctors defined as doctors providing direct care to patients; 2)
professionally active doctors including both practising doctors and those who may not
provide direct care to patients but nonetheless play an active role in health systems
(managers, researchers, etc.); and 3) all doctors licensed to practice including those who
may no longer actively practice in the country.

While most countries are able to provide data on the number of practising doctors, some
countries are only able to provide data on professionally active doctors (resulting in a slight
over-estimation compared with countries providing data on practising doctors) and a few
countries can only provide data on all doctors licensed to practice (resulting in a larger over-
estimation).

While the data for Israel on the overall number of doctors refer to those actually practicing,
the data on the age structure of doctors relate to all doctors licensed to practice. This is
resulting in an over-estimation of the share of doctors over age 65 compared with other
countries because a greater proportion of doctors over age 65 may still be registered but no
longer be active.

The data on the number of doctors in most countries include residents (physicians-in-
training), except in Belgium and France (resulting in an under-estimation in these two
countries).

Medical graduates

The number of medical graduates is defined as students who have graduated from domestic
medical schools in a given year. In most countries, the data include both domestic and
foreign students, but not in Israel where foreign students are excluded (resulting in an under-
estimation compared with other countries which include these foreign students).
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3. Overview of evolution in number of doctors in Israel and other
OECD countries, and ageing of medical workforce

3.1. The number of doctors per capita has increased in Israel, but less rapidly
than in most OECD countries

The number of doctors in Israel has increased over the past decade, both in absolute number
and relative to the population size, which resulted in an increase in the number of doctors from
3.0 per 1000 population in 2010 to 3.3 in 2020. However, the density of doctors in Israel has
increased less than in most OECD countries (the OECD average has increased from 3.1 in
2010 to 3.7 in 2020), so the gap with the OECD average has increased over the past decade
(Figure 1).

The relatively small increase in the number of doctors per population in Israel reflects to a
large extent the strong population growth. While the population across OECD countries
increased by 6% only between 2010 and 2020, it increased by over 20% in Israel during that
period. A rapidly increasing population obviously also requires a rapidly increasing supply of
doctors and other health workers to respond to growing healthcare needs.

Figure 1. The density of doctors has increased in Israel over the past decade, but less than in
most OECD countries
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Notes: 1. Data refer to all doctors licensed to practice, resulting in a large over-estimation of the number of practising doctors
(e.g., of around 30% in Portugal). 2. Data include not only doctors providing direct care to patients, but also those working in the
health sector as managers, educators, researchers, etc. (adding another 5-10% of doctors). 3. Medical interns and residents are
not included. 4. The latest data refer to 2017 only.

Source: OECD Health Statistics 2022 (the data for Israel is based on the Physicians Registry maintained by the Medical
Professions Division and Health Information Division in the Ministry of Health)

3.2. Nearly half of all doctors in Israel are aged 55 and over, the second
highest share among OECD countries

As in other OECD countries, population ageing will require a growing number of doctors per
population to respond to growing healthcare needs. The medical workforce is ageing, too.
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Nearly half of all doctors in Israel in 2020 were aged 55 and over (up from 30% 2000), the
second highest share among OECD countries after Italy (Figure 2).

Figure 2.

and a large proportion are already aged over 65

Israel has the second largest share of doctors aged over 55 among OECD countries,
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Note: The data for Israel relate to all doctors licensed to practice, resulting in an over-estimation of the share of doctors aged
over 55 compared with other countries that have supplied data based on practicing doctors only.
Source: OECD Health Statistics 2022 (the data source for Israel is the Physicians Registry maintained by the Medical Professions
Division and Health Information Division in the Ministry of Health)

Figure 3 looks more closely at the age structure of the medical workforce in Israel in 2000
and 2021. It shows that the share of doctors aged 65 and over has increased greatly over
the past two decades. This ageing of the medical workforce increases the urgency to train
new doctors to replace those who will retire in the coming years.

Figure 3. The share of doctors aged 65 and over has increased rapidly in Israel since 2000
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3.3. Israel has relied heavily on foreign-trained doctors, but the Yatziv reform
on the accreditation of foreign medical schools will reduce sharply the inflow of
Israeli overseas graduates available for internship and residency training
starting in 2025

The increase in the number of doctors in Israel has been driven not only by growing numbers
of domestic medical graduates completing their internship and residency training and entering
the medical workforce, but also to a large extent by medical students who got their first medical
degree outside Israel and went on to complete their internship and residency training and
practice in Israel. These foreign-trained students and doctors include many Israeli students
who went to study abroad because of a lack of places in medical schools in Israel and then
returned to Israel. Israel stands out as the OECD country that relies the most on foreign-trained
doctors to meet its domestic needs. In 2020, 58% of all doctors working in Israel had obtained
at least their first medical degree in another country (Figure 4). This is only a small reduction
from 60% in 2010.

Figure 4. The share of foreign-trained doctors in Israel was by far the highest among OECD
countries in 2020
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Notes: Foreign-trained doctors are defined as the place where they have obtained their first medical degree. 1. In Germany, data
are based on nationality (not place of training). 2. The data for the United States and Portugal refer to 2016 and 2017 respectively.
Source: OECD Health Statistics 2022.

The main countries where foreign-trained doctors in Israel have obtained at least their first
medical degree include Russia (although the number was declining between 2010 and 2020),
Ukraine, Romania, Hungary and Moldova (with the number rapidly increasing over the past
decade in these four countries). However, the inflow of medical graduates who have obtained
their first medical degree in many of these countries (Russia, Ukraine, Moldova and at least
some medical schools in Romania) will come to an end in 2025 when the Yatziv reform will
start taking effect (Box 2).
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Box 2. The Yatziv reform will restrict the accreditation of foreign medical schools and
the pool of medical graduates with recognized foreign degrees starting in 2025

In 2019, the head of the Medical Professions Licensure Department in the Ministry of
Health, Professor Yatziv, proposed a major reform concerning the accreditation of
international medical studies to ensure minimum standards of quality. The most important
proposal is to discredit (i.e. stop recognizing) degrees from medical schools in several
countries (mainly non-OECD countries) in response to concerns about the quality of medical
education. This proposal from the Yatziv reform was adopted, but the implementation of this
new measure was deferred to 2025 to avoid affecting students who had begun their studies
before 2019.

Hence, starting from 2025, only those students who have obtained a medical degree from
accredited schools mainly in OECD countries will be allowed to take the exam to obtain a
licence to pursue residency training in Israel. All other students who are obtaining a degree
from discredited medical schools in countries like Russia, Ukraine, Moldova, Georgia and
some medical schools in Romania will not be allowed to take the exam. This is expected to
reduce by nearly 30% the pool of medical graduates who will be available to pursue their
internship programme starting in 2025 and subsequent residency training, even after taking
into account the increase in domestic graduates (Figure 5). This will result in a reduction in
the number of fully-trained specialists available 5 to 7 years later (depending on the duration
of the specialty training programme).

Figure 5. The number of new medical graduates available for internship is expected to fall
sharply in Israel in 2025
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The Yatziv reform increases the urgency to expand as quickly as possible the capacity to train
more students in Israel and to produce more medical graduates, as well as consider providing
some support to Israeli students who are going to study in accredited schools abroad if the
domestic capacity cannot be increased sufficiently rapidly.

4. Overview of trends in admission and graduation rates from
medical education programmes in Israel and OECD countries

One of the most powerful levers that government in Israel and other OECD countries can use
to increase the supply of doctors to replace those who will retire and meet any projected growth
in demand is to increase the number of students admitted in domestic medical education
programmes. This section compares the evolution of students admitted and graduating from
medical schools in Israel with other OECD countries. It starts with the number of medical
graduates because data are available for nearly all OECD countries based on the regular
(annual) OECD data collection. It then looks at trends in student admission rates for a
subgroup of OECD countries based on an ad hoc data collection carried out for this project.

4.1. The number of medical graduates has increased in Israel, but remains
the lowest of all OECD countries relative to the population size and the number
of practicing doctors

The number of new domestic medical graduates is a good proxy indicator of the number of
students who were admitted in medical education programmes three, four or six years earlier
(depending on the length to various medical degree programmes) and a key indicator to
assess the number of students who are becoming available to enter into postgraduate
residency programmes (and specialty/sub-specialty training). The number of medical
graduates in any given year reflects decisions that were made a few years earlier to admit
students in various medical education programmes (six years earlier for undergraduate
programmes that last six years, or four years for shorter programmes, usually for students
who already have a university degree?!), and the completion rates (or dropout rates) from these
programmes.

When compared to both the population size and the number of currently practicing doctors,
the number of new medical graduates in Israel in 2020 was the lowest among all OECD
countries. Relative to population size, there were 7 new medical graduates per 100 000
population in Israel in 2020, two times less than the OECD average of 14 (Figure 6). And when
measured relative to current practicing physicians, there were 21 new medical graduates per
1 000 practicing doctors in 2020, almost two times less than the OECD average (Figure 7).
One way to interpret this last data on the number of medical graduates per currently practising
doctor in Israel is that it would take about 50 years to replace current doctors if this graduation
rate was to remain constant over time and if the country was solely relying on its domestic
training capacity to replace its current supply of doctors (i.e. if there was no foreign-trained
doctors coming into the country).

1 See the next section for a description of the various medical education programmes in Israel.
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Figure 6. Israel had the lowest number of domestic medical graduates relative to its population
size in 2020 compared with other OECD countries
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Notes: Medical graduates are defined as students who have graduated from medical schools in a given year. Israel excludes
foreign students, while foreign students are included in many other countries (e.g., Ireland, Latvia, Lithuania, Slovak Republic,
Czech Republic, Australia and Austria).

Source: OECD Health Statistics 2022.

Figure 7. Israel had the lowest number of medical graduates relative to the number of currently
practicing physicians in 2020 compared with other OECD countries
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Notes: Medical graduates are defined as students who have graduated from medical schools in a given year. Israel excludes
foreign students, while foreign students are included in many other countries (e.g. Ireland, Latvia, Lithuania, Slovak Republic,
Czech Republic, Australia and Austria).

Source: OECD Health Statistics 2022.

The comparability of the data on medical graduates is limited by the fact that while some
countries like Israel excludes graduates from foreign student programmes, many other
countries include them. In countries like Ireland, Latvia, Lithuania and the Slovak Republic,
the high and rising number of medical graduates has been driven mainly by foreign students
who in most cases do not stay in the country following graduation. However, to the extent that
the indicator on medical graduates is used to determine the number of new graduates who
will become available to start their postgraduate residency training, it is better to exclude the
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foreign students who are not intending to stay in the country as Israel is doing in its data
submission to the OECD.

The number of domestic medical graduates relative to overall population size was also fairly
low in the two Asian countries that are members of the OECD (Japan and Korea). It was also
low in Canada and the United States, two countries that have traditionally relied substantially
on foreign-trained doctors to meet their domestic needs, but not to the same extent as Israel.
In France, the number of domestic medical graduates relative to population size has nearly
doubled over the past decade, reflecting the substantial increase in the number of students
admitted in medical education (see next section). In the Netherlands, the number has been
fairly stable over the past decade, but at a level two times higher than in Israel.

It is sometime argued that the medical education and training capacity in Israel is restricted by
the limited number of hospital beds and hospital patients for the clinical component of the
education and training programmes (e.g., the clinical rotations for students in the last three
years of their undergraduate studies). Figure 8 compares the number of medical graduates
per 1 000 hospital beds in Israel with other OECD countries. While the number of medical
graduates relative to the number of hospital beds was not the lowest among OECD countries,
it was still significantly lower than the OECD average (over one-third lower), indicating that
most other countries had more graduates per hospital bed than Israel (Figure 8). Countries
like the Netherlands and the United Kingdom manage to have two times more medical
graduates relative to their hospital bed capacity than Israel.

Figure 8. Israel had fewer medical graduates relative to the number of hospital beds than most
OECD countries in 2020, indicating sufficient capacity to provide clinical training

02010 2020

Graduates per 1 000 hospital beds
100 rgg
82

90
80 r 69 g6
70 | 8 59
60 | 54
43 42 42 41 5

50 - 8 35 34 3 49
RN B STt e

49 47 47 45 45 45

20 | 88608

o 38 [ 6 5
0 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 IQI
O & S & \ﬁ\@\%%bb-\@ér@@\@o&@% 6\\\0 RPN c?’ & P&
SRS \'°6° &\‘\Q"’q,c}\\&.\@\’é‘\@\% 'é\c“%&\\’«\\\é\o“ \oo?‘ré‘\"o"o
C' e ST TN NP & Pt P P P Feied® Pt W
®b$® ¥ & S 23 S
N &P 2

Notes: Medical graduates are defined as students who have graduated from medical schools in a given year. Israel excludes
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Czech Republic, Australia and Austria).Source: OECD calculations based on OECD Health Statistics 2022.

4.2. The number of students admitted in Israeli medical schools has increased
as much as in other OECD countries, but it started from a low level

This section describes recent trends in admissions in medical education programmes in a
subgroup of OECD countries, based on an ad hoc data collection carried out for this project.
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This subgroup of OECD countries was selected based on the criteria of potential relevance to
Israel and the feasibility of collecting these data.

Figure 9 shows the growth rates in student intakes in medical schools since 2000 in Israel and
7 other OECD countries. However, it is important to bear in mind that the starting point in terms
of |l evel varied widely across countries (I
population size than all other countries). In Israel and most of these countries, the number of
students admitted in medical schools has increased greatly since 2000, though at different
paces and at different times. In France, the Netherlands and the United Kingdom, there was
a strong increase in medical student intakes in the early 2000s, with the number afterwards
stabilising at a higher level in the Netherlands, but with a further wave of expansion in recent
years in France and the United Kingdom. In Italy, there was a first increase in student intakes
in 2010 and 2011 (although a large part of this increase is simply due to the fact that the data
coverage from 2010 onwards expanded to all medical schools rather than only 85% of the
schools beforehand) and a recent big wave of expansion since 2018. In Spain, there has been
a fairly steady and strong increase since 2005, with the number nearly doubling between 2005
and 2022. In the United States, the increase has also been fairly steady over the past two
decades, but more moderate than in many European countries. By contrast, in Norway, the
numbers were relatively stable until 2016 when the numbers started to go up slightly and there
was another more important expansion in 2020 and 2021.
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Figure 9. Student intakes in medical education programmes in Israel and other selected OECD

countries, 2000 to 2021 (or latest year)
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Note: In Italy, the large increase in student intakes in 2010 is due mainly to the fact that the data from this year cover all medical
schools, while the data before 2010 only covered 85% of schools.

Sources: France: DREES, https://drees.solidarites-sante.gouv.fr/publications/les-dossiers-de-la-drees/quelle-demographie-
recente-et-venir-pour-les-professions; Israel: Ministry of Health, "Degree courses of healthcare professions”; ltaly:
https://www.fioto.it/altreimg/Report%20Mastrill0%202021.pdf; Netherlands: Universities of the Netherlands; Norway: "Main
admission to higher education at universities and colleges"”, Directorate for ICT and joint services in higher education and
research, https://www.samordnaopptak.no/info/om/sokertall/sokertall-2021/faktanotat-hovedopptak-2021.pdf; Spain: until 2014,
Ministry of Health, Social Services and Equality, and from 2015, Ministry of Universities, Statistics of University Students,
EDUCAbase; United Kingdom: UCAS, https://www.ucas.com/data-and-analysis/undergraduate-statistics-and-reports/ucas-
undergraduate-sector-level-end-cycle-data-resources-2021; United States: Association of American Medical Colleges (AAMC,
https://www.aamc.org/data-reports/students-residents/interactive-data/2021-facts-applicants-and-matriculants-data) and
American Association of Colleges of Osteopathic Medicine (AACOM, https://www.aacom.org/reports-programs-initiatives/aacom-

reports/matriculants).

The next subsections describe briefly the rationale and practical approaches that were taken
by the 7 OECD countries besides Israel to increase student intakes in medical education
programmes over the past two decades.

4.2.1. Increases in student intakes in France

The number of students admitted in medical schools in France under what used to be called
the fhumerus claususohas increased greatly since 2000, rising from 3 850 students in 2000
to nearly 10 000 in 2020, and the number will continue to rise between 2021 and 2025 under
the new so-calledfi n u me ren $ (Rgpre 10).2 There was a substantial expansion between
2000 and 2006 when the i n u me r u ssoimcleasad Hyover 80% (from 3 850 in 2000 to
7 100 in 2006). This expansion phase in fact started in the late 1990s, following a period of
reduction in student admission in the 1980s up to the mid-1990s. Since 2016, there has been
another major expansion in the number of students admitted in a context of growing concerns
about current and future shortages of doctors, particularly in underserved areas (often referred
as fAmedicthl deserts

2¢KS aydzySNHza F LISNIidzaé¢ NBLI I OSR (i K $he m@thaiteiwduld ey S Ndza O
greater flexibility in student intakes in any givgear based on a minimum and maximum number rather any
fixed number.
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Figure 10. The number of students admitted in medical schools in France has increased greatly
since 2000, and the number will continue to rise between 2021 and 2025
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A 2021 report from ONDPS (Box 3) recommended an increase of about 20% in the number

of students admitted in medicine over the five-year period 2021-2025 compared with the

previous five-year period. Fol | owi ng the oaweemmehnt 6 branmmarus ny f i X
claususO woul d be abandon e daso reconemenddd DoPirBroduce pome t

flexibility in student intakes in medical schools, recommending a range with a minimum and

maximum number each year (ONDPS, 2021). The French government adopted the ONDPS
recommendations in September 2021, with the number of medical students set to rise within

a range falling between 9 800 and 10 800 per year between 2021 and 2025 (Ministére des

Solidarités et de la Santé, 2021).

The increase in medical student intakes in France has been mainly handled by increasing the
number of students in existing medical schools, not by creating new medical schools.

Box 3. The National Observatory of Demography of Health Professions (ONDPS) in
France is responsible for health workforce planning and making recommendations
on student intakes in undergraduate and postgraduate studies

The National Observatory of Demography of Health Professions (Observatoire National de
la Démographie des Professions de Santé i ONDPS) in France was created in 2003 to
assist the Minister of Health in health workforce planning and provide analysis and
recommendations to ensure that there would be a sufficient supply of different categories
of doctors and other health professionals.

The ONDPS is responsible for collecting and publishing data on the demography of different
categories of health professionals and to propose to government an overall number of
students to be admitted in medical and other health education programmes and their
regional distribution to ensure a sufficient supply across the French territory. It also provides
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additional methodological support for the management of regional and local studies on
practice conditions, training systems and the evolution of skill requirements for doctors and
other health professions.

Until 2023, the Observatoryd work was focusing on four professional groups only: doctors,
dentists, pharmacists and midwives. Starting in 2023, its responsibilities will be expanded
to also cover workforce planning, projections and making recommendations on student
intakes in nursing and healthcare assistant programmes.

The ONDPS is an independent body, although the general secretariat supporting its
technical work is part of the Research, Studies, Evaluation and Statistics branch of the
French Ministry of Health.

Source: ONDPS (Observatoire National de la Démographie des Professions de Santé) - Ministere de la Santé et de
la Prévention (sante.gouv.fr)

4.2.2. Increases in student intakes in Italy

Since 1999, entry into medical education in Italy is regulated by the Ministry of Education,
University and Research, with the selection based on a competitive entry exam. The lItalian
Ministry of Health consults regional authorities before formulating recommendations
concerning student intakes in medical education to respond to projected future needs. These
recommendations are then communicated to the Ministry of Education, University and
Research, which controls the number of students admitted to medical schools.

The number of students admitted in medical schools in Italy remained relatively stable
between 2001 and 2009. The large increase in 2010 is due mainly to the fact that the data
from this year cover all medical schools, while the data before 2010 only covered 85% of
schools. Following the global financial and economic crisis in 2008/09 and tight government
budget constraints, the number of medical students admitted fell between 2011 and 2017.
Since 2018 however, there has been a rapid increase in medical student intakes, with the
number rising by more than 50% between 2018 and 2021 (Figure 11). This recent increase
was driven partly by concerns that the number of newly-trained doctors would not be sufficient
to replace all those doctors who will be retiring in the coming years (as shown in Figure 2
above, Italy has the highest proportion of doctors aged over 55, with more than 55% of all
doctors falling in this age category in 2020; over 25% of doctors are 65 years old and over).
The growth in the number of medical students was also driven partly by the rising number of
foreign students in Italyoés medical school
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Figure 11. The number of students admitted in medical schools in Italy has increased greatly in
recent years
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4.2.3. Increases in student intakes in the Netherlands

Following the establishment of the Advisory Committee on Medical Manpower Planning
(ACMMP) in the Netherlands in 1999 (see section 6.2 and section 7 below), the first
recommendations from the ACMMP in the early 2000s called for a substantial expansion in
the number of students admitted in medicine to avoid a projected shortage of doctors, which
the government adopted. The Ministry of Education, Culture and Science and the Ministry of
Health, Welfare and Sport define jointly the number of places available, and the Ministry of
Education is responsible for funding. The eight medical schools in the country then establishes
a capacity quota for their medical programme (under the Higher Education and Research Act)
to meet these recommendations.

From 2000 to 2003, the medical student intake increased by 40% from about 2 200 in 2000 to
slightly more than 3 000 in 2003. After reaching this higher | ev el | t he Ad
recommendations called for a more stable level of student intakes. The numbers have
remained fairly stable over the past 20 years falling between 2 800 and 3 000 new students
admitted each year (Figure 12). Section 6.2 and section 7 below provide more information on
the ACMMP approach to making recommendations on student intakes and the final decisions
made by government.

23

\'

sory


https://www.fioto.it/altreimg/Report%20Mastrillo%202021.pdf

Figure 12. The number of students admitted in medical schools in the Netherlands increased
sharply between 2000 and 2003 and has then remained relatively stable
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4.2.4. Increases in student intakes in Norway

Medical education programmes in Norway are offered in four universities (Oslo, Bergen,
Trondheim and Tromsg). The number of students admitted in these medical schools only
increased very marginally between 2000 and 2019, from 590 students in 2000 to 636 in 2019
(Figure 13). However, the Grimstad Committee recommended in 2019 to add a further
440 places by 2027, so that the domestic student intake would go up to 1 076 per year. The
goal ofthe Grimstad Commi t t eeds r ec omme n d a% of Norwawsadsctots o
domestically, so as to reduce the number of Norwegian students who are going to study
medicine abroad because of lack of domestic capacity. The f i nal report
Health Person n e | Commi ssion reaffirmed this goal
2023). In 2020, 60 new places were allocated to the four universities with medical schools and
another 20 places were added in 2021. At this pace, it is unlikely that the recommendation
from the Grimstad Committee will be achieved by 2027.

The Norwegian government also continues to provide funding for Norwegian students who are
going abroad to study medicine or any other recognised field of studies, providing additional
capacity for students who are not able to get places at home (Box 4).
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Figure 13. The number of students admitted in medical schools in Norway increased only
marginally until 2019, but has started to go up in recent years
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Source: "Main admission to higher education at universities and colleges", Directorate for ICT and joint services in higher
education and reseanttps://www.samordnaopptak.no/info/om/sokertalt@2kéetiianotfadvedoppte?021. pdf

Box 4. Financial support for Norwegian students pursuing studies abroad

The Norwegian government offers financial support to Norwegian students studying in
universities outside the Nordic region, regardless of their field of studies, through the
Norwegian State Educational Loan Fund (Lanekassen). The funding support typically
includes a combination of grants and loans (to be repayed with interest at a later date). Part
of student loans can be converted into a grant under some conditions. The financial support
is available to pay for tuition fees, basic livelihood support (housing, food and study
materials), travel and additional support such as language grants.

To apply for such financial assistance, Norwegian students must have a high-school
diploma from Norway, have an unconditional offer of admission to a b a ¢ h e lewelrod
higher level degree programme from a foreign university, and apply for full-time studies.
Students must renew their application every academic year and keep the Fund updated of
academic progress by submitting documentation each year (proof of tuition fees payment,
academic scores, diploma, etc.).

The loan remains interest-free during the study period. When students no longer receive
the financial support for full-time studies, they need to start repaying the loan around nine
months later (and start to pay interest on the loan if they cannot repay all the amount
immediately). Up to 40% of the loan may be converted to a grant if students complete their
studies and obtain their degree.

Source : Lanekassen - https://lanekassen.no/en-US/gjeld-og-betaling/what-are-student-loans/.
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4.2.5. Increases in student intakes in Spain

Since 1994, Spain has regulated the number of students admitted to medical schools. The
National Council on University Policy, which is reporting to the national Ministry of Education
and regional Ministries of Education, is responsible for proposing the number of students
admitted in medical schools each year (the fhumerus claususo.)These proposals are then
approved or adjusted by the autonomous regions and implemented in respective universities.

Over the past two decades, there has been a fairly steady increase in the number of students
admitted in medical schools in Spain. Between 2004 and 2022, the number of new students
nearly doubled, rising from about 4 200 in 2004 to nearly 8 000 students in 2022 (Figure 14).
This increase is designed to tackle the projected reduction in the number of doctors in the
coming years. This projected reduction is based on estimates that around 8 000 doctors will
retire annually in the future, and the country has been planning to fill this gap with new
graduates.

Figure 14. The number of students admitted in medical schools in Spain nearly doubled between
2004 and 2022
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The increase in the number of medical students was made possible by the opening of 18 new
medical schools across the country between 2008 and 2022, bringing the number up to 46
medical schools in 2022.

4.2.6. Increases in student intakes in United Kingdom

Admissions in medical education in the United Kingdom have nearly doubled since 2000,
rising from 5 700 new students in 2000 to nearly 11 000 in 2021 (Figure 15). There was a first
wave of expansion between 2000 and 2004, with the number then remaining fairly stable up
to 2017, followed by a new wave of expansion starting in 2018.

Il n October 2016, the Secretary of St at emento r

to gradually expand undergraduate medical training places by 1 500, starting from September
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2018. The stated aims of this expansion were to increase the supply of doctors and to provide
more opportunities for students with the talent and ambition to train as a doctor. The number
of medical students admitted exceeded these initial objectives: 870 additional students were
admitted in 2018, an additional 1 030 students in 2019, and an additional 975 students in
2020. Between 2017 and 2021, the number has increased by over 40% (from 7 750 in 2017
to nearly 11 000 in 2021).

Figure 15. Admissions in medical schools in the United Kingdom nearly doubled since 2000

12000
10000 |
8000
6000
4000 [

2000

0

\Z

%@Q%@"W@ & P © & O & o

o
FF S S

Source: Universities and Colleges Admissions Servidetdd@a8)w.ucas.com/datdanalysis/uergraduate
statisticendreports/ucasndergraduasectotevelendcycledataresource2021

The growing number of medical schools allowed this large increase in student intakes,
together with the increase intakes in existing schools. In 2021, there were 40 universities with
a medical school across the United Kingdom, nine more than in 2014. In addition, a number
of existing medical schools were relatively small and able to expand further.

Medical schools said that the main limiting factor to further expand student intakes was access
to clinical placements, particularly in primary care settings. However, the new primary care
tariff for undergraduate studies adopted in April 2022 is expected to address this constraint
and increase substantially the number of clinical placements in primary care. For the first time,
this new undergraduate tariff introduces consistent national resourcing of medical student
clinical teaching regardless of setting (hospital or primary care).

4.2.7. Increases in student intakes in the United States

The United States has also seen a substantial, albeit gradual, increase in the number of
students admitted in medical schools over the past two decades, although the growth has
been more modest than in the United Kingdom and France. Between 2001 and 2021, student
intakes in American medical schools increased by 60%, from around 19 000 students in 2001
up to nearly 32 000 in 2021 (Figure 16). This growth was linked to various reports raising
concerns about growing shortages of doctors. In 2006, following projections that there would
be a growing shortage of doctors, the Association of American Medical Colleges (AAMC)
proposed a 30% increase in student enrolment over the following decade (AAMC, 2006). This
objective has been met.
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Figure 16. Student intakes in medical schools in the United States increased by 60% between
2001 and 2021
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Two main factors have supported the increase in student intakes in the United States: 1) at
least 30 new medical schools have opened over the past 20 years; and 2) existing medical
schools have expanded their student intake.

At the same time, the number of Americans studying medicine abroad has also increased,
notably in Caribbean countries, but also in European countries and in Israel. Most of these
American students have had the intention to come back to the United States to complete their
postgraduate residency training and practice. One of the issues has been that the number of
residency training posts has not kept pace with the growing number of domestic graduates
and American students graduating from medical schools abroad, thereby creating a bottleneck
particularly for foreign graduates wishing to complete their medical training in the United
States. The Resident Physician Shortage Reduction Act of 2023 aims to gradually expand the
number of publicly-supported medical residency positions by 14,000 over seven years (AAMC,
2023).

5. Review of medical student intakes in Israel over the past 20
years

5.1. Introduction: Overview of medical education and training pathway in
Israel

As in other OECD countries, the first step in the education and training of doctors in Israel is
for students to obtain a first medical degree from a recognized medical school. These studies
generally last 6 years for students coming directly from high school (4 years only for students
who already have a b a ¢ h e degreed. & Israel, this is followed by a one-year internship
period, which is required to get a license to practice and pursue postgraduate residency
training. The final step in the training process is the residency (or specialty) training, which
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lasts 5-7 years depending on specialties. So overall, it takes 12-14 years for students entering
a medical school from high school to complete their education and training (Figure 17). Box 5
briefly compares the length of the education and training process of doctors in Israel with other
OECD countries.

Figure 17. The education and training pathway to become a doctor in Israel
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Box 5. How does the duration of medical education and training in Israel compare
with other OECD countries?

In many other OECD countries (e.g. France, Italy, Netherlands, Spain), the first medical
degree for students entering university directly from high school lasts 6 years, as is the case
also in Israel.

By contrast with Israel, some countries such as France and Italy do not have a one-year
internship period at the end of the first medical degree, and students move immediately into
residency training. Some other countries like Spain and Portugal do have such a one-year
internship period. In the Netherlands, this internship period only lasts 6 months and occurs
at the end of the last year of the first medical degree. In Israel, the 2021/22 Gamzo
Committee recommended to reduce the length of the internship period and to include it in
the last year of the first medical degree, as done in the Netherlands (see Annex 1).

Postgraduate residency training programmes in other OECD countries generally last 4-6
years, depending on the country and specialty, about one year less than in Israel.

This section focusses on trends in student intakes in basic medical education programmes in
Israel. It starts by providing a brief overview of the historical development of medical schools
in Israel since its creation in 1948 and reviews student intakes over the past two decades in
the growing number of medical schools (six medical schools now). It then summarises some
of the key findings and recommendations from a number of previous ad hoc committees that
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successive Israeli governments have set over the past few decades to address the persisting
issue of doctor shortages and to obtain policy advice about medical student intakes as an
important lever to increase the supply. This section concludes with a call for the establishment
of a more stable and permanent health workforce planning function and governance structure
in Israel that would help achieve greater consensus among the main stakeholders on the
future requirements of different categories of doctors and other paramedical professions.

5.2. The growing number of students admitted in medical schools in Israel
was made possible by the expansion of existing medical schools and the
creation of new schools

The first medical school in Israel was created in 1949 (Hadassah School of Medicine in
Hebrew University). Three additional medical schools were created in the 1960s and 1970s
(Sackler Faculty of Medicine in Tel Aviv University, Ruth and Bruce Rappaport Faculty of
Medicine in the Technion in Haifa, and the Faculty of Health Sciences at the Ben-Gurion
University of the Negev in Beer Sheva). The two most recent medical schools were
established in 2011-12 (the Faculty of Medicine at Bar Ilan University in Safed) and in 2018
(Adelson School of Medicine in Ariel University).

These six medical schools offer different medical education programmes for students entering
university directly from high school (6 years track), for students who already have a university
bachelor6 degree (usually 4 years track), and for foreign students (Table 2).

Table 2. Brief overview of the six medical schools in Israel

Name Year of Programmes offered Newly-enrolled students
establishment (2021)

1. | Sackler Faculty of 1964 1 6 years track 1 125
Medicine, Tel Aviv 1 4years track 1 76
University 1 Foreign students T 57

Total: 258

2. | Hebrew University 1949 1 6 years track 1 120
Hadassah School of T ATzameret T 72
Medicine, Jerusalem Military Total:_192

3. | Faculty of Health 1974 1 6 years track 1 160
Sciences, Ben-Gurion 1  Foreign students T _32
University of the Negev, Total: 192
Beer Sheva

4. | Ruth and Bruce 1969-70 1 6 years track T 133
Rappaport Faculty of 1  Foreign students T _24
Medicine, The Total: 157
Technion, Haifa

5. | Faculty of Medicine, Bar 2011-12 1 4 years track T 103
llan University, Safed 1 3years track T _48

Total: 151

6. | Adelson School of 2018 1 4 years track 1 70
Medicine, Ariel
University

Note: The order of medical schools is based on the number of newly-enrolled students in 2021.
Source: Ministry of Health.
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The number of new students admitted in medical schools in Israel has increased substantially
over the past 20 years. Figure 18 shows the overall increase in all medical schools, including
a breakdown of students between Israeli students and foreign students in the three medical
schools offering foreign student programmes. The overall number increased from 435
students in 2000 to 1 020 in 2021. This increase has been driven mainly by a rise in domestic
(Israeli) students, as the number of foreign students has decreased slightly over time (from
about 130 in 2000 to 110 in 2021). While the number of students admitted in medical schools
has increased greatly over the past two decades, it started from a very low base in 2000, and
this growth also occurred along with strong population growth in Israel. This explains why
Israel still had the lowest number of medical graduates per population in 2020 among all
OECD countries, as shown in Figure 6 above.

Figure 18. Increase in student intakes in Israeli medical schools between 2000 and 2021
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The increase in student intakes over the past two decades was made possible through both
increasing the capacity in existing medical schools and the creation of two new medical
schools in 2011-12 and 2018. Table 3 shows trends in admission of new students by medical
schools and type of programmes since 2010. The number of students has increased
particularly rapidly in the four medical schools that offer 4-year or 3-year programmes for
students who already have ab a ¢ h e degreed s
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Table 3. Number of new medical students in Israel by medical school and programme, 2010 - 2021

2010 | 2011 2012 2013 | 2014 2015 2016 | 2017 2018 2019 2020 2021

Tel Aviv 118 | 124 122 123 119 121 123 115 124 120 125 125
6 years track
Tel Aviv

59 68 65 66 63 64 62 65 73 70 75 76
4 years track
Tel Aviv 61 = 62 59 62 63 63 64 61 63 61 62 57

Foreign students
Hebrew University
6 years track

Hebrew University
"Tzameret" Military

104 110 105 109 109 111 105 100 110 110 110 120

70 69 72 70 70 71 68 68 70 70 72 72

Ben Gurion 76 79 85 88 90 | 117 110 117 120 119 125 160
6 years track
Ben Gurion 35 33 33 35 32 32 34 29 33 31 35 32
Foreign students
Technion 105 = 109 = 130 121 = 133 110 120 130 112 100 @ 120 & 133
6 years track
Technion 32 29 26 28 34 32 | 32 33 35 26 27 24
Foreign students
Bar llan 69 71 70 64 64 75 79 77 72 103
4 years track
Bar llan 54 47 51 39 36 34 43 45 54 48
3 years track
Ariel

70 70
4 years track
Total Israeli students 532 559 702 695 705 697 688 704 731 711 823 907

Total Foreign students 128 124 118 125 129 127 130 123 131 118 124 113

Total number of
students

Source: Ministry of Health

660 683 820 820 834 824 818 827 862 829 947 1020

As noted in section 4 above, it is sometimes argued that medical education capacity in Israel
is restricted by the limited number of hospital beds and hospital patients for the clinical part of
education programmes (e.g., the clinical rotations for students in the last three years of
undergraduate studies). Figure 19 shows that the number of beds in hospitals affiliated to the
six medical schools compared with the total number of students in their last three clinical years
varied two-fold between the medical school that had the lowest ratio (Hebrew University) and
the highest ratio (Technion Faculty of Medicine) in 2022. This suggests that there is still some
extra capacity in those medical schools where the beds per student ratio is relatively high.
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Figure 19. The number of hospital beds per student in clinical years varies greatly across
medical schools
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Note: The number of beds only includes those in major fields (i.e., departments that can teach major subjects such as Internal
medicine, surgery, paediatrics). Ariel university has been affiliated with Tel Aviv university. The data refer to 2022.
Source: Ministry of Health

The increase in the number of students admitted in Israeli medical schools over the past two
decades was supported by the many ad hoc advisory committees that were set up to suggest
possible ways to address doctor shortages.

5.3. Previous ad hoc advisory committees in Israel have called for a
strengthening of health workforce planning and increases in medical student
intakes

Over the past few decades, successive Israeli governments have established a number of ad
hoc committees to seek advice on how to deal with the shortage of doctors and to make
recommendations on medical student intakes to address these shortages, often as a response
to a crisis. Already in 1990, the State Commission of Inquiry on the functioning and efficiency
of the healthcare system in Israel (Netanyahu Committee) recommended the establishment
of a health workforce planning division in the Ministry of Health to collect information and data
on the current health workforce and develop models to assess future needs and demand
based on demographic changes, technological changes and other factors that might affect the
demand for doctors and other categories of health workers. Only in the past few years has the
Ministry of Health taken steps to start building such a health workforce planning division.

Annex 1 summarises some key findings and recommendations from some of these previous
committees that have been asked to provide advice to government. Many of the
recommendations of these ad hoc committees have called for a substantial increase in
medical student intakes, with these recommendations based on various quality of data and
workforce planning models. While some of these recommendations were adopted by
government and have contributed to the growing number of student intakes, many others were
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not. Most of these past ad hoc committees emphasise the need for a long-term planning
process, given the time it takes to train new doctors.

5.4. Recent development in health workforce planning in the Israeli Ministry
of Health is a first step in the right direction, but it needs to be consolidated

Over the past few years, progress has been achieved within the Ministry of Health to develop
a health workforce planning and forecasting capacity by creating a new dedicated division.
Progress has been achieved in improving databases and filling key data gaps to support health
workforce planning, including on the number of residents pursuing their specialty training
programmes in different teaching hospitals (see section 6). This new division has developed
a new and more robust projection model for doctors, including key variables on the projected
inflows and outflows.

As the OECD noted in its earlier review of health workforce planning models in OECD
countries, health workforce planning is not an exact science that will give definitive results.
Workforce planning models need to be continuously developed and regularly updated to take
into account the availability of new and better data, changes in demographic and non-
demographic factors that may affect the supply and demand, and the effects of new policies
on the inflows and outflows of doctors and other paramedical professions (OECD, 2013).

As the Dutch example shows, the strengthening of the health workforce planning capacity also
needs to go hand-in-hand with a governance structure that will support both the continuous
development of the models and acceptance and support of the recommendations arising from
the projections by key stakeholders (see section 7).

6. Review of postgraduate residency training programmes in
Israel and selected OECD countries (Netherlands and France)

This section reviews the second step in the education and training process of doctors in Israel
and other OECD countries following the obtention of a first medical degree i the postgraduate
residency training programmes. By comparison with other OECD countries, the organisation
of residency training in Israel and the selection process of medical graduates into the different
specialty training programmes is driven mainly by free market forces with little government
planning and interventions.

This section compares the organisation and outcome of postgraduate training programmes in
Israel with two other OECD countries (Netherlands and France). Annex 3 provides additional
information on the selection process of medical graduates in residency programmes in two
other OECD countries (United States and Spain).

6.1. The current organisation and selection process in residency training
programmes in Israel is based mainly on a free market approach

By comparison with other OECD countries, the organisation of residency training programmes
in Israel is characterised by a free market approach with little government interventions.
Funding for residency training programmes are included in the general budget of accredited
training hospitals, and training hospitals and the Israeli Medical Association (IMA) are free to
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determine how many residency positions will be opened each year and in which specialty.
These decisions are often based on short-term operational considerations rather than longer-
term considerations about future health system requirements that would include the needs of
other stakeholders such as HMOs, which are also providers of secondary care in Israel. The
allocation of places in each training hospital is based mainly on the capacity and desire of
training hospitals and specialist doctor supervisors to take on more residents, not on the needs
in the region where training hospitals are located. The selection process of residents is left at
the discretion of each training hospital and specialist training supervisor. The IMA is also
responsible for regulating residencies, determining the syllabus (content) for each residency,
deciding which departments are eligible to train residents, and tracking the resident's progress
during the training, including final specialty exams. The Ministry of Health does not have full
data on the number of residents per specialty and cannot plan the training based on a national
perspective of healthcare needs in Israel.

The maximum number of residency training places that may be offered in any given year is
driven by the number of new domestic graduates from Israeli medical schools who are
successfully completing their one-year internship and the large number of Israeli graduates
who have obtained their first medical degree abroad and are also in the process of completing
their internship in Israel.

Figure 20 shows that there has been a substantial increase in the number of new residency
training places in Israel over the past decade, with the number nearly doubling between 2011
and 2021. This large increase was made possible by the sharp increase in both the number
of new domestic graduates from Israeli medical schools and Israeli graduates who obtained
their first medical degree abroad. However, as noted in the previous section, the Yatziv reform
is expected to lead to a sharp reduction in the number of Israeli graduates from abroad who
will be available to start their internship and residency training in 2025.

Figure 20. The number of new residents increased greatly in Israel over the past decade
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Note: These data only include new residents in basic specialties (not in subspecialties). The small reduction in 2021 followed the
particularly large increase in 2020 to respond to urgent needs during the first year of the COVID-19 pandemic.
Source: Ministry of Health
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In 2021, the highest number of new residents In Israel were specialising in internal medicine
(267 new residents or 18% of the total in that year), although there has been a sharp reduction
between 2020 and 2021 that followed a sharp increase in 2020 (Table 4). Family medicine
was the second largest specialty of new intake of residents in 2021. While the number of new
residents in family medicine steadily increased between 2017 and 2021, they still only
represented about 15 % of the overall intake in 2021. By comparison, at least 40 % of new
intake in residency training programmes in the Netherlands and France are in family medicine
(see next sections).

When it comes to other specialties, the numbers fluctuated by more than 10 % either upward
or downward in most specialties between 2017 and 2021 in both smaller specialties and larger
ones. This indicates a lack of long-term planning at the national level.

The COVID-19 pandemic had an impact on the overall number and composition of residency
posts in 2020. The number of residents increased greatly in some specialties in 2020 (e.qg.,
emergency medicine, clinical microbiology, and anaesthesiology), with the number then
coming down at least slightly in 2021.
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Table 4. New residents in Israel by clinical specialties, 2017 to 2021

Intake of residents

Basic specialties 2018 2019 2020 2021
Anatomic pathology 10 10 19 13 17
Anaesthesiology 75 73 80 116 91
Child and adolescent psychiatry 13 12 20 12 19
ai:lllltijrlgz(;\:c;r;;nunology and 1 0 1 1 1
Clinical microbiology 2 2 0 14 6
(I?igggéglogy and venereal 3 10 13 13 20
Diagnostic radiology 42 49 53 42 39
Emergency medicine 28 35 36 63 46
Forensic medicine 0 4 2 2 0
General surgery 55 49 55 54 58
Geriatrics 27 24 32 49 70
Internal medicine 243 220 225 345 267
Neurology 22 28 36 40 37
Neurosurgery 9 7 11 9 10
Nuclear medicine 1 6 7 5 6
Obstetrics and gynaecology 105 106 96 105 114
Occupational medicine 5 2 8 8 5
Oncology 22 22 17 29 21
Ophthalmology 61 45 51 53 51
Orthopaedic surgery 64 60 62 58 66
head and neck surgery 28 a7 2 2 3
Paediatrics 140 134 170 179 176
Plastic surgery 15 9 14 17 14
Psychiatry 52 55 66 68 63
Public health 4 2 4 5 10
Thoracic surgery 10 9 10 12 7
Urologic surgery 15 19 16 22 27
Vascular surgery 4 8 4 9 8
Family medicine 122 135 160 183 218
residents (basic specialiesy WS W2 a2 s

Note: These data only include new residents in basic specialties (not in subspecialties).

Source: Ministry of Health
The increase in the number of residency positions over the past ten years was spread out
across the different teaching hospitals to various extent. When looking at the situation in 2022,
there was a lot of variation in both the overall number of residents (in all years, not only the
new residents) across the 24 training hospitals, ranging from less than 50 in some hospitals
to over 400 in others. There was also substantial variations in the number of beds per resident,
ranging from about 2 beds in some hospitals to over 6 beds in others. There was no clear
correlation between the number of residents and the number of hospital beds per resident:
some hospitals that have a low humber of residents have a high number of beds per resident
and vice versa. This suggests somee further room to increase the number of residency training
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places in several hospitals if there were to be a growing pool of new medical graduates to fill
these positions.

As shown in Figure 21, the number of residents per hospital bed in large specialties such as
obstetrics and gynaecology, paediatrics, general surgery and internal medicine, also varies by
geographic areas. It is significantly lower in the periphery (about 30 % lower) than in the non-
periphery areas. This also suggests possible room for expansion in hospitals in the periphery.

Figure 21. The number of residents per hospital bed in the periphery is generally much
lower
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Note: The data refer to all residents (not only new residents) and refer to 2022.
Source: Ministry of Health

That being said, it is important to bear in mind that the capacity to provide residency positions
depends not only on the availability of hospital beds, but also on the availability and quality of
the specialist trainer (supervisor) and other training staff if the residency is intended to provide
meaningful and quality training experiences. The capacity also depends on the possibility to
do at least part of the residency training outside hospitals.
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6.2. Residency training in the Netherlands is based on robust workforce
planning, consensus recommendations from stakeholders, and government
decision-making

By contrast with Israel, the approach to set the overall number and composition of new
residency training places in the Netherlands is based on greater planning by the various
stakeholders and greater government interventions. As described in more detail in section 7,
since 2000 the ACMMP has been tasked to make recommendations to government on the
annual intake in postgraduate residency training programmes for each medical specialty,
based on the projected supply and demand.?

6.2.1. Planning of residency training by specialty in the Netherlands

Since 2000, the ACMMP has issued comprehensive recommendations on intakes in residency

training programmes by specialty about once every three years (2000, 2003, 2005, 2008,

2010, 2013, 2016, 2019 and 2022). In addition to these recommendations covering all

specialtes, t he ACMMP has al so i s s uedsofmeéatdagonsiomed r € C 0 M
the past 20 years focussing on specific clinical areas. Such interim recommendations are

issued if it becomes apparent from the continuous monitoring of healthcare supply and

demand that interim adjustments are required. For example, some interim recommendations

have concerned general practice and some specialties (e.g., gastroenterology).

Based on the projected supply and demand under the most likely scenarios, the ACMMP
calculates the required annual intake in residency training programmes by specialty. Table 5
presents the results of these recommendations from the last two ACMMP comprehensive
reports in 2019 and 2022 for 31 specialties and family medicine (general medical practice).
The recommended number of residency places in most clinical specialties either remained
stable or increased slightly between the 2019 and 2022. However, the most striking change
has been a recommendation to increase greatly the number of residents in family
medicine/general practice (by 35 %). This recommendation was driven by three main factors:
1) the rising demand for primary care due to demographic changes; 2) an increasing
Afhorizont al substit ut bpecally areds to gemerat macticef (@.go@Psdi f f er ¢
doing a greater share of follow-up checks for patients following hospital discharges and
providing a greater share of relatively simple care and treatment for people with chronic
conditions); and 3) projected increasing outflows of GPs in the coming decade due to
retirement and earlier exit from the profession. Recent evidence about increasing working
hours among GPs after the pandemic was also interpreted as an indicator of growing
shortages (ACMMP, 2022c).

3 Section 7 describes the main variables used in the projection models on both the supply and demasd side
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Table 5. Recommended intake in residency training in clinical specialties and general medicine
in the Netherlands, 2019 and 2022

Anaesthesiology 79 79 0.0%
Cardiology 62 58 -6.5%
Cardio-thoracic surgery 6 6 0.0%
Dermatology and venereology 25 29 16.0%
General surgery 67 62 -7.5%
Internal medicine 116 126 8.6%
Otorhinolaryngology 20 18 -10.0%
Paediatrics 59 65 10.2%
Clinical chemistry 10 14 40.0%
Clinical physics 20 25 25.0%
Clinical genetics 8 9 12.5%
Clinical geriatrics 33 36 9.1%
Respiratory medicine 39 41 5.1%
Gastroenterology 27 24 -11.1%
Medical microbiology 18 20 11.1%
Neurosurgery 6 7 16.7%
Neurology 48 49 2.1%
Obstetrics and gynaecology 44 40 -9.1%
Ophthalmology 35 38 8.6%
Orthopaedics 35 28 -20.0%
Pathology 18 19 5.6%
Plastic surgery 14 19 35.7%
Psychiatry 176 179 1.7%
Radiology 63 63 0.0%
Radiotherapy 14 15 7.1%
Rheumatology 17 19 11.8%
Rehabilitation medicine 31 31 0.0%
Sport medicine 7 7 0.0%
Hospital pharmacy 27 29 7.4%
Emergency medicine 40 42 5.0%
Urology 23 24 4.3%
Total clinical specialties 1187 1221 2.9%
General medical practice 879 1190 35.4%

Note: This table does not include all the recognised medical specialties in the Netherlands (e.g. it does not include specialists
for the mentally disabled and in social medicine).

Sources: ACMMP (2019), Main report of the Advisory Committee on Medical Manpower Planning: recommendations for 2021-
2024, ACMMP (2022), Capaciteitsplan 2024 tot 2027 Deelrapport 1 and Deelrapport 2.

An ACMMP recommendation does not necessarily or immediately lead to a change in the
intake in various clinical specialties or general medicine. In response to the recommendation,
the Minister of Health issues a policy intention regarding the number of residency training
places, followed by a decision in principle. This decision in principle is usually taken in the
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