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Abstract

Background: Limited health budgets and continual advancement of health technologies require
mechanisms for prioritization. Israel, with a publicly funded health service basket, has imple-
mented and optimized such a health technology assessment process since 1999.
We describe the process of evaluating technologies according to the Israeli model, analyze its
outputs and benefits over two decades of implementation, and compare its key features with
international experience.
Methods: Retrospective data were collected between 1998 and 2023, including work processes,
committee composition, number of applications submitted and approved by a clinical domain,
and yearly cost of the basket. Features were evaluated within the evidence-informed deliberative
process (EDP) framework.
Results: This national model involves relevant stake holders in a participatory and transparent
process, in a timely manner, and is accepted by the public, health professionals, and policy
makers, facilitating early adoption of the newest medical technologies. Between 11 and 19 per-
cent of applications are approved for reimbursement annually, mostly pharmaceuticals. On
average 26 percent of approved technologies are added to the list without additional budget.
Major domains of approved technologies were oncology, cardiology, and neurology.
Conclusions: Israel created a unique model for the expansion of the health service basket.
Despite an increasing number of applications and rising costs, the mechanism enables a
consensus to be reached on which technologies to fund, while remaining within budget
constraints and facilitating immediate implementation. The process, which prioritizes trans-
parency and stake holder involvement, allows just a resource allocation while maximizing the
adoption of novel technologies, contributing to an outstanding national level of health despite
relatively low health spending.

Introduction

The adoption of new health technologies within budgetary constraints is one of the major
challenges for healthcare systems globally. The rapid evolution in the field of medicine exerts
pressure on healthcare systems to add new technologies to their existing basket of services in the
diagnostic, preventive, therapeutic, and rehabilitative domains (1).

Total expenditure on healthcare has risen considerably over the last decades across all OECD
countries (2). This growth has been predicted to continue in the coming years due to the aging
population, the introduction of innovative, costly and effective technologies, and rising public
expectations (3;4). Given these trends, in the reality of limited resources, policy makers are
required to decide which new technologies to publicly fund and which to reject or postpone (5).

Health technology assessment (HTA) was defined in 2020 in the context of an international
collaboration as “a multidisciplinary process that uses explicit methods to determine the value of
a health technology at different points in its lifecycle. The purpose is to inform decisionmaking in
order to promote an equitable, efficient, and high-quality health system” (6). Health technologies
include, among others, tests, devices, medicines, vaccines, procedures, programs, or systems.
HTA synthesizes evidence on safety, efficacy, and economic evaluation and presents it to decision
makers – both clinicians and administrators – in order to promote an equitable, efficient, and
high-quality health system.

Historically, healthcare services in Israel have been developed by four not-for-profit health
maintenance organizations (HMOs), originally called “sick funds” (7). The Israeli National
Health Insurance (NHI) Law, enacted in 1995, determines a basic list of diagnostic, preventive,
curative, and rehabilitative health services to be publicly funded and provided by the four HMOs
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which citizens can choose from to provide their healthcare (8).
Since the enactment of the law, the entire Israeli population has
been insured via one of these four HMOs (9). The government
distributes the NHI budget among the HMOs primarily through a
weighted capitation scheme. The organizational, information
technological, and logistical capacities of Israel’s community-based
healthcare providers, that is, the HMOs, were recently mentioned
as major contributors to the rapid rollout of vaccination for
COVID-19 (10).

Since the law does not specify a “technological coefficient” for
automatic financial updates in accordance with technological
advances, the addition of new technologies to the national list of
publicly funded health services requires a yearly budgetary alloca-
tion, anchored in the Annual State Budget. The inevitable tension
between the demand for advanced technologies and the limited
availability of public resources called for mechanisms for priori-
tization of medical technologies that give the greatest benefits to
society, in order to maximize population health within the prede-
fined budget (5;11). Since 1998, a continuous multidisciplinary
process has been led by the Medical Technology, Health Informa-
tion and Research (MTIR) Directorate at the Israeli Ministry of
Health (MOH) which is one of the longest-running national HTA
systems (12;13).

Several frameworks have been suggested for evaluating
HTA systems. Angelis et al. (14) included four elements
(i) responsibilities and structures of HTA agencies, (ii) evidence
and evaluation criteria, (iii) methods and techniques applied, and
(iv) outcomes and implementation.

Oortwijn et al. (15) proposed a framework using evidence-
informed deliberative processes (EDPs) for HTA which comprises
eight steps of EDPs (i) installing an advisory committee, (ii) defining
decision criteria, (iii) selecting health technologies for HTA,
(iv) scoping, (v) assessment, (vi) appraisal, (vii) communication
and appeal, and (viii) monitoring and evaluation and four critical
elements (i) stake holder involvement, (ii) evidence-informed evalu-
ation, (iii) transparency (the deliberative processes, including
objectives, modes of stake holder involvement, and the decision
reached and its related argumentation, explicitly described and
made publicly available), and (iv) the element of appeal, which
ensures that a decision can be challenged and revised if new infor-
mation or insights become available.

We aim here to describe the process of evaluating technologies
according to the Israeli model, relating to the EDP framework,
analyze its outputs and benefits and summarize the lessons learned
for more than two decades since implementation, and compare its
key features with international experience.

Methods

Study design and variables

Description of the Israeli national model for updating the list of
publicly funded health services was based on the data obtained from
the MTIR directorate including a detailed analysis of process
documentation.

A retrospective archive study was conducted. Data were col-
lected between the years 1998 and 2023 and included the following
parameters: information on the stages of the process including the
meetings and decisions of theNational Public Committees, number
of proposals submitted and applications approved each year, the
budget allocated for new technologies each year as well as the yearly
(cumulative) budget of the national list of reimbursed health

services, and the proportion of the budget by the clinical domain
of approved applications.

A comparison was conducted between key features of the Israeli
system with other countries based on the EDP framework.

Results

The Israeli model for priority setting of health technology
adoption

The Israeli mechanism for updating the national list of publicly
funded health services is led by two main bodies (i) a permanent
group of professional experts - the Health Technologies Forum
(HTF) at MTIR - and (ii) an ad hoc Public National Advisory
Committee. The committee members (in the last decade between
17 and 20 members) are appointed for one year by the Ministers of
Health and Finance, with representatives from diverse sectors
including all fourHMOs, leadingmedical professionals (fourmem-
bers), four economists – usually two from the Ministry of Finance
and two from the Ministry of Health – and independent public
representatives from the fields of religion, ethics, social sciences,
and welfare (4), as well as a chairperson and secretary of the
committee.

The two-stage process is illustrated in Figure 1. Stage 1: Call for
proposals and processing of applications by HTF: An open call
for applications relating to the needs of the healthcare system is
published by theDirectorGeneral of theMinistry ofHealth, open to
all, including professional bodies, patient interest groups, individ-
ual citizens, pharmaceutical and medical device companies, hos-
pital staff, and politicians. Submissions can include medications,
medical devices, diagnostic and imaging techniques, health ser-
vices, screening tests, and surgical and other invasive procedures.
All applications are screened for added clinical value, reviewing the
latest available evidence. Furthermore, each application goes
through a thorough workup by the professional team to bring it
to a uniform standard so that when it comes to the committee it
cannot be identified if it came from a private entity or a professional
organization. This assures anonymity of the submitting source for
decision makers and all parties involved in the process, except for
the professional team members who are in dialogue with the
submitters when clarification is required. The MTIR professionals
conduct a comprehensive assessment of all submitted applications,
in a predetermined format. This assessment is based on clinical,
legal, economic, ethical, epidemiological, and policy considerations
and results in a list of technologies to be presented to the public
committee. This is an example of evidence-informed evaluation,
the second element of the EDP framework. HTF further consults
with medical experts regarding technologies that pass the initial
screening and undergo a more comprehensive review. This con-
sultation adds input from the clinical field, beyond the facts and
figures available from the scientific literature. Experts are required
to rate the applications according to three professional scales
(a) clinical benefit compared with the evidence-based current
standard, (b) acceptability of the technology’s use, in Israel and
abroad, and (c) the importance of including the technology in the
list of services. Once rated, a table is created, ranking the technolo-
gies in order of importance. Public appeals relating to certain
technologies are included in the materials submitted to the public
committee. These include personal testimonies of patients who
have used the technology, whether through private insurance or
in clinical trials, to provide patient experience, beyond clinical
details.
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Stage 2: Assessment by the Public National Advisory Com-
mittee. The Public Committee evaluates the added value of each of
the hundreds of technologies submitted each year, to be considered
for addition to the publicly funded list of services. Applications
undergo preliminary grading by importance - high,medium, or low
priority. This classification guarantees that the chance of a tech-
nology being approved is not influenced by the order in which it is
presented. Each technology goes through several rounds of delib-
eration. The technologies rated highest continue to the next round
so that the final list contains the technologies ranked with the
highest importance. In the early stages, technologies are rated on
clinical criteria, to what extent they provide added value compared
to existing options; at the later stages, cost enters the evaluation. The
selection of new technologies is based on guiding criteria related to
clinical, epidemiological, and cost issues while considering any
relevant ethical, social, and legal issues. The criteria used by the
Public Committee are mostly universal, have been previously pub-
lished (5;11), and include issues such as need, appropriateness, and
clinical benefits, epidemiological criteria such as incidence and
prevalence of the disease and the estimated target population,
assessment of scientific evidence for clinical efficiency, comparison
to alternative existing treatments, life extension and quality of life
both regarding improved function and reduced pain/suffering;
evaluation of the predicted annual cost of treatment taking into
account the savings from not needing the existing therapy; equality,
solidarity, and other ethical or social values and more. The Public
Committee is mandated to resolve conflicts and trade-offs between
competing moral principles based on the value judgments of its
members. For example, sometimes acute needs for high-cost treat-
ment in a small group conflict with chronic needs on a wider
population scale. Decisions are made by consensus among all
committee members.

The final list of all approved technologies ismanifested as a clear,
detailed, unambiguous list, ready for nationwide implementation.

The whole process is mostly transparent, with applications,
decisions, budget allocation, and committee protocols all made
public (since 2008, with the exception of the COVID-19 pandemic

years when some protocols were not published due to logistic
issues). Full transcripts of the meetings are published on the
MOH website. The committee’s decisions are published on the
MOH website, shortly after each meeting, to allow anyone to
appeal. Decisions are made not only considering the cost but also
taking into account the ethical and social factors, for example, a
high-cost treatment for a rare condition may be approved even
though the same budget could cover treatment for many more
patients with amore prevalent disease. Furthermore, over the years,
there has been an ongoing effort to balance between acute medical
needs (such as oncology drugs) and chronic population-wide issues
(e.g., preventive medicine and diabetes care), taking into consider-
ation clinical, economic, ethical, and social factors, and data on the
size of the affected population, the costs to be incurred, and the
effect of not funding the treatment. The entire healthcare system is
involved in the process, increasing the acceptability of the resulting
decisions and their implementation, usually within two weeks after
the committee’s decision is approved by the Israel Health Council
and the government.

Over the years, the process has evolved and adapted to bridge the
gap between the fast-growing costs of new technologies and the
limited budget allocated for the adoption of new technologies. An
example of this adaptation is the risk-sharing mechanism, by
which some of the financial risks of adopting new technologies
are shifted from the payer (HMO) to the technology sponsor
(i.e., pharmaceutical company). This balances the technology spon-
sor’s desire for early market access with the necessity to ensure
effective and efficient use of limited healthcare resources. Risk
sharing has been shown to improve the efficiency of utilization of
healthcare services. An analysis of risk-sharing agreements between
2011 and 2018 found that in 44 percent of said agreements, actual
utilization exceeded the pre-specified threshold leading to the
HMOs receiving reimbursement from pharmaceutical companies
(16). Marketing authorization holders may submit risk-sharing
models, such as managed entry agreements (17), which are brought
for consideration before a subcommittee and the best model
chosen. Computerized data from the HMOs on the degree to which

Figure 1. The annual cycle of updating the national list of reimbursed health services – The Israeli model.
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the new technologies are implemented and utilized, and the
budget allocated for technologies used, allows for periodic moni-
toring and fine-tuning. This enables optimization of the allocated
budget for the future inclusion of additional technologies or for the
substitution of underutilized new technologies with alternative
treatments for the same group of patients.

Figure 2 presents the number of technologies submitted at the call
for proposals and the number of technologies approved each year, as
well as the proportion. The number of requests has increased steadily
over the years. Approximately 70 percent of initial submissions are
deliberated by the committee having passed preliminary screening.
Initially, with a small number of applications, a higher proportion
was approved, but with the rise in submitted applications, this
proportion stabilized in the last decade around 11–19 percent.
Around 50 percent of pharmaceutical applications are new submis-
sions, around a third are re-submissions, and the rest are applications
to expand the existing inclusion criteria of the list.

The budget allocated for reimbursed new health technologies
has gradually increased over the years, from 150million New Israeli
Shekels (NIS) (around $42 million) in 1998, the first year of
prioritization (exchange rate 1USD = 3.6 shekels) to 650 million
NIS (around $186 million) in 2023 (exchange rate 1 USD = 3.5
shekels), with the cost of new technologies being added to the base
budget for health services.

Since 1998, a yearly additional budget has been allocated by the
Government for updating the national list of reimbursed health
services, while the committee recommends which new technologies
will be covered by this amount. The allocation for expanding the list
varies between 0.8 and 1.7 percent of the entire health service basket
and has stabilized in recent years around 0.9 percent.

Over the last two decades, medications comprised the majority
of new technologies added to the list. Non-pharmaceutical tech-
nologies such as imaging or medical devices comprised 13–40
percent, on average around one-fifth of approved submissions.

Figure 3 presents the proportion of the budget by clinical
domain of approved applications. Oncology (including hemato-
oncology) comprised the largest number and proportion of
approved technologies throughout 1998–2023 (mean 38 percent),
followed by cardiovascular (10 percent), neurology (7 percent), and
endocrinology (mainly diabetes 6 percent). The cost of oncology
drugs approved by the committee has risen exponentially, from an
average yearly cost of approximately 60,000 NIS ($18,000) per
patient per new drug in 2009 to over 130,000 NIS ($43,000) in
2018 (figures adjusted for inflation). Some fields, such as mental
health, had more applications approved in the early years and far
fewer in recent years. Fields that have seen an increase in requests
approved in recent years include rehabilitation, dental health,
imaging, and genetic testing.

Each year some technologies - on average 26 percent of the
number of new technologies approved - are added to the list
without an additional allocated budget. Most of these are new
medications that replace older versions of the same therapeutic
group and whose budget is already accounted for. Some are new
medications that reduce the need for other healthcare services,
thus offsetting costs that would be spent by the same HMO and
avoiding the need for additional budget. In other cases, a new
therapy replaces a more complicated and costly therapy, such as
percutaneous transluminal coronary angioplasty that replaced
cardiac surgery.

Table 1 summarizes the key characteristics of the Israeli model.

Figure 2. Number of applications submitted and approved, 1999–2023* **
*Between the years 1999 and 2002, data were only available for pharmaceutical applications and approvals, which comprised 80–85 percent of applications.
**Missing data in 2004, the single year in the study period when no budget was allocated for the enlargement of the health service basket.
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Comparison with other countries

Many countries include some similar features in their process. The
Israeli model is characterized by the comprehensive inclusion of
these key features and the proven experience over more than two
decades. Here, we compare the six steps of the decision-making
process between Israel and other countries, including but not
limited to those described by Oortwijn et al.’s comparison of
HTA bodies around the world (15):

A. Installing an advisory committee: Regarding the broad spec-
trum of stake holders involved in the process, this varies across
countries – while in Israel the committee is diverse and aims to
maximize the involvement of stake holders, some countries
involve only scientific experts in the process, and others add-
itionally involve patients, members of the public, or healthcare
professionals (Canada andAustralia) while some bodies consult
only with government representatives, for example, Greece,
which has been criticized for not sufficiently involving patients,
clinicians, or manufacturers in the process (19). The Canadian
Drug Expert Committee, which recommends which drugs will
be included in the publicly funded drug plan, is similar to the
Israeli committee, consisting of 16 members with voting rights
including one chair, three patient representatives, one ethicist,
and 11 expert members - physicians, economists, and pharma-
cists. Although the mandate of the committee is advisory in
Israel, as in Brazil, France, Thailand, Canada, Scotland, and
Australia, in practice, the Minister of Health has always
approved the committee’s recommendations. In Germany
and the United Kingdom, the mandate of the committee is
binding (15).

B. Defining decision criteria: While many countries assess
similar types of evidence (burden of disease, availability of

treatments, prevalence, efficacy, safety, clinical novelty, pub-
lic health benefit, cost effectiveness, and ethical consider-
ations), the specific criteria used, their level of provision
and requirement, and the way they are incorporated (e.g.,
explicitly versus implicitly) varies across countries, with their
relative weighting remaining generally unknown, as reported
in a systematic review of HTA in eight European countries
(14). Almost all countries look at clinical benefits or effect-
iveness. In Sweden, an “ethical platform” is translated into
principles that guide national and local health decisions.
However, highly autonomous city councils sometimes use
those principles differently (15). While most countries have
a well-defined set of criteria, criteria for decision making are
not always explicitly defined, for example, in Slovenia, Japan,
and Luxemburg (20). Some countries - but not all - include an
assessment of cost effectiveness in their criteria including
Brazil, Thailand, Canada, United Kingdom, Scotland, and
Australia. Some criticism has been made of an assessment
based purely on cost per quality-adjusted life year (QALY),
and critics have highlighted the importance of “capturing
social value” (14). Israel, like France and Germany, does not
base the assessment on cost effectiveness. The Israeli process
is not motivated by cost alone, but its strength is the integra-
tion of all important elements, including clinical benefit, cost,
social, and ethical issues, to conform to the strictest ethical
and legal considerations.

C. Selecting health technologies for HTA: Israel has an “open
procedure” by inviting applications for new technologies,
similar to Thailand, Brazil, and the United Kingdom; other
countries have a “closed” procedure which is not made
public or a “targeted” procedure within defined fields, such
as Ukraine.

Figure 3. Proportion (%) of the budget by clinical domain for approved technologies*, 2000–2023.
*includes the six largest domains.
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Some countries do not useHTA as a formal part of decisionmaking
for all types of medical technologies, pharmaceuticals, and devices,
while some demonstrate partial use. While other countries also
have a single institution, as in Israel, which carries out an assess-
ment of all newmedical technologies (e.g., Netherlands and Spain),
countries, like France and Greece, have a separate assessment body
for each type of technology (pharmaceuticals, procedures, and
medical devices) (20).

One of the distinctive features of the Israeli process is the compari-
son of drugs and technologies being considered, while some other
countries examine technologies one at a time. The Israeli basket
committee examines all the new technologies simultaneously over a
designated period each year, rating their relative merits. Other
countries with a similar process are the Australian Pharmaceutical
Benefits Plan and New Zealand’s Pharmac.

D. Communication and appeal:Communication is important for
the implementation of decisions. About half of OECD countries
publish information on assessments and recommendations for
coverage for all or some technologies. In the Czech Republic,
Denmark, France, and Sweden, such information is published
on a dedicated website and easily accessible, as in Israel (20).
Fewer countries publish the rationale for decisions. The US

Institute for Clinical and Economic Review (ICER) makes its
meetings public and live streams and archives themon the ICER
website to ensure the legitimacy and uptake of its recommenda-
tions (21). The UK’s NICE also opens some committee meet-
ings to the public (e.g., during evidence presentation), while
sessions on the deliberation of recommendations remain closed.
Israel publishes meeting transcripts and protocols.

NICE summarizes and publishes key evidence, its argumentation,
and its preliminary recommendation. Comments are considered in
a second committee meeting, after which a “final appraisal
determination” is issued, to which appeals can be made within
15 working days (15).

Stake holders are informed of the recommendations in France (sent
to the government and sponsors and published on the website),
Thailand (recommendations adjusted to the target audience and
published in diverse media platforms), Canada (a single digital
newsletter issued weekly), United Kingdom (sent to NHS, patient,
and the public), and Australia. In Brazil and Germany, recom-
mendations are only published online (15).

In Israel, the detailed list of recommendations which is the product
of the Israeli decision-making process is published in its entirety in
official MOH publications, including the name of the active

Table 1. Key features of the Israeli model following the EDP framework

Stake holder involvement Involvement of a broad range of stake holders, including medical, economic, ethics experts, and citizens, is central to the
process, and includes the 7Ps (18), all involved at some point of the process (i) patients and the public (who can submit
applications and appeals, and patients provide personal written testimony to the committee), (ii) providers, (iii) purchasers,
(iv) payers - all three (ii, iii, and iv) are represented by the HMOs in Israel and the Ministry of Health also as a payer, (v) policy
makers (Ministries of Health and Finance), (vi) product makers (pharmaceutical and medical technology companies who can
submit applications), and (vii) principal investigators/researchers who provide feedback from trials that have yet to be
published or provide further detail on experience with the technology in Israel. This stake holder involvement is critical for
success, and to ensure the engagement of all relevant groups, enabling high-quality information to be obtained to support
prioritization and allowing for immediate and successful implementation of new technologies.

Evidence-informed evaluation A comprehensive assessment is conducted of all submitted applications, in a predetermined format. This assessment is based
on clinical, legal, economic, ethical, epidemiological, and policy considerations, incorporating the most up-to-date scientific
data. HTF further consults with medical experts regarding technologies that pass the initial screening and undergo a more
comprehensive review. This consultation adds input from the clinical field, beyond the facts and figures available from the
scientific literature. Experts are required to rate the applications according to three professional scales (a) clinical benefit
comparedwith the evidence-based current standard, (b) acceptability of the technology’s use in Israel and abroad, and (c) the
importance of including the technology in the list of services.

Selection of new technologies is based on guiding criteria related to clinical, epidemiological, and cost issues while considering
any relevant ethical, social, and legal issues. The Public Committee considers issues such as need, appropriateness, and
clinical benefits, epidemiological criteria such as incidence and prevalence of the disease and the estimated target
population, assessment of scientific evidence for clinical efficiency, comparison to alternative existing treatments, life
extension, and quality of life both regarding improved function and reduced pain/suffering; evaluation of the predicted
annual cost of treatment taking into account the savings from not needing the existing therapy; equality, solidarity, and other
ethical or social values; and more.

Transparency Over the years, transparency evolved and increased. Applications, decisions, budget allocation, and committee protocols are all
made public. Details regarding the process, participants, prioritization criteria, and the list of submitted technologies are
available online. The committee’s decisions are published on the MOH website, shortly after each meeting, allowing the
submission of appeals. After the discussion of appeals and publication of the decisions regarding those appeals, the
committee meets for a final “marathon” of decisions over several days. Results are published as a short summary on the
website within twoworking days. Full transcripts of the committee meetings are published on the MOHwebsite after the final
decision, with only speakers’ names and personal details redacted.

All consultants and committee members are required to declare any conflicts of interest. Any potential conflicts declared by
committeemembers are investigated and published online alongside the legal consultation regarding each disclosed conflict.

Transparency contributes to the acceptance of the process by both professionals and the public.

The element of appeal There are two junctions when appeals can be made:
(1) Anyone can submit an appeal during the process (sincemid-process decisions are published online) and the committee has a

session dedicated to discussing the appeals. All appeals are discussed and taken into consideration before the committee
issues its final recommendations.

(2) After the final decision has been made and published in the MOH website, appeals can then be made via the legal system.
Applications which are not approved can be resubmitted the following year. Submitters can choose to meet, at no charge, with

the professional MTIR staff to prepare and revise their submissions.
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ingredient for medications and a list of indications, the target
population, and so forth. This explicit list facilitates implementa-
tion and avoids dilemmas of interpretation. Furthermore, tech-
nologies not approved can be resubmitted at the next cycle.

E. Monitoring and evaluation: Collecting and analyzing data in
order to judge if expectations were met and if improvement
measures are needed. Scotland continuously evaluates how the
Scottish Medical Consortium involves patients and the public
and which are the best practices for public involvement (15). In
Israel, monitoring is conducted both internally (at the MTIR)
and by the government and national health council. Each year,
there are consultations with pharmaceutical companies, patient
organizations, and representatives from the Ministry of Health
for continuous evaluation of the process. A budgetary evalu-
ation is also conducted ensuring that the budget for the recom-
mendations for updating the list of services is met and not
exceeded.

Discussion

Israel, like all countries, faces increasing tension between the abun-
dance of technological advances that could improve patients’ health
and the budgetary constraints that require a selection process,
deciding which new drugs or medical devices will be publicly
funded (1).

Israel’s GDP per capita in 2021 (44052 USD) was below the
OECD average (49036 USD) (22). Expenditure on health - 2903
USD per capita in 2019 - was relatively low in Israel, compared with
the OECD average 4087 USD (2;23). Health spending as a propor-
tion of gross domestic product is also lower in Israel (7.8 percent)
compared with the OECD average (9.5 percent) (latest figures from
2021) (24). Despite these figures, the Israeli healthcare system
achieves good health outcomes for its citizens: international com-
parison demonstrates life expectancy at birth among the highest at a
mean of 82.6, compared with the OECD average of 81.0 in 2021
(25). Potential years of life lost and cancer mortality rates were the
lowest in 2020 (26). In 2021, infantmortality rates were 2.5 per 1000
live births in Israel, compared with 3.1, 3.6, and 5.4 per 1000 live
births in Germany, the United Kingdom, and the United States,
respectively (27). In 2019, the proportion of adults rating their own
health as good or very good was 73.6 percent in Israel and 68.5
percent OECD average (28). Israel is also rated as a “leader” based
on the technology achievement index which evaluates the techno-
logical performance and achievements of countries (29).

The annual update of the national list of reimbursed health
services is unique and regarded as one of the contributors to Israel’s
achievement of relatively good health for less money, described in
the Lancet as “a ground-breaking approach” (8). Decision makers
can set the yearly budget according to the economic situation, and
the process can adapt to budgetary changes.

The rapid and efficient flow of the prioritization process in Israel
results from several characteristics, including the early involvement
of stake holders, which increases their involvement and commit-
ment to the process. This national process is built on cooperation
between governmental and public bodies. The two-phase process,
in which the first body assesses the new technology, and a separate
multi-sector committee is responsible for the prioritization and
final decision making, ensures a fair prioritization. Furthermore,
all proposed technologies are evaluated on an equal footing, with
the applicant’s identity kept confidential from the committee to

avoid prejudice. This process is designed to enable quick assessment
and inclusion of the selected technologies in the publicly funded list
so that patients can access treatment as quickly as possible. Partici-
pation of all four HMOs in the decision-making process facilitates
rapid inclusion of new technologies in the services provided to their
members, within approximately 2 weeks of the committee’s deci-
sion. The money follows the decision - funds are distributed
according to the committee’s recommendations, to enable imme-
diate implementation. The involvement of relevant stake holders in
the process facilitates speedy implementation. Within 1–2 weeks of
the final decision, the government approves the list of reimbursed
services, and the MOH director general instructs the HMOs to
provide the approved technologies to patients. Uptake of the newly
approved technologies by the HMOs is monitored, allowing modi-
fication to decisions or reutilization of the budget to other tech-
nologies as appropriate.

Over the years, a dedicated budget for new technologies, risk-
sharing agreements, and a proportion included without an add-
itional allocated budget due to offsetting of outdated technologies
or other savings have enabled the inclusion and early adoption of
some “blockbusters”, that is, high-cost technologies. Among other
examples, CAR-T immunotherapy was included as a pioneering
treatment for leukemia and lymphoma and Spinraza™ for spinal
muscular atrophy patients. Israel was also the first country to adopt
pembrolizumab (Keytruda) as a front line therapy for unresectable
or metastatic melanoma.

The transparency of the entire process (including committee
meetings open to the press, most information concerning applica-
tions, discussions and decisions published online, and appealing
process) contributes to its legitimacy and acceptance by the judicial
system. A 2013 report by the OECD described the Israeli approach
as: “admirably formal and transparent” (30).

Over the years, the process was supported by the Israeli judicial
system, which defended its fairness and lack of prejudice or
outside influence. Furthermore, the involvement and investment
of all relevant stake holders in the process increase its public
acceptability.

The Israeli model faces several challenges:

1. Maintaining the quality of the list of reimbursed health ser-
vices, that is, the challenge of including and funding new and
cutting-edge technologies in the face of rising costs of tech-
nologies and a rising number of applications, within a limited
budget which does not increase proportionally.

2. The involvement of public representatives and healthcare
professionals in the process may create a conflict of interests,
for example, patient advocates who try to lobby for a technol-
ogy that could benefit themselves or a group they advocate for.
Physicians, who are public committee members, have to with-
draw their vote when a certain technology which presents a
conflict of interest to them is under consideration. To reduce
such conflicts, all participants in the public committee receive
yearly guidance from the legal department of the MOH on
possible conflicts of interest. All participants are required to
fully disclose any conflict and are instructed as to the limita-
tions of their role in the committee and as to what they are
allowed to discuss with stake holders outside the committee.
Furthermore, to aid transparency, conflicts of interest of com-
mittee members are declared online on the MOH website.

3. A predetermined timetable reduces the flexibility required to
deal with “urgent” situations (breakthrough technologies) that
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emerge during the year since such technologies cannot enter
the process in its midst. In such cases, the compassionate use of
treatments or access through clinical trials may be made
available until committee authorization is obtained.

4. Fluctuations in the budget allocated by the government for the
process make long-term planning challenging.

5. An accumulating gap, created by the growth of technological
advancement while the proportion of the public financing of
healthcare expenditure has gradually declined, might be one of
the factors contributing to the relative and absolute increase in
out-of-pocket spending (31). The proportion of private finan-
cing has reached 38 percent, compared with an average of
26 percent in OECD countries (31). Between 1997 and 2014,
private expenditure on healthcare increased from 3.9 to 5.9
percent of net household income (32).

Conclusion

Despite a relatively small health budget, Israel has designed and
implemented a process, now in place for 25 years, which allows for
the public funding of a wide range of health technologies on a
national level, providing cutting-edge treatment options for
patients and maximizing the available budget. Despite an increas-
ing number of applications for new technologies, the prioritization
process successfully reaches a consensus each year on which tech-
nologies to fund within budget constraints. Over more than two
decades, the guiding principles of the Israeli model have been
maintained, while the process has evolved. Its evolution included
the understanding of which data should guide the decision making;
the consultation with professional experts and incorporating their
input into the process; and increasing transparency and public
involvement, which contributed to the high acceptability of the
process. This accumulated experience led to the improvement of
economic tools such as risk-sharing agreements, which allowed for
a more efficient utilization of the budget, and databases that detect
underutilization of adopted technologies allow a further increase in
the number of approved technologies within budgetary constraints.
The Israeli process is not motivated by cost alone, it derives its
strength from the integration of all important elements including
clinical benefit, cost, social, and ethical aspects. This transparent,
fair process enables just allocation of resources while maximizing
the adoption of novel technologies that contribute to an outstand-
ing national level of health.
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