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EExxeeccuuttiivvee  SSuummmmaarryy  

BBaacckkggrroouunndd::  TThhee  IISSHHAA  CCMMEE  PPrrooggrraamm  
The ISHA program, initiated and largely funded by the Jewish Federation of Cleveland, is 
devoted to improving the health of women in Israel. This program, which was a collaborative 
effort of the Jewish Federation of Cleveland and the Jewish Agency, was strategically designed 
as a multi-pronged effort that sought to bring about system-wide change through a series of 
projects aimed at both health providers and health service consumers. The Myers-JDC-Brookdale 
Institute was involved in the planning of the program from its inception and also monitored and 
evaluated the program. 

 

One of the ISHA program's major components was the Continuing Medical Education (CME) 
program implemented by Clalit Health Services during 2004-2008. Its goal was to improve the 
care of women in Clalit clinics through a training program designed to increase the awareness, 
knowledge, skills and self-efficacy of physicians. In addition, the program created an opportunity 
to develop a new method of physicians' group learning in the clinics based on distance learning. 
The overall assumption was that focusing attention on women's health issues and increasing the 
capacity to address them would both: 

a) Motivate the physicians to give higher priority to women's health issues 

b) Increase the effectiveness of their care. 

The program was based on an innovative distance-learning method: asynchronous e-learning in 
small peer groups, which took place on-site at the primary care clinics and was integrated into the 
regular work schedule. One of the physicians at the clinic facilitated the lessons, which were 
interactive and demanded active participation. Group discussions were the main learning vehicle. 
The lessons were held in the clinics during working hours, at a time convenient to the clinic and 
participating physicians, and each clinic advanced at its own pace. To the best of our knowledge, 
this could be the first time – in Israel or abroad – that such a system for peer learning in groups in 
an actual clinical setting has been developed. 

The program consisted of 18 lessons on central aspects of women's health. For each lesson, Clalit 
developed an e-learning module with the assistance of an advisory committee from the Jewish 
Federation of Cleveland.  

Several units in Clalit were involved in developing the program: the Medical Division, the 
Computer Department and the Training Department. A project steering committee was 
established that consisted of representatives of the various departments within Clalit Health 
Services involved in the implementation of the program as well as experts from Tel Aviv 
University, which was also involved in the program and provided academic credits to 
participating physicians.  
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Each lesson was developed and written by a pair of Israeli physicians: a specialist who was an 
expert on the subject of the lesson and a primary care physician who put forward the family 
medicine perspective. Each pair was in contact with leading experts from Cleveland who added 
their own input on each lesson. A commercial company specializing in e-learning then prepared 
the material in the format of a computerized lesson, which was uploaded to the program's 
website. The topics included were an introduction to gender medicine, adolescence, menopause, 
osteoporosis, PMS, pregnancy-related depression, domestic violence, family planning, pregnancy 
follow-up, amenorrhea, breast cancer, cardiology, incontinence, sexuality and autoimmune 
diseases. The interaction with Cleveland focused on defining the best practices supported by the 
literature; the best ways to convey these messages in a clinic setting; and how to get the most 
benefit from the electronic medium. The ISHA program team had to identify the best and most 
appropriate Israeli experts on each topic, introduce them to a new teaching method and facilitate 
their interaction with their counterparts in Cleveland. 

Beyond the challenge of developing the lessons, implementing the program at hundreds of clinics 
scattered throughout the country posed a major challenge. This was compounded by the fact that 
the actual uptake of the program depended on the initiative of the staff in each of the clinics and 
their commitment to engage in ongoing learning within the framework of their busy schedules 
and without any additional pay. Moreover, for many of these physicians, women's health may not 
have been a high priority prior to the program. In effect, the clinics were simultaneously being 
asked to: 

a) Prioritize women's health  

b) Learn and adjust to a computer-based learning method of which they had no prior 
experience  

c) Assimilate the concept of peer group learning, which did not necessarily exist in most 
clinics. 

The full-scale implementation of the program required significant upgrading of the computer 
infrastructure as well as significant computer support for the clinics and the training of a special 
cadre of program facilitators. The management of each district was mobilized to implement the 
program, motivate the participating clinics and appoint a program coordinator for the district. 
Each participating clinic chose a facilitator, who then underwent a short training session. 

Thus, as can be seen, the ISHA CME program at Clalit Health Services was an ambitious and 
innovative initiative in distance learning for groups of physicians. The program was developed 
through a unique exchange of knowledge and experience among matched groups of experts, from 
Israel and Cleveland, in each of the major topics.  

TThhee  PPiilloott  aanndd  IIttss  EEvvaalluuaattiioonn  
The program began with a pilot of seven lessons held in 27 clinics in two districts in 2004-2005. 
The goal of the pilot was to examine whether the design of the lessons was effective and whether 
it was feasible to implement them in the clinics in a group setting, and to ascertain the perceived 
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contributions of the lessons. It was designed to assist in the further development of the program. 
A multi-dimensional evaluation was conducted using both quantitative (questionnaires for 
participants, structured feedback forms) and qualitative (in-depth interviews, observations) tools. 
The evaluation showed improvements in knowledge, self-efficacy, attitudes and practice 
regarding about half of the course topics. Following the pilot, most of the physicians reported that 
they had already made or were planning to make changes in their practice regarding the care of 
women. Most were also highly satisfied with the new learning method. Following the pilot, a 
number of strategies for improving the lessons were identified by the Israeli program directors in 
cooperation with the Cleveland advisory committee, and improvements were introduced. 

TThhee  FFuullll  PPrrooggrraamm  aanndd  IIttss  EEvvaalluuaattiioonn  
Based on the feedback received from the pilot, 11 additional lessons were developed. The 
program was then offered to all Clalit primary care clinics with at least three physicians. Over 
200 clinics and over a thousand physicians participated in the full program. Considering that 
every physician treats several hundred women, this program had the potential to impact on the 
healthcare of hundreds of thousands of women in Israel.  

OObbjjeeccttiivveess  
The evaluation was designed to:  

1. Examine the implementation of the program on a large scale, and  

2. Examine the program’s contribution to improving the physicians' attitudes, knowledge, self-
efficacy, skills and practice patterns regarding the specific issues in women’s health on which 
the program focused, as well as the care experience and satisfaction of female patients.  

MMeetthhooddss  
The evaluation was carried out in two districts: Sharon-Shomron and Jerusalem. These districts 
include Jewish and Arab populations in both urban and rural localities. Both districts entered the 
project after the pilot stage so all the clinics started with the revised and improved lessons. 

An assessment of the implementation was carried out based on the administrative database of the 
program and on interviews with the physicians.  

The evaluation of the program's contribution had three components: a survey of physicians in 
participating clinics, a survey of women visiting these clinics, and an examination of change over 
time based on clinical indicators in the Clalit database. The surveys employed a pre-post design, 
in which we compared the responses of physicians and female patients before and after the 
implementation of the program. For each group, we posed questions that we thought could be 
answered effectively. The overall objective was to create as full and as accurate a picture as 
possible of the care the women were currently receiving in the clinics as well as the impact of the 
intervention on that care. 
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We did not have the opportunity to use a randomized trial format to define a control group, 
because almost all of the clinics in the Jerusalem and Sharon-Shomron districts participated in the 
program, at least initially.  

The physicians' survey had three rounds: pre-, mid- and post-program, and the women's survey 
was carried out pre- and post-program. Not all the clinics in the two districts completed all the 
lessons (the same is true for the other districts), and we evaluated the program only in those 
clinics that had completed a minimum of 11 lessons by a certain date. Of the 26 clinics that did 
so, the majority (19 clinics) completed 17 or 18 lessons. The other 7 clinics completed 11-16 
lessons.1 We asked the physicians about their attitudes, their self-efficacy and their practices in 
relation to the topics covered in the course and to their discussions with and treatment of patients. 
In addition, we asked the physicians to indicate their overall satisfaction with the course, with its 
content and with its unique distance learning strategy. 

The women were asked first about their health status and sociodemographic background. We then 
asked them about specific aspects of their interaction with the physicians: the discussions they 
had with physicians (on topics related to the program), referrals by physicians to various tests, 
and their satisfaction with and evaluation of the care they received. There was a partial overlap 
between the two questionnaires – there were questions we asked both women and physicians 
(discussions), and there were questions we asked only physicians (self-efficacy, attitudes, 
knowledge) or only women (satisfaction with care, referrals, measurements). As indicated above, 
each group was asked only questions that we thought they could answer effectively. 

Two criteria determined the clinical indicators selected: a) They were related to the topics of the 
lessons, and therefore could have been affected by participation in the lessons, and b) Data on the 
indicators were available in the electronic medical records and could be extracted from Clalit's 
databases. The indicators were selected by the project directors in Clalit together with the 
Cleveland advisory committee. Data for the indicators were extracted from Clalit's computerized 
database by the organization's Information and Statistics Department. We compared changes over 
time in the clinics that had completed the relevant lessons and the comparison clinics (those that 
had not).2 

FFiinnddiinnggss  
PPrrooggrraamm  IImmpplleemmeennttaattiioonn  
One of the issues addressed in the evaluation was the clinics' ability to implement the program 
and the strength of their commitment. The program was long and not all the clinics completed it. 
It comprised 18 lessons that were to be implemented over a period of about 18 months, and in 

                                                 

1 This refers to the physicians' survey. The figures for the women's survey are slightly different. See full 
report for details. 

2 Since not every clinic studied every lesson, those that did not participate in a specific lesson were 
considered to be comparison groups for the specific indicator only. See Section 5.2 in the full report. 



 v

practice took longer. This required a lot of persistence from the management and staff at the 
clinic for an extended period (about 2 years). Of the 53 clinics that started the program in our two 
districts in mid-2006, 27 (51%) had completed at least 11 lessons by February 2008. Of these, 19 
(36% of the original 53) had completed 17 or 18 lessons by January 2009. In the interviews and 
discussions, it emerged that the heavy workload, time pressures and competing programs were 
the main reasons for not completing the program. It is also possible that with all the competing 
needs, women's health is not high on some clinics' agenda. Thus, it might have been unrealistic to 
expect all the clinics to complete the entire program. We must remember however that even when 
the clinics did not complete all the lessons, the participants were nonetheless exposed to new 
knowledge and approaches.  

In addition to the number of lessons studied, we also examined the perceived quality of the 
lessons. Participants whom we interviewed during the pilot phase told us how important the 
group discussions were for the learning process and how central the facilitator was in this 
process. Both those interviews and our observations of learning sessions suggested that the 
quality of facilitation impacted greatly on the effectiveness of the lessons, although this varied 
across the clinics. 

FFiinnddiinnggss  ffrroomm  tthhee  PPrree--CCoouurrssee  SSuurrvveeyyss  
The first round of surveys provided baseline information for the assessment of the program's 
impact. The pre-course physicians' survey showed that most physicians did not initiate 
discussions with many of the women on most of the topics. Psychosocial issues like domestic 
violence and sexuality/sexual behavior were especially neglected. We also found that most 
physicians were not treating a number of problems. 

Overall, prior to the course, physicians seemed more comfortable with bio-medical issues than 
psychosocial ones; this was true with regard to both discussions with the patients and treatments. 
Examples of "strong" topics that physicians felt comfortable with were family history of breast 
cancer and osteoporosis; "weak" topics included sexuality, domestic violence and family 
planning. We also found that physicians reported low self-efficacy regarding discussing, 
identifying and treating some of the problems. The knowledge test revealed significant gaps in 
the knowledge about a number of these topics. All these findings highlighted the importance of 
the planned intervention. 

The women surveyed were, as can be expected in a primary care clinic survey, older and with a 
higher rate of chronic disease than the general female population. Almost all the women had a 
regular family physician and more than half had been in that physician's care for over 5 years. 
Most of the women rated the care they received from their physicians highly. A high percentage 
of women had been referred to cholesterol tests and had their blood pressure measured in the 
clinic, in keeping with the recommended practice. A much lower percentage of women had been 
referred to vision and hearing tests. 
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The pre-course patient interviews corroborated the physicians' reports that the latter did not 
frequently initiate discussions on many of the topics about which we asked. We also found 
parallels between physicians' and women's reports regarding the topics the physicians tended to 
discuss more than others. In addition, not many women reported that they initiated discussions 
themselves, which underlines the need for physicians to do so.  

FFiinnddiinnggss  ffrroomm  tthhee  MMiidd--  aanndd  PPoosstt--CCoouurrssee  SSuurrvveeyyss  ooff  PPhhyyssiicciiaannss  
In the mid- and post-course physician surveys, we found improvements regarding discussions and 
treatment in some topics (e.g., domestic violence, PMS, incontinence), but not in others (e.g., 
eating disorders and osteoporosis). The program placed great emphasis on physicians' 
communication with their female patients, and on improving their skills for discussing sensitive 
issues with them. We found a correlation between the extent of improvements and the adequacy 
of the pre-course situation regarding discussions and treatment. The greatest improvement was in 
topics that were "weaker" to begin with: domestic violence, family planning, PMS, incontinence 
and sexuality. For example, the percentage of physicians reporting that they discussed 
incontinence with half or more of their patients rose from 47% to 64%, and those who discussed 
sexuality issues rose from 15% to 25%. Fewer improvements were found in: pre- and post-natal 
depression, mental distress and depression, menopause and issues related to pregnancy (but not 
pregnancy follow-up). No improvements were found in the other topics: family history of breast 
cancer and heart disease; osteoporosis; autoimmune diseases; amenorrhea; pregnancy follow- up; 
and eating disorders. The first three of these topics were "strong" to begin with. Even before the 
course, most physicians had reported that they initiated discussions with most women on these 
topics, and in the case of osteoporosis, they also reported that they treated most women with this 
problem.  

Interestingly, the topics in which we found the most improvement were not necessarily those 
whose lessons were rated by the physicians as having contributed most to them. The lesson on 
incontinence, in which there was a lot of improvement, was among those rated highest, but the 
other topics in which there was the most improvement (for example, sexuality and domestic 
violence) were not. 

This could be because the questions we asked did not reflect the full contribution of the lessons. 
In particular, we asked whether certain types of care were given and whether certain types of 
discussions were held. We did not assess the quality of the care or the discussions. It is possible 
that even though physicians did not initiate more discussions on a certain topic following the 
program, there could have been an improvement in the quality of those discussions that did take 
place and/or of the care itself. 

In addition to the general analysis, we also performed two sub-analyses: 

1. A comparison between physicians who had completed all or most of the lessons (17–18) and 
those who had completed 11–16 lessons  



 vii

2. A comparison between physicians who were highly satisfied with the course and those who 
were less satisfied.  

It is noteworthy that we found greater improvements in discussions among physicians in the 
clinics that had completed 17-18 lessons and among those who were highly satisfied with the 
course. 

Physician satisfaction with the course was high. Three-quarters of the physicians were highly 
satisfied with the course in general and the same – or a greater – proportion expressed agreement 
with positive statements on various aspects of the course, such as: "I learned new things from my 
colleagues in the clinics," "The atmosphere was pleasant and contributed to the learning process," 
and "I learned new things from the material presented in the course." Ninety percent enjoyed the 
course. Three-quarters would like to learn more topics in the same format and 80% were satisfied 
with the learning method. Satisfaction was also found in the responses to an open question about 
the best aspects of the course – nearly half of all the physicians mentioned items related to the 
study method.  

FFiinnddiinnggss  ffrroomm  tthhee  PPoosstt--CCoouurrssee  SSuurrvveeyy  ooff  WWoommeenn    
The women's questionnaires included a number of topics, some of which were related to the 
program, while others were not. The topic that was most directly related to the program was 
discussions initiated by doctors. There were also questions about referrals for blood pressure and 
cholesterol tests, which were somewhat related to the lessons, as well as questions about height 
and weight, vision and hearing, which were less directly related to the lessons. Another topic, 
satisfaction with care, might have been affected by factors outside the program as well as by the 
program itself. Thus, the findings go beyond an evaluation of the program's impact and provide a 
broader picture of the care women receive. 

Naturally, in the women's survey, we did not include questions about the full range of impacts 
that were examined in the physician's survey, such as changes in physician self-efficacy and 
knowledge. In the women's survey, as in any client survey, we could only ask about the 
respondent's own personal experience and her own perspective on the care received.  

Contrary to our findings from the physicians' survey, the women's survey did not show any 
significant changes in physician-initiated discussions except with respect to physicians' inquiries 
as to whether women over 50 had undergone a mammogram. Nor did they show a change in the 
pattern of women themselves initiating discussions. 

As with the physicians, we found that the women's reports in those clinics that had completed 17–
18 lessons and the women's reports in those clinics in which the doctors were highly satisfied 
with the course indicated an improvement in the extent of the discussions.  

There may be several explanations for the finding that physicians reported more widespread 
improvements in discussions than did the women. The likelihood of a woman experiencing a 
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change depends on how frequently she saw her physician after s/he had studied the relevant 
lessons. It is possible that not enough time had elapsed in order to detect the changes in the 
pattern of the discussions between the program and the women's interview. Although physicians 
have started introducing changes into their practice, it will take time before the women 
experience this change. It is also possible that the tool we used for women was not sufficiently 
sensitive for these issues. 

The women's reports showed increased referrals to some tests such as height and weight 
measurements. There was no increase in referrals for blood pressure and cholesterol testing, 
which were very high to begin with.  

We also found an increase in the women's satisfaction with physicians' care in relation to six 
dimensions of care: "the physician gives good medical care," "the physician is truly concerned 
about me and my health," "the physician listens to me," "the physician answers all my questions," 
"the physician explains everything about my treatment clearly," and "the physician treats me with 
respect." 

FFiinnddiinnggss  ffrroomm  tthhee  AAnnaallyyssiiss  ooff  CClliinniiccaall  IInnddiiccaattoorrss  
In more than half of the indicators we found improvements, some of them as large as 40 
percentage points (weight and height measurements), and some much smaller. In two indicators 
we found very small declines (menopause and bone density), and in a few others we found no 
change. In general, improvements were found in indicators based on measurements, while small 
declines or no changes were found in diagnoses and tests. 

However, generally, the changes in the indicators were similar in the clinics that completed the 
lessons and in the comparison clinics, with the former having no consistent advantage over the 
latter. These findings suggest that changes are due to factors other than the CME program, such as 
organizational changes and incentives in Clalit (for example, those of the Clalit quality 
improvement program). We cannot therefore attribute them to the CME program, and we did not 
find consistent evidence of program effects. 

SSttuuddyy  LLiimmiittaattiioonnss  
This study has several limitations, two of them indicating that our findings might overestimate 
the program's impact on physicians, another two suggesting that they might underestimate it. 

The limitations associated with a possible overestimate of program impact are as follows: First, in 
the absence of a control group for the entire program, we need to consider the possibility that 
other policy or organizational changes in Clalit may have influenced measures considered in the 
study. We did our best to find out about such changes in Clalit in order to assess the magnitude of 
this possibility and found changes in four areas. During the period of implementation, physicians 
were encouraged by Clalit management to be more active regarding BMI measurements, 
mammography and flu shots. In addition, at the time of implementation, members of violence 
prevention committees in hospitals and in the community underwent a training program on 
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domestic violence. We should note though that this program was for violence committee 
members only and we do not know to what extent they initiated activities that reached other 
physicians. Our inquiries with the management of Clalit at various levels did not identify any 
other specific changes within Clalit that could have had an impact on the measures we examined.  

Second, our findings are based on self-reports by the physicians. The self-reports might be biased 
if the physicians responded according to what they thought was expected of them. However, we 
found consistent variation by topic in the percentage of physicians reporting that they carried out 
the recommended activities. This implies that they did not automatically provide socially 
desirable responses, and as such lends support to the validity of the reports.  

For a significant number of those participating in the first round (some 40%), we did not have a 
matched post-course questionnaire. This limits our ability to generalize from the findings, even 
though we do not know in which direction this may have biased them.  

Two factors suggest that our findings might underestimate the program's impact:  

First, the women's responses to questions about their interaction with their physicians 
(discussions, referrals), might suffer from recall bias: patients might not remember accurately 
whether they discussed various issues with their physicians.  

Second, the likelihood of a woman experiencing a change depends on how frequently she visited 
the doctor after the lessons were implemented. It is possible that not enough time had elapsed in 
order to detect the changes in the pattern of the discussions between the program and the 
women's interviews. Although physicians have started introducing changes into their practice, it 
will take time before the women experience this change.  

SSuummmmaarryy  aanndd  CCoonncclluussiioonnss  
The ISHA CME program in Clalit Health Services was an ambitious and innovative initiative in 
distance learning for groups of physicians. The program was developed through a unique 
exchange of knowledge and experience among matched groups of experts in each of the major 
topics from Cleveland and Israel. The program reached over 1,000 physicians, and through them 
had the potential to influence the care of hundreds of thousands of women.  

The evaluation showed that the program had an effect on physicians' attitudes, knowledge, self-
efficacy or practice in over half of the areas, but did not have a measurable effect in other areas. 
Most significantly, it was most effective in areas that were weak to begin with – areas that 
physicians tended to neglect and regarding which they lacked confidence in their own ability.  

Following the program, we found an increase in women's satisfaction with their physician's care. 
We also found increases in test referrals, measurements performed in the clinics and physicians' 
inquiries about mammography. In contrast, the women's reports did not show significant 
improvements in physician-initiated discussions, except in clinics where the physicians were 
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highly satisfied with the program. This conflicts with the findings from the physicians' reports. 
This difference might be due to the time lapse as mentioned above, or to a problem with the 
sensitivity of the patient questionnaire. 

The in-depth interviews we carried out during the evaluation of the pilot shed light on some other 
outcomes of the program that were not measured in the evaluation of the full program. Many of 
the respondents emphasized the contribution of the lessons to raising awareness and reinforcing 
existing knowledge, even when they did not provide new knowledge. Another secondary benefit 
mentioned was that the group sessions had a positive impact on the relationships within the clinic 
– they gave an opportunity for the clinic staff to discuss cases and exchange ideas among 
themselves, something that they normally do not have time to do. These sessions therefore 
provided an impetus to developing a culture of ongoing exchange within the clinic setting.  

The examination of clinical indicators did not find consistent evidence of the program's impact. 
This does not necessarily mean that the program was ineffective and it might be due to 
improvements being masked by other concurrent projects in Clalit, or to the fact that the 
comparison clinics for the particular indicator also participated in some of the lessons, or to the 
inability of the indicators to detect changes in the quality of interactions between the physicians 
and their women patients.  

In this context, we note that the CME program, which improves attitudes, knowledge and skills, 
constituted an important complement to organizational measures meant to focus attention on 
specific health problems (such as the quality measurement effort). While the latter provide 
incentives and focus attention on certain issues, the former teaches physicians how to discuss 
sensitive topics with patients or to approach problems in a different way. 

Beyond the immediate outcomes that we could measure, the program also contributed by 
sensitizing the physicians to women's health issues and raising the importance of these issues in 
Clalit's agenda. Another important contribution was that Clalit acquired experience in the use of a 
new tool for distance learning which could be used for various topics and audiences in the 
organization. Clalit is already making use of this tool in training nurses and human resources 
personnel and in a course on preventive medicine for physicians in the health plan. Other Israeli 
health plans are also looking into possible use of these e-learning lessons on women's health. 
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11..  IInnttrroodduuccttiioonn  

11..11  TThhee  PPrrooggrraamm  
The ISHA program, funded by the Jewish Federation of Cleveland, is devoted to improving the 
health of women in Israel through a series of programs aimed at both health providers and health 
service consumers. The Myers-JDC-Brookdale Institute has monitored and evaluated the 
program's development from its inception. 

The Continuing Medical Education (CME) program in Clalit Health Services was one of the main 
components of ISHA. The program was initiated by Clalit in conjunction with the Jewish 
Federation of Cleveland and the Jewish Agency. It was developed with the purpose of improving 
physicians' awareness, knowledge, skills and self-efficacy concerning women's health. It was 
hoped that these improvements would lead to better care and better women's health. In addition, 
the program created an opportunity to develop a new method of physicians' group learning in the 
clinics, based on distance learning.  

To achieve this goal, an 18-lesson course using distance-learning techniques was developed by 
Clalit with the assistance of an advisory committee from the Jewish Federation of Cleveland. The 
Myers-JDC-Brookdale Institute evaluated the program. 

The program was based on an innovative learning method: asynchronous e-learning in small 
groups, which took place on site at primary care clinics and was integrated into the regular work 
schedule. The lessons were facilitated by one of the physicians at the clinic. They were 
interactive and demanded active participation. Group discussions were the main learning vehicle. 
The lessons were held in the clinics during working hours, and clinics could study at a time that 
they chose and the program advanced at each clinic's own pace. To the best of our knowledge, 
this is the first time – in Israel or abroad – that such a system for peer learning in groups in an 
actual clinical setting has been developed. 

Several units in Clalit were involved in developing the program: the Medical Division, the 
Computer Department and the Training Department. Each lesson was developed and written by a 
pair of Israeli physicians: a specialist who was an expert on the subject of the lesson and a 
primary care physician who put forward the family medicine perspective. Each pair was in 
contact with leading experts from Cleveland who added their own input on each lesson. A 
commercial company specializing in e-learning then formatted the material into a computerized 
lesson, which was uploaded to the program's website. The topics included were an introduction to 
gender medicine, adolescents, menopause, osteoporosis, PMS, pregnancy related depression, 
domestic violence, family planning, pregnancy follow up, amenorrhea, breast cancer, cardiology, 
incontinence, sexuality and autoimmune diseases.  

Beyond the challenge of developing the modules, the implementation within hundreds of clinics 
scattered throughout the country posed a major challenge, particularly since the actual utilization 
of the system depended in the final analysis on the initiative of the staff in each of the clinics and 
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their commitment to engage in ongoing learning within the framework of their busy schedules, 
and without any additional pay. Moreover, prior to the program, women's health may not have 
been a high priority for many of these physicians.  

The full implementation of the program required significant upgrading of the computer 
infrastructure, the appointment of coordinators in each of the districts, and the training of a 
special cadre of program facilitators, who were selected by their respective clinics.  

Thus, as we can see, the ISHA CME program at Clalit Health Services was an ambitious and 
innovative initiative in distance learning for groups of physicians. The program was developed 
through a unique exchange of knowledge and experience among matched groups of experts in 
each of the major topics. The program reached over a thousand physicians, and through them had 
the potential to influence the care of hundreds of thousands of women.  

11..22  EEvvaalluuaattiioonn  ooff  tthhee  PPiilloott    
The program began with a pilot of seven lessons held in 27 clinics in two districts during 2004-
2005. The goal was to examine aspects of the program's implementation and its effect on 
physicians, in order to assist in planning the full program. A multi-dimensional evaluation was 
implemented using both quantitative (questionnaires for participants, structured feedback forms) 
and qualitative (in-depth interviews, observations) tools. The evaluation showed that physicians 
were satisfied with the new learning method and found changes in their knowledge, attitudes, 
skills, self-efficacy and practice regarding some of the course topics. 

The in-depth interviews we carried out during the evaluation of the pilot shed light on some other 
outcomes of the program that were not measured in the evaluation of the full program. Many 
respondents emphasized that the lessons had helped raise awareness and substantiate existing 
knowledge, even when they did not provide new knowledge. Another side benefit mentioned was 
that the group sessions had a positive impact on relationships within the clinic – they gave the 
staff the opportunity to discuss cases together and exchange ideas, something that they do not 
often have time to do. They therefore provided an impetus to developing a culture of ongoing 
exchange within the clinic setting. 

Following analysis of the pilot, a number of strategies for improving the lessons were identified 
and improvements were introduced into the lessons. In addition, 11 new lessons were developed, 
giving a total of 18. The full course was then offered to all clinics with 3 or more primary care 
physicians, and was gradually introduced into over 200 clinics in Clalit's eight districts.  

11..33  EEvvaalluuaattiioonn  ooff  tthhee  FFuullll  PPrrooggrraamm  
The evaluation of the full program examined the program’s contribution to improving the 
physicians' attitudes, knowledge, self-efficacy, skills and practice patterns regarding the specific 
women’s health issues that were discussed in the program. It was implemented in two districts: 
Sharon-Shomron and Jerusalem. These districts include Jewish and Arab populations in both 
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urban and rural localities. Both entered the program after the pilot stage so all the clinics started 
with the improved lessons. 

The evaluation had three components: a survey of physicians in participating clinics, a survey of 
women visiting these clinics and an analysis of clinical indicators relevant to the program's 
topics. The women were asked about their health status, specific aspects of their interaction with 
their physicians (discussions they had with them on related topics and referrals by physicians to 
various tests) and about their satisfaction with and assessment of the care they received. The 
physicians were asked about their attitudes, their self-efficacy and their practices in relation to the 
topics that were covered intensively in the course and in relation to the discussions they had with 
the patients and the treatment they provided. In addition, we asked the physicians to indicate their 
overall satisfaction with the course, its content and the unique distance learning strategy 
implemented in the program. 

We did not have the opportunity to use a randomized trial format to define a control group, 
because almost all of the clinics in the Jerusalem and Sharon-Shomron districts participated in the 
program, at least initially.  

There was a partial overlap between the physicians' and the women's questionnaires. There were 
questions we asked both groups and questions we asked only physicians or only women. Each 
group was asked only questions that we thought they could answer effectively, with the overall 
objective being to create as full and as accurate a picture as possible of the care women were 
currently receiving in the clinics as well as the impact of the intervention on that care.  

22..  WWoommeenn''ss  SSuurrvveeyy  

22..11  IInnttrroodduuccttiioonn  
The women's survey was conducted in two stages: the first, before the program started, was from 
June–October 2006; the second was after the program was concluded, in February and March 
2009. The goal of the survey was to examine whether the women experienced any changes in 
their treatment following the program and to obtain a picture of the care women receive at Clalit's 
clinics.  

22..22    MMeetthhooddss  aanndd  PPooppuullaattiioonn  
The study employed a pre-post design. In the pre-course survey, we interviewed women in 40 
clinics, 20 in each district. In Jerusalem, this meant all the participating clinics3 and in Sharon-
Shomron, this was a random sample of the clinics (20 out of 33). We had intended to repeat the 
survey in all these clinics at the end of the program. However, some of the clinics dropped out of 
the program or advanced at a slow pace and completed only a small number of lessons, and we 

                                                 

3 More clinics joined the program later, but at the time we conducted the survey, these were the only 
clinics in the district that had joined. 
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did not survey them in the second round. We conducted the post-course survey in 29 clinics 
where the physicians had completed at least 11 of the 18 course sessions (almost two-thirds of the 
full course): 17 clinics in the Sharon-Shomron district, and 12 in the Jerusalem district. In these 
clinics, we interviewed 788 women in the pre-course survey (79% response rate) and 857 women 
(not the same women) in the post-course survey (75% response rate). In this report, we present a 
comparison between the post- and pre-course findings in the 29 clinics. 

The sample in both rounds of the survey included women aged 18 or older who had come to the 
clinic to see the family physician. They were interviewed at the clinic. Women visiting the clinic 
for other purposes – seeing the nurse, getting medication from the pharmacy, bringing a child to 
see the physician, etc. – were not interviewed. 

We interviewed 6 days a week, for about 4 hours in each clinic, at various hours when they were 
open. We interviewed all the relevant women who came to the clinic while we were there, 
without sampling. If they did not have the time to be interviewed at the clinic, we asked their 
permission to interview them later by phone. We interviewed between 25 and 40 women at each 
clinic, and if necessary returned to clinics more than once to interview more women.  

The pre-course survey took about 4 weeks in each district and the post-course survey took 3 
weeks in Jerusalem and 6 weeks in Sharon-Shomron. We began the post-course survey less than 
a month after the end of the program, about 2.5 years after the pre-course survey was conducted. 

The post-course questionnaire was the same as the pre-course questionnaire. Questionnaire topics 
were chosen for their importance to women's health and relevance to the material taught in the 
course. Some of the topics were a major focus in the program and some were just mentioned. The 
questionnaire was anonymous and therefore we did not return to the same women in the second 
round of the survey – the two surveys represent women visiting the same clinics at different 
points in time.  

The questionnaire was written in Hebrew and translated into Arabic, Russian and English. 
Women who could not answer the questions in any of these languages were not interviewed. The 
majority of interviews were conducted in Hebrew – 87% in the pre-course survey, and 86% in the 
post-course survey. Seven percent of the questionnaires in the pre-course survey and 4% in the 
post-course survey were conducted in Russian.  

Arab women constituted 5% of the respondents in the pre-course survey and 9% of those in the 
post-course survey. Since there are significant cultural and lifestyle differences between Jewish 
and Arab women in Israel, we weighted the final sample to adjust for the difference in sampling 
of Arab women.  

We tried to address the issue of the variations in the implementation of the program in different 
clinics, and their effect on the outcomes of the program. To this end, we performed two sub-
analyses on the topic of discussions initiated by physicians. In the first, we compared the 
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responses of women treated in clinics in which the physicians completed 17-18 of the lessons 
with those of women treated in clinics that completed only 11-16 lessons. In the second sub-
analysis, we compared the responses of women treated in clinics in which the physicians 
expressed the most satisfaction with the program with those of women at clinics in which 
physicians were less satisfied. These data (regarding satisfaction of the physicians) were taken 
from the physician's questionnaires. Since the clinics in which physicians were surveyed do not 
fully overlap with the clinics in which women were surveyed, there are only 22 clinics in this 
analysis.4 Table 1 summarizes the number of clinics in each of these sub analyses. 

Table 1: Clinics in the Sub-Analyses 

 Criteria for Selecting Clinics Number of Clinics 
Sub-analysis 1 Performed 17-18 lessons 15 

Performed 11-16 lessons 14 
Total 29 

Sub-analysis 2 High level of physician satisfaction 7 
Low level of physician satisfaction 15 
Total  22 

 
In the 22 clinics for which we had data both on the number of lessons completed and on 
physician satisfaction rates, 3 indicated a high level of satisfaction and completed the course in 
full (17-18 lessons), 4 indicated a high level of satisfaction and partially completed the course 
(11-16 lessons); 11 indicated a low level of satisfaction and had completed the course in full; and 
4 indicated low satisfaction and partially completed the course. 

FFiinnddiinnggss  ffrroomm  tthhee  PPrree--CCoouurrssee  SSuurrvveeyy  
The purpose of the pre-course survey was to provide baseline data on the health status of women 
registered at the clinics, the care they were receiving from their family physicians and their 
perceptions of that care. The questionnaire included items regarding the interaction with the 
family physician, satisfaction with the physician and the care given, health status and health 
behavior, and sociodemographic background.  

Some of the main findings were:  

 As could be expected in a survey conducted in primary care clinics, the women surveyed 
were older and in poorer health than the general population. Almost half the women rated 
their health status as fair or poor, and more than two-thirds reported at least one chronic 

                                                 

4 This difference in the number of clinics is due to the fact that we had another round of interviews for 
physicians in the middle of the program, which we held at only some of the clinics. We then returned 
only to those clinics for the final round of the survey. A more detailed description can be found in 
Section 3.2. 
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condition. Over half of them reported being either overweight or obese. Arab women rated 
their health status slightly higher than Jewish women, but reported more obesity. 

 According to the women, physicians initiated few discussions on key health issues. The 
women were asked about discussion of 12 topics. The topics most commonly discussed by 
physicians were weight, nutrition and exercise, but even those subjects were discussed with 
only about a quarter of the women. On almost all other topics, 10% or less reported such 
discussions.  

 More than half the women of relevant ages had been referred to cholesterol and bone density 
tests in the past five years, but few had been referred to hearing and vision tests. Less than 
half were referred for a flu shot. 

 Most women rated the physicians' care very highly, and most were satisfied with the amount 
of time the physician spent with them.  

22..33  FFiinnddiinnggss    
22..33..11  WWoommeenn  
2.3.1.1 Sociodemographic Characteristics and Health Status  
The comparison of sociodemographic characteristics and health status reveals that the women 
interviewed in the two rounds were similar. As can be expected of a sample of women 
interviewed in primary care clinics, the average age in both surveys was higher than in the 
general population and there were high rates of chronic disease. The post-course population was 
slightly more educated than the pre-course population. 

Health Status:  

 Less than a third of the women in each of the surveys rated their health as very good or 
excellent (pre-: 27%, post-: 29%). Twenty-seven percent of the women in the pre-course 
survey and 31% in the post-course survey rated their health as good and the rest (46% and 
40%, respectively) rated their health as fair or poor.  

 We asked the women whether they had ever been diagnosed by a physician or other medical 
authority with any of the chronic conditions on a given list. The most commonly diagnosed 
condition reported was hypertension (39% in both samples), followed by osteoporosis or 
calcium deficiency (27% in both samples). A total of 70% and 69% of women in the pre- 
and post-course surveys, respectively, reported at least one chronic condition.  

 We asked the women interviewed about their weight and height, and computed their body 
mass index (BMI). Nearly half (47% and 48%) of the women in each survey were in the 
range of normal weight or below, one-third (32%) of the women in each survey were 
overweight (BMI 25.1 to 29.9), and one-fifth (21% and 20%) of the women were obese 
(BMI 30 or more).  
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Table 2: Sociodemographic Characteristics  

 Pre-Course Post-Course 
Age    

18-35 18 21 
36-64 45 46 
65-96 37 33 
Mean age (years) 57 55 

Country of birth    
Israel  49 52 
FSU and Eastern Europe  18 19 
Western Europe, America, Australia, South Africa  4 5 
Asia or Africa 29 24 

Year of immigration for those not born in Israel    
Prior to 1990 81 80 
1990 and after 19 20 

Family status   
Married/cohabiting 61 63 
Divorced/separated 10 9 
Widow 17 16 
Single  12 12 

Education*   
Never studied/Did not finish primary school 4 6 
Primary/Junior high school 22 15 
High school/Post high school 50 50 
University  24 29 

Extent of difficulty in paying for basic necessities   
Very difficult 23 19 
Somewhat difficult 36 36 
Not at all difficult 41 45 

*p<0.05 Chi-Square test 

 
2.3.1.2  Care Given by the Family Physician 
In this section, we analyze the responses of women in the pre- and post-course surveys to 
various aspects of the care they received from their family physician and report on statistically 
significant changes between the two rounds of the survey. The full data appear in the tables in 
Appendix II. 

A. Initiating Discussions (Table II-4) 
We asked women whether their physician had discussed any of a wide range of preventive health 
and other important topics with them in the past year, and if so, who had initiated the discussion. 
We were especially interested in discussions initiated by the physician. The topics included 
lifestyle issues (nutrition, weight, smoking, exercise), psychosocial issues (domestic violence, 
depression, relationship with spouse, stress), reproductive health (family planning), menopause, 
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urinary incontinence and family history of cancer (breast and ovarian). The lifestyle issues, 
relationship with spouse and stress were mentioned in the lessons but were not the focus of any 
specific lesson; the other issues were the subject of specific lessons. 

No significant differences were found regarding any of the topics. Psychosocial issues, family 
planning and incontinence were particularly low to begin with and remained low – the percentage 
of women reporting that their physician had initiated discussions on any of these subjects was 
very low (2%–9%) in each of the surveys. Between 10% and 31% of the women in the pre-course 
survey and 13%–31% in the post-course survey reported that physicians initiated discussions with 
them on the other topics. The topics discussed most were nutrition and exercise. 

We also did not see any change in the pattern of women initiating discussions themselves. On 
most topics, about 10% of the women both before and after the program initiated discussions. 
Only around 2% reported that they raised issues such as smoking, domestic violence and relations 
with their spouse with their physicians. 

B. Referrals to Tests and Flu Shots  
We asked whether the physician had suggested or referred the patients to various tests or 
treatments over the past five years. These included cholesterol, hearing, vision and bone density 
tests and flu shots. Referrals to cholesterol tests were high to begin with (61% during the 
previous year) and hardly changed. Small and insignificant increases were found for vision 
(from 28% to 31%) and bone density (from 11% to 17%) tests. Statistically significant increases 
were found in referrals for hearing tests and flu shots, as described below:  

 Hearing tests: A statistically significant increase in referrals was found for all women and, 
when analyzed separately, for women 50 and over. The percentage of all women referred to 
a hearing test during the last year increased from 28% to 32%; among women aged 50 and 
over, the percentage increased from 33% to 40%.  

 Flu shots: A statistically significant increase in referrals was found for all women, and for 
women age 50 and over. For all women, the percentage referred during the last year 
increased from 36% to 49%. For women 50 and over, the percentage increased from 47% to 
63%.  

C. Measurements Taken at the Clinic  
We asked whether the family physician or nurse at the clinic had ever measured the woman's 
blood pressure, height and weight. Blood pressure measurements were high to begin with and 
did not change. Statistically significant increases were found for height and weight 
measurements. It is worth noting that since the beginning of 2009, clinics in Clalit have been 
remunerated for measuring and recording weight and height. Although this change was 
introduced concurrently with the beginning of the survey, it might have had an effect on this 
finding since physicians' awareness to this issue was heightened. 
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Table 3: Measurements in the Clinic 

 

 During the  
Past Year 

  During the  
Past 5 Years 

 More than  
5 Years Ago or Never 

Pre Post  Pre Post  Pre Post 
Blood pressure 82 83  8 9  10 8 

Height ** 32 52  13 14  55 34 

Weight ** 37 59  13 14  50 27 
**p<0.01 Chi-square test  
 
D. Physicians' Involvement in Changing Health Behaviors (Table II-6) 
We asked about two important health behaviors – smoking and physical activity – and about the 
assistance women got from their physicians in changing them.   

A quarter of the women in each survey reported that they smoked. A significantly higher 
percentage of women from the post-course survey reported that their physician had referred them 
to a smoking cessation program (22% vs. 14%). No changes were found regarding physical 
activity: in both cases, 31% reported exercising regularly. 

E. Treatment of Women Aged 50 or More  
Only women aged 50 or more were requested to answer the questions in this section. 

 Hormonal Replacement Therapy (HRT): In recent years, following studies showing that 
HRT may increase the risk for other health problems, the approach to HRT for menopause 
symptoms has changed from a general recommendation to a more selective approach. While 
HRT is usually prescribed by gynecologists and not family physicians, we wanted to see 
whether family physicians were discussing the issue and treatment options with their 
patients. We found no differences between the women interviewed in the two surveys (18% 
and 21% reported that their physicians discussed this with them in the pre- and post-course 
surveys, respectively).  

 Mammogram: Breast cancer screening is an important part of preventive health, and we 
wanted to see whether family physicians encourage their patients to perform mammograms. 
We did not ask about actual referrals to mammography as this is not done by the physicians, 
since Clalit has a system of automatic computerized referrals. We found a statistically 
significant rise from 71% to 83% in the percentage of women aged 50 and over who reported 
that their physician had asked them whether they actually perform mammograms every two 
years.  

F. General Assessment of the Quality of Care Given by the Family Physician (tables II-8–9) 
 Assessment of care: We presented the women with 6 statements regarding the quality of 

care given by their physician and asked to what extent they agree with them. The statements 
were: "The physician gives good medical care," "The physician is truly concerned about me 
and my health," "The physician really listens to me," "The physician answers all my 
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questions," "The physician treats me with respect," and "The physician explains everything 
about my treatment clearly."  

Assessment of care was high to begin with. At least 84% of the women in the pre-course 
survey agreed, to a great or very great extent, with all the statements, and at least 55% agreed 
with them to a very great extent. This percentage increased in the post-course survey, an 
increase that was statistically significant regarding three items – "The physician is truly 
concerned about me and my health" (63% vs. 55% agreed to a very great extent), "The 
physician really listens to me" (67% vs. 59%) and "The physician treats me with respect" 
(74% vs. 67%). The percent of women indicating little agreement with these statements also 
varied from item to item between 6% for "The physician treats me with respect" and 12% for 
"The physician gives good medical care." 

 Length of visit: We asked how much time the women had spent with the physician during 
their last visit, and whether this time was enough for them. There was no change in the 
median length of visit (10 minutes), and the great majority of women in both stages of the 
survey thought this was enough.  

22..33..22  AAnnaallyyssiiss  bbyy  TTyyppee  ooff  CClliinniicc  
We were surprised to find that there was no change in discussions with physicians. We thought 
this might be related to differences in the implementation of the program. To address this 
question we performed two sub-analyses on the topic of discussions: a) we compared women 
treated at clinics that completed almost all the lessons with women treated in the other clinics; b) 
we compared women treated at clinics in which the physicians' satisfaction with the program 
was highest with women treated in clinics in which the physicians' satisfaction was lowest. 

A. Women Treated at Clinics that Completed 17-18 Lessons Compared to Women at Other 
Clinics  

As explained in the introduction, the full course involved 18 lessons, which clinics completed at 
their own pace. Fifteen clinics completed 17-18 of the 18 lessons (henceforth: full program 
clinics). Another 14 clinics completed fewer than 17 lessons (henceforth: partial program 
clinics). The following table shows the number of women in the two clinic groups: 

Table 4: Women in Full and Partial Program Clinics 

 Full Program  
(completed 17-18 lessons) 

Partial Program  
(completed 11-16 lessons) 

Number of women: Pre-course 383 405 

Number of women: Post-course 412 445 
 
We had thought that the clinics that had completed more lessons would have had greater 
opportunity to introduce a broader range of improvements. We also believed that a greater 
number of lessons completed could also be an indication that these clinics took the lessons more 
seriously and invested more intensely in the process. 
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We found little difference between full and partial program clinics. At the full program clinics, a 
significant increase was found for discussions about weight (increased from 22% to 29%), 
smoking (11% to 16%) and about relations with spouse (which doubled from 2% to 4%, but still 
remained low). At partial program clinics, we found no significant increases.  

B. Women Treated at Clinics at which the Physicians Reported High Satisfaction with the 
Program, Compared to Women Treated at Clinics at which Physicians Reported Low 
Satisfaction  

Using data from the physicians' questionnaires (Section 3), we divided the clinics into two 
groups: clinics in which physicians were highly satisfied with the program and felt that they had 
learned a lot, and clinics in which the physicians were less satisfied.  

To identify the clinics in which the physicians were more satisfied, we created a measure based 
on physicians' answers to one question on overall satisfaction with the program and seven 
statements about the success of the program.5 We calculated the mean score for each clinic, and 
ranked the clinics accordingly. We then chose the top 7 clinics (one-third of the clinics), which 
we will call "high satisfaction" clinics. Since the clinics in which physicians were surveyed do 
not fully overlap with the clinics in which women were surveyed, there are only 22 clinics in this 
analysis. The number of women in each group of clinics is presented in Table 5. 

Table 5: Women in High and Low Satisfaction Clinics 

 High Satisfaction  
(7 clinics) 

Low Satisfaction  
(15 clinics) 

Number of women: Pre-course 175 400 

Number of women: Post-course 200 425 

 
We found significant improvements regarding 6 topics (half of those asked about) in the high 
satisfaction clinics. We found no improvements in the low satisfaction clinics. The improvements 
were most marked in the lifestyle questions (nutrition, weight, exercise and smoking) and were 
also found in one psychosocial topic (mental anxiety/depression) and in family history of breast 
or ovarian cancer. Note that in the 4 lifestyle topics, the starting point of the high satisfaction 
clinics was markedly lower than that of the low satisfaction clinics. In Table 6, we show the data 
for those topics in which there was significant improvement.  

                                                 

5 The statements were: "I learned new things from my colleagues in the clinic," "I would like to learn 
about other topics in courses using this method," "The atmosphere in the learning group was pleasant 
and contributed to the learning process," "I am satisfied with this learning method," "I felt comfortable 
speaking during the sessions," "I enjoyed the course," "I learned new things from the computerized 
lesson." The question was: "To what extent were you satisfied with the course?" 
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It may be that the program was better implemented in the first group, and this might have had an 
impact on the physicians' practice. It is also possible that, as with the clinics that completed more 
lessons, these clinics took the lessons more seriously and invested more intensely in the process.  

Table 6: Discussion Topics in which there was Significant Improvement in Higher 
Satisfaction Clinics 

 Pre Post 
Healthy nutrition   
   Clinics with high satisfaction * 19 29 
   Clinics with low satisfaction  29 29 

Your weight    
   Clinics with high satisfaction ** 13 31 
   Clinics with low satisfaction  26 26 

Exercise    
   Clinics with high satisfaction ** 22 35 
   Clinics with low satisfaction  31 30 

Smoking   
   Clinics with high satisfaction * 8 14 
   Clinics with low satisfaction  14 16 

Mental anxiety or depression   
   Clinics with high satisfaction * 5 13 
   Clinics with low satisfaction  7 7 

Family history of breast or ovarian cancer   
   Clinics with high satisfaction * 14 22 
   Clinics with low satisfaction  18 18 
* p<0.05          ** p<0.01 

22..33..33  MMuullttiivvaarriiaattee  AAnnaallyyssiiss    
We wanted to examine the independent effect of the program on discussions while controlling for 
various patient characteristics. To this end we ran a logistic regression in which we controlled for 
the following variables: more than one visit to the clinic in the past three months, at least one 
chronic illness, Arab, age 55 or more, immigrated since 1990, low education. In addition, we 
included a variable denoting that the woman was surveyed in the post- (as opposed to the pre-) 
course survey. 

We found that being interviewed in the post-course survey had an independent positive effect on 
physician initiated discussions regarding smoking (increases the likelihood of the physician 
initiating a discussion by 1.4) and distress/depression (increases the likelihood by 1.5) but not on 
the other 10 topics we examined. This means that, controlling for other important differences 
between the populations in the two surveys, we can see changes following the program in these 
two topics only.  
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33..  PPhhyyssiicciiaannss''  SSuurrvveeyy  

33..11  IInnttrroodduuccttiioonn  
The goals of the physicians' surveys were first, to examine the program's effect on the physicians' 
knowledge, attitude, self-efficacy and practice; and second, to examine the physicians' perception 
of the program, how much they felt it contributed to them, its strong and weak points, and how it 
could be improved. 

33..22  MMeetthhooddss  aanndd  PPooppuullaattiioonn  
Because of the length of the program (18 lessons spread over about two years), the survey had 
three rounds: before the program began, in the middle of the program, and after the program was 
concluded. 

Prior to the first lesson, we administered a pre-course questionnaire to all family physicians in the 
participating clinics in the two districts, in order to collect baseline data to be compared with data 
collected at mid-program and at the end of the program. We collected data at 53 clinics – 33 in 
Sharon-Shomron and 20 in Jerusalem. A total of 236 physicians out of the 245 who work in these 
clinics (96%) completed the questionnaire.  

The mid-course questionnaire was administered to physicians after they had completed 11 of the 
18 lessons in the program. This questionnaire was administered in 27 of the 53 clinics that began 
the program. Altogether, 108 physicians out of 119 who work in these clinics (91%) completed 
the questionnaires. The other clinics had either dropped out of the program completely or 
advanced in the course at a very slow pace and did not complete the 11 lessons within the time 
frame we had set.  

The post-course questionnaire was administered in January to May 2009, several months after the 
end of the program (December 2008). Questionnaires were administered in 26 of the 27 clinics in 
which we had administered mid-course questionnaires (one of them had stopped the program 
before the end). A total of 100 of the 109 physicians who worked in the 26 clinics completed the 
questionnaire (92%). Table 7 summarizes the numbers of clinics and questionnaires.  

Table 7: Data Collection: Clinics, Questionnaires and Response Rates 

 Pre-Course Mid-Course Post-Course 
Number of clinics 53 27 26 

Number of questionnaires 236 108 100 

Response rate 96% 91% 92% 
 
Physicians completed the questionnaires in their clinics. We promised them complete 
confidentiality and did not ask them to write their names on the questionnaires. We did however 
ask them to write their home phone numbers so we could match all 3 questionnaires and analyze 
changes. In fact, some of the physicians did not write their phone numbers or changed them 
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between the different survey rounds. In addition, over the two-year period, naturally, some 
physicians changed clinics or left. Consequently, we could not match all the questionnaires and 
had to exclude some of them from the analysis. Table 8 shows the number of questionnaires in 
the three matched sets. 

Table 8: Matched Questionnaires 

Mid-Pre Post-Mid Post-Pre 
92 83 61 

 
TThhee  QQuueessttiioonnnnaaiirreess  
All three questionnaires included items on knowledge, attitudes, self-efficacy and practice 
regarding women's health. The post-course questionnaire also included questions in which the 
physicians were asked to evaluate the course. Each question (except those on course evaluation) 
appeared in two of the three questionnaires, so that changes over time could be examined. 

We asked about several dimensions of the physicians' practice:  

 Attitudes, self-efficacy and actual practice regarding initiating discussions 

 Attitudes, self-efficacy and actual practice regarding treatment  

 Skills and knowledge for identifying problems 

 Specific questions to examine their knowledge 

The pre-course questionnaire was written before all the lessons had been prepared and we did not 
therefore know the detailed content of some of them. Accordingly, not all the program topics 
were included in this questionnaire. Most of the questions in the pre-course questionnaire were on 
topics included in lessons 1-11, and some were on topics included in later lessons. The mid-
course questionnaire was the "post" questionnaire for most topics in lessons 1-11 and the "pre" 
for most topics in lessons 12-18. The following table shows the health topics included in each 
questionnaire.  

For some topics, we asked to what extent physicians initiated discussions with all women; for 
others, we asked about particular age groups (e.g., family planning with women of fertility age, 
menopause symptoms with women over 40). 

In this report, we summarize the findings from an analysis of changes that occurred between the 
pre-, mid- and post- course surveys and present a summary of the physicians' evaluation of the 
course. This analysis was performed only when we had at least two questionnaires from the same 
physician.  
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Table 9: Topics Covered in the Physicians' Questionnaires  

Topics Pre-Course Mid-Course Post-Course 
Incontinence +  + 
Domestic violence + +  
Mental distress or depression + +  
Sexuality +  + 
Breast cancer +  + 
Eating disorders + +  
Pre-/post-natal depression + +  
Premenstrual syndrome (PMS) + +  
Menopause symptoms + +  
Osteoporosis  + +  
Pregnancy +  + 
Heart disease  + + 
Family planning + +  
Amenorrhea   + + 
 

Before presenting the comparisons, the following are the main findings from the pre-course 
questionnaires: Overall, prior to the course, physicians seemed more comfortable with bio-
medical than psychosocial issues, with regard to both discussions with the patients and 
treatments. Examples of "strong" topics that physicians felt comfortable with are family history 
of breast cancer and osteoporosis; examples of "weak" topics include sexuality, domestic 
violence and family planning. We also found that physicians reported low self-efficacy regarding 
discussing, identifying and treating some of the problems. The knowledge test revealed 
significant gaps in the knowledge of a number of these topics.  

33..33  FFiinnddiinnggss    
33..33..11  PPoosstt--CCoouurrssee  PPhhyyssiicciiaann  CChhaarraacctteerriissttiiccss    
 Fifty-four percent of the physicians were women. 

 Forty-five percent of the physicians were born in Israel and 43% in the former Soviet Union 
or Eastern Europe. Of those not born in Israel, 55% had arrived in Israel since 1990. 

 The physicians' ages ranged from 36 to 68, with a mean of 51. 

 Eighty percent of the physicians were specialists, most of them in family medicine.  

33..33..22  AAnnaallyyssiiss  ooff  BBeeffoorree--AAfftteerr  CChhaannggeess::  AAllll  PPhhyyssiicciiaannss  
As noted, in this chapter, we present the findings from comparisons between the mid-course and 
post-course questionnaires and between the pre-course and post-course questionnaires. The topics 
appear in Table 9. 
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The report includes statistically significant changes, as well as notable – if not statistically 
significant – changes (10 percent points or more). 

3.3.2.1 Initiating Discussions (tables II-15–II-17) 
We looked at three aspects of the physicians' performance in initiating discussions – attitude, self-
efficacy and practice – regarding the following topics: domestic violence, mental distress or 
depression, eating disorders, pre- and post-natal depression, family planning, premenstrual 
syndrome (PMS), menopause symptoms, urinary incontinence, sexuality, family history of breast 
and ovarian cancer and family history of heart disease. 

 Attitudes: The physicians were asked to what extent they thought it desirable for primary care 
physicians to initiate discussions with their female patients on the above topics. Statistically 
significant changes were found in two topics: domestic violence (an increase from 60% to 
76% among physicians believing it desirable to a great or very great extent to initiate 
discussions on this topic), and family planning (from 48% to 64%). There was also a large, 
albeit not statistically significant, increase in the percentage of physicians reporting positive 
attitudes towards initiating discussions in the post-course survey (compared to the pre-course 
survey) regarding PMS, pre-/post-natal depression, incontinence and sexuality.  

The percentages of physicians reporting positive attitudes (agreeing to a great, or very great, 
extent) regarding discussions about history of breast/ovarian cancer and heart disease were 
initially high (84% and 79%, respectively) and remained so.  

 Self-Efficacy: Physicians were asked to what extent they felt able to initiate a discussion and 
advise women about the above mentioned topics. Statistically significant increases were 
found for four topics domestic violence, PMS, incontinence and sexuality. For domestic 
violence, the percentage of physicians who felt able to discuss them to a great or very great 
extent rose from 39% to 58%, for PMS it rose from 54% to 71%, for incontinence from 61% 
to 87%, and for sexuality the percentage rose from 31% to 54%. In addition, large though not 
significant changes were found in two other topics: depression (83% to 94%) and family 
planning (41% to 53%). 

The percentages of physicians reporting great or very great ability to initiate discussions 
regarding family history of breast/ovarian cancer and history of heart disease were very high 
to begin with (97% and 98%) and remained high (94% and 96%), with a reduction of 11 and 
7 percentage points, respectively, in the percentage of those reporting very great ability.  

 Practice: The physicians were asked to what extent they actually initiate discussions with 
their female patients on these four topics. For this question, we used a four-point scale – 
ranging from "with almost no female patient" to "with almost all female patients." 
Statistically significant increases were found for 6 topics – domestic violence (the percentage 
of physicians who reported that they discussed the issue with half or more or with almost all 
of their patients rose from 19% to 37%), pre-/post-natal depression (55% to 71%), menopause 
symptoms (71% to 88%), family planning (36% to 64%), incontinence (47% to 64%) and 
sexuality (15% to 25%).  
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As with attitudes and self-efficacy, the proportion of physicians who reported discussing 
family history of heart disease and of breast and ovarian cancers was high to begin with and 
remained high (94% and 97%), with about two-thirds of physicians reporting that they 
discussed these topics with almost all female patients.  

The physicians were also asked to what extent they asked women aged 50 and over whether 
they had a mammogram every two years. Ninety-one percent and 84%, respectively, reported 
that they asked almost all women; the others reported that they asked half or more of the 
women. 

It should be noted that the baseline differed greatly for the different topics. Thus, for example, in 
the pre-course questionnaires, only 19% of the physicians reported that they initiated discussions 
with almost all or with half or more of their patients on domestic violence, compared to 79% who 
initiated discussions on mental distress or depression. The baseline data on attitudes ranged from 
49% to 93%, and for self-efficacy 36% to 91%. Figure 1 illustrates the variability in practice. 

Figure 1: Initiating Discussions: Pre-Course, Selected Topics 

 
 

 3.3.2.2. Skills and Knowledge  
 Advising patients treated by specialists: Physicians were asked two questions assessing the 

extent to which they felt they had the skills and knowledge to advise women being treated by 
specialists for specific conditions: to what extent they felt confident to counsel a woman 
diagnosed and being treated for breast cancer; and to what extent they felt they had the skills, 
knowledge and access to updated resources to advise them about medications during 
pregnancy. There were statistically significant changes in both questions: after the program, 
physicians felt less able to counsel women with breast cancer and more able to advise them 
about medication in pregnancy. 
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Figure 2: Skills and Knowledge to Advise Women 
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 Identifying problems: The physicians were asked to what extent they felt they had the skills 
and knowledge to identify various problems among their female patients. Statistically 
significant improvements were found regarding incontinence (48% pre- and 86% post- felt to 
a great or very great extent that they had the skills and knowledge), sexuality (28% to 49%) 
and domestic violence (33% to 44%). Large but not significant improvements were also 
found regarding PMS and family planning. Almost all of the physicians in both 
questionnaires felt they had the skills and knowledge to identify family history of breast 
cancer, though the percentage reporting that they felt able to a very great extent declined 
from 69% in the pre-course questionnaire to 56% in the post-course questionnaire.  

3.3.2.3 Treating Problems (tables II-22–II-26) 
 Attitudes: Physicians were asked to what extent they felt it desirable for a primary care 

physician to treat mental distress/depression, pre-/post-natal depression, PMS, menopause 
symptoms, osteoporosis, incontinence and amenorrhea. A significant change was found for 
incontinence (from 56% to 76% in those who agreed to a great and very great extent that this 
was desirable), and for PMS (50% to 73%).  

 Self-efficacy: Physicians were asked to what extent they feel able to treat a woman with the 
above conditions and with urinary tract infections and chronic diseases during pregnancy. 
Statistically significant changes were found for PMS (44% felt able – to a great or very great 
extent – to treat it pre-course, vs. 60% post-course), menopause symptoms (from 67% to 
84%), incontinence (44% to 70%) and treating a urinary tract infection in a pregnant woman 
(90% to 97%). There was also a non-significant rise of 11 percentage points in those who felt 
able to a great extent to treat a pregnant woman with a chronic disease. 
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In a separate question, physicians were asked to what extent they felt able to carry out a 
pregnancy follow-up for a normal pregnancy. While no significant change was found between 
the answers given in the two questionnaires, in the post-course questionnaire, fewer 
physicians reported they were able to do so to a very great extent (pre-: 20%, post-: 7%). It is 
evidently possible that the lesson made some physicians realize that pregnancy follow-up was 
more complex than they had thought.  

 Practice: Physicians were asked about the extent to which they treated their female patients 
for mental distress/depression, pre-/post-natal depression, PMS, menopause symptoms, 
osteoporosis, incontinence and amenorrhea. There was a statistically significant improvement 
for mental distress/depression (from 86% to 92% in those who treat more than half or almost 
all patients), PMS (57% to 73%) and incontinence (57% to 82%). Although there was no 
significant change for amenorrhea, fewer physicians reported that they treated very few 
women in the post-course questionnaire (19%) than in the mid-course questionnaire (31%).  

 To further probe the issue of domestic violence, we asked the physicians the proportion of the 
women whom they had identified as violence victims whom they: (1) referred to another care 
provider; (2) continued to follow up; and (3) treated themselves. These questions are not 
mutually exclusive since a physician can refer a woman and continue to follow up. There was 
a statistically significant increase of 9% in those who referred women to other care providers 
in almost all or half or more of the cases, and a statistically significant increase of 10% in 
those who continued follow up in almost all or half or more of the cases. 

We also asked how often in the previous three months they had inquired about domestic 
violence when patients complained of headaches. There was a large and statistically 
significant rise of 31% (from 5% to 36%) in those who did so in most or all cases. 

Finally, we asked the physicians to what extent they felt they knew where to refer victims of 
violence. Here, too, we found a large, statistically significant rise of 24% in those who felt 
they knew to a great or very great extent. 

See Appendix I for a summary of the changes in initiating discussions, treating problems and 
skills and knowledge. 

3.3.2.4 Communication (Table II-27) 
Physicians were asked whether, and to what extent, they experienced difficulties communicating 
with women from cultural backgrounds other than their own. No significant change was found 
between the answers given in the pre- and post-course questionnaires. In the post-course survey, a 
smaller percentage of physicians report difficulties to a great extent or to a very great extent (pre-: 
23%, post-: 13%).  

3.3.2.5 Knowledge  
The knowledge questionnaire included 19 questions. On many topics, the level of knowledge was 
not high: less than 60% of the physicians were able to answer 8 of the 19 questions correctly both 
before and after the lessons.  
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However, we did see an improvement in knowledge. We found a significant improvement in 6 
questions. A large, but not statistically significant decline was found in the questions regarding 
pre-pregnancy counseling and antiphospholipid syndrome (APS).  

Table 10: Physicians who Answered Questions Correctly (Percent) 

Question Before After 
Best way of obtaining reliable information from a 16-year-old girl 75 ** 94 

Characteristics of adolescents with chronic diseases  20 ** 36 

Recommended treatment for osteopenia 77 84 

Age range for menopause 25 ** 49 

Effective treatments for alleviating menopausal symptoms 54 ** 83 

Percent of women suffering from PMS or from PMDD  
(premenstrual dysphoric disorder) 

3 10 

Correct action in cases of domestic abuse  30 42 

Most common type of domestic abuse 55 61 

Recommendations regarding birth control pills 52 47 

The health of women in Israel needs to be promoted because… 46 ** 65 

Main causes of death among women aged 70+ 80 90 

Treating depression for women  95 98 

Differences in medication between men and women 77 69 

Pre-pregnancy counseling 51 38 

APS 76 64 

Counseling to a woman with breast cancer 53 58 

Reasons for pain during intercourse for menopausal women 90 98 

Causes for secondary amenorrhea 55 61 

Heart disease among men and women  42** 58 
* p < 0.05  ** p < 0.01 Wilcoxon signed ranks test 

33..33..33  AAnnaallyyssiiss  ooff  BBeeffoorree--AAfftteerr  CChhaannggeess  bbyy  LLeevveell  ooff  PPhhyyssiicciiaann  SSaattiissffaaccttiioonn  aanndd  
bbyy  CCoommpplleettiioonn//NNoonn  CCoommpplleettiioonn  ooff  PPrrooggrraamm  

In addition to the general analysis of changes, we performed two sub-analyses: one by course 
satisfaction and one by course completion. We wanted to see: (1) Whether there was a 
relationship between physicians' satisfaction with the course and the changes they underwent 
following it, and (2) Whether there was a relationship between the number of lessons conducted 
at each clinic and the changes the physicians in each clinic underwent following the course. 
These analyses were performed only on the post-mid and post-pre comparisons. 

3.3.3.1 Analysis by Satisfaction with the Course  
We wanted to see whether the physicians who were more satisfied with the program also showed 
greater improvements. We thought that physicians who were more satisfied might have been 
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more interested in women's health issues to begin with. Alternatively, it was possible that those 
who found the lessons interesting, enjoyable and relevant to their work might have become more 
interested in the subject as the course progressed and therefore been more attentive to the lessons 
and gained more from the course. 

We divided the physicians into two groups based on their satisfaction score and compared the 
pre-post and mid-post changes that occurred in the two groups. To do this, we created a 
composite measure based on the responses to one question on overall satisfaction with the 
program and seven statements on various aspects of the program.6 The scores for this measure 
ranged from a possible 5 to 40. The highest scoring third of the sample were then categorized as 
"high satisfaction." Table 11 shows the number of physicians in each group. 

Table 11: Number of Highly Satisfied and Less Satisfied Physicians  

 Total7 Highly Satisfied Less Satisfied 
Pre-Post 57 of 61 19 38 

Mid-Post 77 of 83 29  48 
 
Because of the small sample sizes, few statistically significant differences were found. 
Nevertheless, the analysis reveals some differences between the two groups.  

 Attitudes, self-efficacy, practice, skills and knowledge: the two groups did not always share 
the same starting point. There were more topics in which the highly satisfied group started off 
at a higher point (a higher percentage of physicians marked the top categories) than the less 
satisfied group. Regarding all topics we asked about, the highly satisfied group's post course 
results were higher than those of the less satisfied group.  

We found that there were more statistically significant improvements among the physicians 
expressing higher satisfaction than among those less satisfied. Among the less satisfied, there 
was a statistically significant improvement regarding two topics, and a decline regarding four. 
Within the higher satisfaction group, there were statistically significant improvements 
regarding eight topics, and a decline in one topic. The list of topics is presented in Table 12. 

 Knowledge questions: the only statistically significant improvement found was in the 
response of the less satisfied physicians to the question about heart disease (44% to 67%). 
There were two statistically significant declines: in the low satisfaction group the question 
regarding pre pregnancy counseling (55% to 34%) and in the high satisfaction group the 
question regarding APS (72% to 48%). 

 

                                                 

6 For the statements and question, see footnote 4, on page 5. 
7 Physicians who did not answer one or more of the questions in the satisfaction measure were excluded 

from this analysis. 
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Table 12: Statistically Significant Changes among Highly Satisfied and Less Satisfied 
Physicians 

Less Satisfied Highly Satisfied 
Improvements

Knowledge and skills: identifying problems 
related to incontinence 

Knowledge and skills: identifying problems 
related to incontinence 

Practice: treating incontinence Self-efficacy: treating incontinence 

 Self-efficacy: initiating discussions on 
incontinence 

 Knowledge and skills: advising on medications 
during pregnancy 

 Self-efficacy: treating urinary tract infections in 
pregnant women 

 Knowledge and skills: identifying problems 
related to amenorrhea 

 Self-efficacy: initiating discussions on 
sexuality 

 Communication difficulties with women of 
different cultural backgrounds 

Decline 
Knowledge and skills: counseling a woman with 
breast cancer 

Knowledge and skills: counseling a woman 
with breast cancer 

Self-efficacy: initiating discussions on family 
history of breast cancer 

 

Knowledge and skills: identifying problems 
related to family history of breast cancer 

 

Self-efficacy: carrying out pregnancy follow-up  
 

3.3.3.2 Analysis by Course Completion  
As explained in the introduction, the course consisted of 18 lessons, which clinics completed at 
their own pace. Nineteen clinics completed 17-18 of the 18 lessons (henceforth: full program 
clinics), and 7 clinics completed fewer than 17 lessons (henceforth: partial program clinics). We 
thought that completing more lessons would provide opportunity for a broader range of 
improvements, and could also be an indication that these clinics took the lessons more seriously 
and invested more intensely in the process.  

Table 13 shows the number of physicians in the two clinic groups: 
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Table 13: Number of Physicians in Full/Partial Program Clinics 
  

Total 
Partial Program 

(completed 11-16 lessons) 
Full Program 

(completed 17-18 lessons) 
Pre-post  61 20 41 
Mid-post 83 26 57 
 

Table 14: Statistically Significant Changes among Participants in the Full and Partial 
Programs 

Partial Program Full Program 
Improvements 

 Practice: initiating discussions regarding 
incontinence  

 Practice: initiating discussions regarding 
sexuality 

Attitudes: initiating discussions regarding 
family history of breast cancer 

Attitudes: initiating discussions regarding 
incontinence  

 Self efficacy: initiating discussions regarding 
incontinence  

 Self efficacy: initiating discussions regarding 
sexuality  

Skills and knowledge: advice regarding 
medications during pregnancy  

Skills and knowledge: advice regarding 
medications during pregnancy 

Skills and knowledge: identifying incontinence Skills and knowledge: identifying incontinence 

 Skills and knowledge: identifying sexuality 
problems 

 Skills and knowledge: identifying amenorrhea 

 Practice: treating incontinence  

 Attitudes: treating incontinence  

Self efficacy treating a pregnant woman with a 
urinary tract infection 

Self efficacy: treating incontinence  

 Communication with women from difference 
cultural background 

Decline 
Practice: asking women if they have had a 
mammogram 

 

Skills and knowledge: advising a woman 
diagnosed with breast cancer 

Skills and knowledge: advising a woman 
diagnosed with breast cancer 

 Self-efficacy: carrying out a pregnancy follow-
up for a normal pregnancy 
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 Practice, self-efficacy, attitudes, skills and knowledge: as in the case of the analysis by 
satisfaction, here too the two groups did not always share the same starting point. There were 
more topics in which the partial-program clinics started off at a higher point. However, there 
were more topics in which the full program clinics' post course results were higher than those 
of the partial program clinics. 

We found more statistically significant improvements among the full-program clinic 
physicians than among those at the partial-program clinics. Within the partial program group, 
there was a statistically significant improvement in four topics, and a decline in two topics. 
Within the full completion group, there was a statistically significant improvement in 13 
topics, and a decline in two topics. 

 Knowledge questions: significant changes were found for two knowledge questions – main 
causes of mortality (partial program – improvement from 70% to 95%), and APS – decline 
for both groups (partial program, 77% to 69%; full program75% to 61%).  

33..33..44  CCoouurrssee  EEvvaalluuaattiioonn    
 Participation in the course: We asked the physicians to report in which of the 18 sessions 

they had participated. Eighty-seven of the 100 physicians answered this question. The median 
number of lessons reported was 15. One third of the physicians reported that they had 
participated in 1-11 lessons, a quarter reported participating in 12-16 lessons, and 43% 
reported participating in 17-18 lessons.  

The first nine lessons had the highest participation (81%– 83% of the physicians reported 
participating in them). Topics covered in these lessons included adolescent health, 
menopause, osteoporosis, PMS and depression during and after pregnancy. Six lessons had 
between 67% and 76% participation (domestic violence, family planning, amenorrhea, 
cardiology, urinary incontinence, and female sexuality). The three lessons with the lowest 
participation were pregnancy follow-up (lesson 12, 60%), breast cancer (lesson 14, 60%) and 
autoimmune disease (lesson 18, 55%). Looking at these findings together with the findings on 
the before/after changes, we see that there is not always a direct link between the two. Of the 
topics in which there were the largest number of changes, one (PMS) was among the lessons 
with the highest participation rates, and four others (domestic violence, family planning, 
incontinence and sexuality) were taught in lessons with a lower participation rate. Similarly, 
there were topics in which there was no change among the high, mid and low participation 
lessons, and there were a number of changes in a topic taught in one of the low participation 
lessons (pregnancy follow up). It is possible that if participation rates were high in all lessons 
we would have seen more changes. 

Note that physicians could have missed lessons either because the entire clinic did not study 
the lesson or because the physician himself did not participate in the lesson. 

 Contribution of specific lessons to knowledge, awareness or skills: physicians were asked to 
list the three lessons that contributed most to their knowledge or awareness or skills. Some of 
them chose to note more than 3 and some fewer. We computed the percentage of physicians 
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who noted a specific lesson as the most beneficial out of those who had actually participated 
in the lesson. Lessons with the highest percentage of participants rating them highly were: the 
approach to treating adolescents (lesson 2, 28%), treatment options for menopause (lesson 6, 
23%), breast cancer (lesson 14, 23%) and urinary incontinence (lesson 16, 22%). The lessons 
with the lowest rating were pregnancy follow-up (lesson 12, 5%) and cardiology (lesson 15, 
8%). Eighteen percent of the physicians reported that the course contributed equally to their 
knowledge in all topics. The physicians' ratings do not necessarily correspond to the 
improvements we found. Regarding incontinence, which was rated highly, we found overall 
improvement, but this was not the case regarding breast cancer. As we noted above, it is 
possible that the lesson on breast cancer showed the physicians that this was a more complex 
issue than they had previously thought. (Note also that the participation rate in the breast 
cancer lesson was low.) Regarding pregnancy, which was rated lowest, we found 
improvements in certain aspects we asked about, despite the low rating. 

 Overall satisfaction: the physicians were asked to what extent were they satisfied with the 
course and to what extent the course met their expectations. Three-quarters of the physicians 
were highly satisfied with the course (19% to a very great extent and 57% to a great extent), 
and two thirds felt that the course had met their expectations (23% to a very great extent and 
44% to a great extent). Although these numbers are quite high, this leaves a quarter of the 
physicians who were not very satisfied (most of them reported they were satisfied to some 
extent) and close to a third who felt the course did not answer their expectations (mostly to 
some extent). 

 Satisfaction with specific aspects: the physicians were presented with seven statements 
regarding different aspects of the course and asked to what extent they agree with them. Two 
statements related to the course methodology: "I would like to learn additional subjects in this 
format" and "I am satisfied with the learning method" (group learning in the clinic with a 
computer). Three related to group dynamics: "I learned new things from my colleagues in the 
clinic;" "The atmosphere was pleasant and contributed to the learning process;" and "I felt 
comfortable expressing myself during the lessons." There was one statement on enjoyment: "I 
enjoyed the course," and one on content: "I learned new things from the material presented in 
the course." Altogether, 74%-92% agreed with all statements to a great or very great extent. 
Most of the others agreed to some extent and only very few agreed to a small extent or not at 
all. 
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Figure 3: Satisfaction with Various Aspects of the Course 
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 Best and least successful aspects of the course: We asked the physicians two open questions 
about what they thought were the best and the least successful aspects of the course.  

− Best aspects: Of the 68 physicians who answered the first question, 71% mentioned items 
related to the study method. Nearly one-third (32%) noted the study method in general. 
Others listed specific aspects of the study method, including group study (19%), 
computerized lessons (6%), flexibility of time (6%), the moderator (4%), the possibility of 
accessing the lesson at home (2%) and questions at the beginning and end of the lesson 
(2%).  

Almost a quarter (24%) of the physicians mentioned the lessons/material in general as 
being the most successful aspect. More specific aspects related to the lessons/material 
included innovations in the medicine (9%), relevance to daily practice (9%) and enriching 
knowledge (7%).  

Ten percent of physicians mentioned that they appreciated the way the course helped in 
building a sense of teamwork and group interaction. Twelve percent of physicians 
mentioned other topics, including the opportunity to refresh their knowledge of topics 
they already know, and the opportunity to study during work hours.  

− Least successful aspects: Of the 45 who responded to the second question, 38% 
mentioned items related to the methodology of the course: 27% mentioned the 
methodology in general, while 11% specifically mentioned the length of the lectures as 
problematic. One-third (32%) of the physicians who answered this question noted 
problems related to time as the least successful aspect: 16% mentioned time in general, 
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9% mentioned spending time outside of work hours on the course and 7% mentioned the 
difficulty finding a good time to meet. 

Nearly a quarter (22%) of the physicians mentioned other aspects, including the 
moderator, a feeling that the pace was slow and technical problems with the lessons.  

Fifteen percent of the physicians who answered this question mentioned lessons/material 
to be the least successful aspect of the course: 4% mentioned the lessons/material in 
general, 7% mentioned that the material did not present many innovations, and 4% that 
the material was not relevant to daily practice.  

 Other topics the participants would like to learn: We asked, in an open question, what else 
the physicians would like to learn in order to improve their care of women. Thirty-one 
physicians (31%) answered this question. Almost a third (29%) of them wrote that in general 
they would have liked to learn more about the issues covered in the course. The others 
mentioned specific topics: fertility treatment and pregnancy (19%), menopause (7%), 
gynecological treatment (17%), women's psychology (3%), incontinence (3%), thyroid (3%), 
autoimmune disease (3%), violence (3%), adolescence (3%), physiology (3%) and eating 
disorders (3%).  

 Suggested changes in the study method: We asked in an open question whether the 
physicians would like to change anything about the study method. Of the 52 physicians who 
answered this question, two-thirds (67%) did not feel that any part of the study method should 
be changed. The others suggested the following: 6% said that the study method in general 
should be changed; 8% noted time pressure and scheduling issues; 4% wanted improvement 
of technical aspects of the course; 8% mentioned content issues – other topics, more 
innovative content, more depth; 2% wanted to change the sequence of lessons; 2% wanted 
more review of material at the end of the lesson; 2% wanted opportunities for individual 
learning and 2% wrote that the material was not always accessible. 

 Planned changes in Practice: Physicians were asked in an open question if they planned or 
had already begun to include changes in their treatment of women as a result of the course. 
Seventy-one physicians (71%) answered this question. One-fifth (21%) of the physicians who 
answered this question wrote that they did not plan to incorporate any changes. Of those who 
were planning or had already made changes, one-quarter (24%) did not give any details about 
the changes. The rest noted the following:  

− Initiating discussions: 29% of responses were related to initiating discussion. Fourteen 
percent of those who answered this question planned to initiate more discussions in 
general. Other responses noted specific topics about which the physicians plan to initiate 
discussions including incontinence (7%), menopause (3%), sexuality (3%), family history 
of disease and violence (1% each).  

− Treatment: 23% of responses were related to integrating changes in treatment in their 
practice. Of these, 4% of responses addressed general changes in treatment. Another 4% 
were related to changes in referral/tests practices (either more or fewer). Specific 
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conditions/areas which the physicians reported they would treat more themselves included 
incontinence (4%), gynecology (4%), osteoporosis (4%) and menopause (3%).  

− Awareness and confidence: 24% reported that the changes they were incorporating were 
related to their increased awareness and confidence to address specific conditions/areas. 
Fourteen percent of responses related to a general sense of confidence and awareness. 
Specific areas mentioned included heart disease (4%), pregnancy follow-up (3%) and 
incontinence (3%).  

33..33..55  CClliinniicc  PPeerrsseevveerraannccee  iinn  tthhee  PPrrooggrraamm  
We wanted to see whether there were differences between clinics that dropped out of the program 
or advanced very slowly and those that persevered. We used data we had collected in the pre-
course survey from women and physicians in all 53 clinics that began the program, to compare 
the two kinds of clinics.  

We divided the clinics into two groups: those that completed at least 11 lessons (27 clinics), and 
those that completed fewer (26 clinics). We compared factors reported by the women 
(satisfaction with care – although the data were available only for the 40 clinics in which the 
women's survey was held); and factors reported by the physicians (scores on the knowledge test, 
work hours in Clalit and in other work places, workload, satisfaction with work place, attitude 
towards innovations, percentage of women physicians in the clinic). The only factor that we 
found to be related to persistence in the program was work hours: The clinics that did not 
complete the program had a higher proportion of physicians who worked fewer hours in the Clalit 
clinic, and a higher proportion of those who worked elsewhere.  

44..  LLiimmiittaattiioonnss  ooff   tthhee  TTwwoo  SSuurrvveeyyss  

This study has several limitations, two of which suggest that our findings might overestimate the 
program's impact on physicians, while two others suggest that they might be an underestimate. 

The limitations associated with a possible overestimate of program impact are as follows: First, in 
the absence of a control group, we need to take into account the possibility that other policy or 
organizational changes might have taken place in Clalit, which could have influenced measures 
considered in the study. We did our best to find out about such changes in Clalit in order to assess 
the magnitude of this possibility and found changes that could have affected 4 topics. During the 
period of implementation, physicians were encouraged by Clalit management to be more 
proactive regarding BMI measurements, mammography and flu shots. In addition, at the time of 
implementation, members of violence prevention committees in hospitals and in the community 
underwent a training program on domestic violence. Note, however, that this program was for 
violence committee members only and we do not know to what extent they initiated activities that 
reached individual physicians. Our inquiries with the management of Clalit at various levels did 
not identify any other specific changes within Clalit that could have had an impact on the 
measures we examined.  
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Second, our findings are based on self-reports by the physicians, which could have been biased if 
the physicians responded according to what they thought was expected of them. However, we 
found consistent variation among physicians and by topic in the percentage reporting that they 
carried out the recommended activities. This implies that the physicians did not automatically 
provide socially desirable responses, and as such lends support to the validity of the reports.  

For a significant number of those participating in the first round – some 40% – we did not have a 
matched post questionnaire. This limits our ability to generalize from the findings. However, we 
do not know in which direction this may have biased the findings.  

Two factors suggest that our findings might be an underestimate of the program's impact: First, 
the women's responses to questions about their interaction with their physicians (discussions, 
referrals), might suffer from recall bias: women might not remember accurately whether they 
discussed various issues with their physicians.  

Second, the likelihood of a woman experiencing a change depends on how frequently she visited 
the doctor since the lessons were implemented. It is possible that not enough time has elapsed in 
order to detect the changes in the pattern of the discussions between the program and the 
women's interviews. Although physicians have started introducing changes into their practice, it 
will take time before the women experience this change.  

55..  AAnnaallyyssiiss  ooff   CClliinniiccaall  IInnddiiccaattoorrss  

55..11  IInnttrroodduuccttiioonn  
The clinical indicators we examined were selected on the basis of two criteria: a) they were related to 
the topics of the lessons, and therefore could have been influenced by participation in the lessons, 
and b) data on the indicators were available in the electronic medical records and could be extracted 
from Clalit's databases. Unlike the surveys of the doctors and the clients, these indicators were not 
based on self-reports but on what was actually registered in the patients' medical records. On the one 
hand, they may therefore be considered more reliable and less subject to recall errors. On the other 
hand, their reliability depends on the thoroughness and accuracy of the actual reporting process.  

Medical records provide information on testing procedures and patient diagnosis. However, they do 
not usually provide information on other important aspects of doctor-patient interaction such as 
discussions, explanations and recommendations, which, for the most part, are not recorded. Thus, the 
different information sources used in the evaluation provided complementary information.  

Some of the indicators were on topics that were the main focus of one of the lessons (for example, a 
diagnosis of menopause) and some were on topics that were briefly mentioned in one of the lessons 
(for example, smoking among adolescents). A list of the indicators, the age groups in which they 
were measured and the lessons they are related to appears in Table 15. We note that there are, in 
essence, three types of indicators: those that relate to carrying out measurements or tests; those that 
relate to the presence of a diagnosed problem; and one item about discussions – whether the 
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physician asked the patient whether she smoked. Diagnoses reflect the extent of efforts made by the 
clinic staff to identify problems. At the same time, they are also influenced by the actual prevalence 
of the problem, and therefore they may be subject to different interpretations. They were included 
because there was a general feeling that there was a significant problem of under-diagnosis of those 
problems.  

Table 15: Clinical Indicators  

Indicator  Age Group Lesson Number and Title 
Adolescents:    

Weight measurements  12-18 2: Approach to Adolescents 
Height measurements 12-18 2: Approach to Adolescents 
Physician asked about smoking  12-18 2: Approach to Adolescents 
Blood pressure measurements 12-18 2: Approach to Adolescents 

Menopause:   
Menopause diagnosis 42-58 5: Introduction to Menopause 
Performance of bone density tests  45 and older 7: Osteoporosis 

Mental health:   
Diagnosis of PMS 16-45 8: PMS 
Diagnosis of post-natal depression  
     (4 weeks after giving birth) 18-50 

9: Pre- and Post-Natal Depression 

Diagnosis of post-natal depression 
     (6 months after giving birth) 18-50 

9: Pre- and Post-Natal Depression 

Diagnosis of incontinence  50 and older 16: Incontinence 

LDL cholesterol measurements 50-74 15: Cardiology 

Mammography  50-74 14: Breast Cancer 

Occult blood examination 50-74 1:  Introduction to Gender Medicine 
 

During the period in which the program was implemented, other changes that might have impacted 
on the indicators took place in Clalit and in the Israeli health system. These included a national 
program on clinical quality indicators and an internal quality indicator program in Clalit. These 
programs covered some of the indicators we looked at (height and weight measurements, 
mammography, and occult blood tests) and focused the attention of management and physicians on 
them. This increases the importance of looking at changes not only in the test clinics but also in 
comparison clinics that did not participate in those particular lessons.  

55..22  MMeetthhooddss    
The clinical indicators were selected by the project leaders in Clalit together with the advisory 
committee of the Jewish Federation of Cleveland. Data for the indicators were extracted from 
Clalit's computerized database by the health fund's Information and Statistics Department. The 
indicators were measured before, during and after the program, in clinics that completed the 
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lessons and in clinics that did not study the specific lesson (see below), in order to assess the 
impact of the program. They were computed by dividing the number of women with a certain 
diagnosis, test or measurement by the total number of women of the same age group registered in 
the target clinics. This means that for some indicators, like height, weight and blood pressure 
measurements, or questions about smoking, the desired result would be close to 100% (meaning 
that all the women in the relevant age group had their weight and height measured and were 
asked about smoking). Other indicators, like diagnoses, were included because there was an 
assumption of under-diagnosis, and so any increase in the percentage of women diagnosed would 
be seen as an improvement. 

Measurement periods: For each indicator, there were between two and four measurement 
periods. The first period, which was the baseline for all indicators, was the first quarter (January–
March) of 2006, before any of the clinics had started the program. The last period for all clinics 
was the first quarter of 2009, after the official end of the program. In addition, for some of the 
indicators, one or two other measurement periods were used. These were between the first and 
last measurements, when at least half the clinics in the two districts had already completed the 
lesson to which the indicator was relevant. Since each clinic progressed through the lessons at its 
own pace, it was not possible to set measurement periods in which all the clinics had completed 
the lessons. Indicators related to lessons studied at the beginning of the program had 4 
measurement periods; indicators related to late lessons had two measurement periods.  

Using several measurement periods enabled us to see the change immediately after the relevant 
lesson, and to examine what happened over time and whether the change persisted.  

Comparison clinics: In order to attribute changes in the participating clinics to their participation 
in the program, it would have been desirable to compare their changes to the changes in a group 
of clinics that did not take part in the program.  

We did not have the opportunity to use a randomized trial format to define a control group, 
because almost all of the clinics in the Jerusalem and Sharon-Shomron districts participated in the 
program, at least initially.  

However, since the clinics did not progress with the program at the same pace, we decided to use 
the clinics that did not complete the relevant lessons as a kind of comparison group. For every 
one of the indicators, we divided the clinics into test clinics and three comparison groups based 
on the number of other lessons they had completed as follows: 

1. Test clinics: Clinics that had completed the relevant lesson by the beginning of the measurement 
period 

2. Comparison clinics: Clinics that had not completed the relevant lesson by the beginning of the 
measurement period but had eventually completed: 
a. Up to 3 other lessons 
b. 4 to 9 other lessons  
c. 10 or more other lessons 
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We distinguished these three groups because we thought that the number of lessons completed may 
reflect a priori differences in attitudes to the program and to issues of women's health. Moreover, it 
represents the extent to which the physicians were exposed to the program and may result in changes 
in their sensitivity to women's health issues and affect their behavior even regarding topics to which 
they were not exposed. In addition, we compared the test clinics to the three comparison groups as a 
whole. 

55..33  FFiinnddiinnggss  
55..33..11  AAddoolleesscceennttss    
All 4 indicators relevant to adolescents (see table 15) were measured at four measurement periods. 
All were on topics that were mentioned in the adolescent module but were not the focus of any 
lesson. 

 Weight measurement and height measurement: There was a consistent and dramatic rise in the 
percentage of adolescent girls in the test clinics whose weight and height were recorded in their 
medical records between the first quarter of 2006 and the first quarter of 2009. There was a 
parallel improvement in the comparison groups. 

 Smoking: There was very substantial improvement in the test group. There was a parallel and 
even greater improvement in the comparison groups.  

 Blood pressure measurements: There was substantial improvement in this indicator in the test 
group. There was a parallel improvement in the comparison groups.  

55..33..22  MMeennooppaauussee  
The two indicators related to menopause were on topics central to two lessons.  

 Menopause diagnosis: Menopause diagnosis was measured at 4 times. There was a small 
decline in this indicator in all groups.  

 Bone density tests: There were four measurement points for bone density tests. There was a 
small decline in all groups.  

55..33..33  MMeennttaall  HHeeaalltthh  
There were two indicators related to mental health: PMS diagnosis and post-partum depression. The 
latter was measured twice for each woman who gave birth: at 4 weeks post-partum and again at 6 
months post-partum. These indicators were on topics central to two lessons. All had three 
measurement points.  

 PMS diagnosis: There was very little change in the test clinics and in comparison groups 1 and 
2 and a small decline in comparison group 3.  

 Post-natal depression at 4 weeks after giving birth: There was a decline in the test group, 
whereas in the comparison groups, despite initial decline, overall there was a small 
improvement. 

 Post-natal depression at 6 months after giving birth: There was a slight decline in the test as 
well as in 2 of the 3 comparison groups. In comparison group 3, there was a slight improvement. 
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55..33..44  OOtthheerr  IInnddiiccaattoorrss  
 LDL measurements: This indicator had two measurement periods. The test group and all the 

comparison groups improved to a similar extent.  

 Mammography: This indicator had two measurement periods. The test group and all the 
comparison groups improved to a similar extent.  

 Occult blood tests: This indicator had four measurement periods. There was very substantial 
improvement in the test group, which was matched by similar improvements in the comparison 
groups.  

 Incontinence: This indicator had two measurement periods. The test group and the comparison 
groups improved very slightly.  

Table 16 summarizes the changes we found. In the test clinics, we found improvements of varying 
degrees in about half of the indicators. However, the changes in the indicators were similar in the test 
clinics and in the comparison clinics, with the test clinics having no consistent advantage over the 
comparison clinics. In general, improvements were found in indicators based on measurements, 
while small declines or no changes were found in diagnoses and tests. 

Table 16: Summary of Findings 

Indicator  Findings  
Adolescents:   

Weight measurements  Improvement in all groups 
Height measurements Improvement in all groups 
Physician asked about smoking  Improvement in all groups. Program clinics started 

with a steeper rise but then declined  
Blood pressure measurements Improvement in all groups 

Menopause:  
Menopause diagnosis Small decline in all groups 
Performance of bone density tests  Small decline in all groups 

Mental health:  
Diagnosis of PMS No change in all groups except for decline in one 

small comparison group 
Diagnosis of post-natal depression  
     (4 weeks after giving birth) 

Almost no change in comparison groups; small decline 
in program clinics  

Diagnosis of post-natal depression  
     (6 months after giving birth) 

Almost no change in all groups 

Diagnosis of incontinence  Very small improvements in all groups; improvement in 
program clinics smaller than in comparison groups 

LDL cholesterol measurements Improvement in all groups; improvement in program 
clinics slightly higher than in comparison groups 

Mammography  Improvement in all groups 

Occult blood examination Improvement in all groups 
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66..  DDiissccuussssiioonn  

In this section, we discuss some of our main findings. 

PPrrooggrraamm  PPaarrttiicciippaattiioonn  
This was a long program, and not all the clinics completed it. The program included 18 lessons, 
which were designed for implementation over 18 months. This required a lot of persistence and 
meant that each of the clinics had to manage the entire process for an extended period. Of the 53 
clinics that started the program in our two districts, half had completed at least 11 lessons by 
February 2008 (the time at which we stopped administering mid-course questionnaires). From 
various interviews and discussions it emerged that a heavy workload, time pressures and 
competing programs were the main reasons for not completing the program. It is also possible 
that with all the competing needs, women's health was not high on some clinics' agenda. Thus, it 
might have been an unrealistic goal to expect all the clinics to complete the entire program. We 
must remember however that even those who did not complete all the lessons were exposed to 
new knowledge and approaches, which enhanced their awareness. 

When we compared clinics that persisted in the program and those that did not, we found that 
clinics that did not persist had a higher proportion of physicians who worked fewer hours in the 
Clalit clinic, and a higher proportion of physicians who worked outside of Clalit. It is possible 
that in these clinics it was more difficult to find a time in which all the physicians were present 
and available for lessons. It is also possible that the physicians who worked only part time in 
Clalit felt less committed to the organization and to programs it promoted. Other factors, which 
we did not measure, like personnel changes in the clinics at the time of the program, specific 
programs and challenges faced by different clinics, the ability of the clinic manager to organize 
work efficiently, etc, might have also been contributing factors. 

One of the outcomes of this evaluation is the realization that an 18 lesson program might be too 
long. Clalit is now implementing a similar clinic-based program (on a different topic), which 
consists of five lessons. 

PPrrooggrraamm''ss  CCoonnttrriibbuuttiioonn    
The evaluation showed that the program had an effect on physicians' attitudes, knowledge, self-
efficacy or practice in over half of the areas, but did not have a measurable effect in other areas. 
Most significantly, it was most effective in areas that were weak to begin with – areas that 
physicians tended to neglect and regarding which they did not have confidence in their own 
abilities.  

Following the program, we found an increase in the women's satisfaction with their physician's 
care. We also found increases in test referrals, measurements performed in the clinics and 
physicians' inquiring about mammography. The women's reports did not show significant 
improvements in physician initiated discussions, except in clinics where physicians were highly 
satisfied. This is in contrast to the findings from the physicians reports. This difference might be 
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due to the time lapse as mentioned in the limitations section, or to a problem with the sensitivity 
of the questionnaire. 

The analysis of clinical indicators found changes that were similar in the test clinics and in the 
comparison clinics. These findings suggest that the changes may be due to factors other than the 
CME program. As noted, during this period, there were other initiatives in Clalit that could have 
contributed to some of these changes. We cannot therefore attribute the improvements in the 
experimental clinics to the CME program. 

This does not necessarily mean that the program is not capable of bringing about change in the 
indicators examined in this report. For example, it may be that the changes we observed would 
have occurred even in the absence of other Clalit initiative and that in this case we would have 
observed a difference between the test and the comparison clinics. Second, although we had three 
groups of comparison clinics with varying degrees of exposure to the program, we did not have a 
group of clinics that was not exposed at least to some part of the CME program and therefore, 
and this might have had an effect on our findings. Third, the indicators are a selective part of 
what the program sought to achieve. Findings from the physicians' survey show that the program 
did change the number of interactions between physicians and clients. There may also have been 
improvements in various aspects of the quality of the interactions that were not measured in any 
of the study instruments. 

In this context, we note that a program like CME, which improves attitudes, knowledge and skills 
that expand the capacity of the physicians to discuss sensitive topics and approach them in a 
different way, is important in and of itself. Incentives and other forms of organizational 
encouragement designed to focus attention on certain issues may not be enough to bring about 
effective change.  

The in-depth interviews we carried out during the evaluation of the pilot shed light on some other 
outcomes of the program that were not measured in the evaluation of the full program. Many of 
the respondents emphasized the contribution of the lessons to raising awareness and reinforcing 
existing knowledge, even when they did not provide new knowledge. Another secondary benefit 
mentioned was that the group sessions had a positive impact on the relationships within the clinic 
– they gave an opportunity for the clinic staff to jointly discuss cases and exchange ideas, 
something that they normally do not have time to do. These sessions therefore provided an 
impetus to developing a culture of ongoing exchange within the clinic setting.  

Beyond the immediate outcomes that we could measure, the program also contributed by 
sensitizing the physicians to women's health issues and raising the importance of these issues in 
Clalit's agenda. Another important contribution was Clalit's acquiring and gaining experience in 
the use of a new tool for distance learning which could be used for various topics and audiences 
in the organization. Clalit is already making use of this tool in training nurses and human 
resources personnel and in a course on preventive medicine for physicians in the health plan.  
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AAppppeennddiixx  II::  SSuummmmaarryy  ooff  BBeeffoorree--AAfftteerr  FFiinnddiinnggss::  IInniittiiaattiinngg  DDiissccuussssiioonnss,,  TTrreeaattiinngg  PPrroobblleemmss,,    
                                              SSkkiillllss  aanndd  KKnnoowwlleeddggee  
 Initiating Discussions Treating Problems Skills and Knowledge 

 Attitudes Self-efficacy Practice Attitudes Self-efficacy Practice Advising Identifying 
Incontinence  + ++ ++ ++ ++ ++  ++ 

Sexuality  + ++ ++     ++ 

Heart disease* 0 0 0     0 

Breast/Ovarian cancer** 0 0 0    _ _ _ _ 

Mammography    0      

Autoimmune diseases        0 

Amenorrhea     0 0 0  0 

Pregnancy follow-up      _    

UTI during pregnancy     ++    

Chronic disease during 
pregnancy 

    +    

Medications in 
pregnancy 

      ++  

Domestic violence ++ ++ ++     ++ 

Family planning ++ + ++     + 

Pre-post natal depression + 0 ++ 0 0 0  0 

PMS + ++ 0 ++ ++ ++  + 

Depression 0 + 0 0 0 ++  0 

Menopause symptoms 0 0 ++ 0 ++ 0  0 
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 Initiating Discussions Treating Problems Skills and Knowledge 
 Attitudes Self-efficacy Practice Attitudes Self-efficacy Practice Advising Identifying 

Eating disorders 0 - 0     0 

Osteoporosis   0  0 0 0  0 
++ Statistically significant improvement           + Noted improvement    
0  No change noted. Blank cells denote topics we did not ask about 
 -  Noted deterioration   -- Statistically significant deterioration 
*In the questions on initiating discussions, we asked about family history of heart disease. In the question on skills and knowledge for identifying problems, we 

asked about heart disease. 
**In the questions on initiating discussions and on skills and knowledge for identifying problems, we asked about family history of breast/ovarian cancer. In the 

question on skills and knowledge for advising patients, we asked about breast cancer/ 
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AAppppeennddiixx  IIII::  TTaabblleess  

WWoommeenn''ss  SSuurrvveeyy  

Table II-1: Discussions with Physician during the Past Year, at Woman's Initiative or at 
Physician's Initiative 

 At Physician's 
Initiative 

At Woman's 
Initiative 

No 
Discussion 

 Pre Post Pre Post Pre Post 
Healthy nutrition:       

– All women 30 29 10 12 60 59 
– Obese women  45 46 13 14 42 41 

Your weight:       
– All women 26 27 12 10 62 63 

– Obese women* 58 56 14 16 28 28 

Exercise:       

– All women 31 31 6 9 63 60 

– Obese women  46 50 8 6 46 44 

Smoking 14 17 2 2 84 81 

Domestic violence 2 2 2 1 96 97 

Emotional distress or depression 7 7 10 10 83 83 

Urinary incontinence 9 7 10 10 81 83 

Relations with spouse 2 3 3 4 95 93 

Stress at home or at work 6 7 5 5 89 88 

Family planning or birth control:       
Women 49 and younger  7 3 6 8 87 89 
Women 35 and younger  8 4 9 8 83 88 

Symptoms of menopause:       
Women 50 and older  10 13 13 14 77 73 

Family history of breast or ovarian cancer 18 19 6 9 77 72 
* BMI = 30 or more 
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Table II-2: Assessment of Care 

 

To a Very 
Great 
Extent 

To a Great 
Extent 

To a 
Certain 
Extent 

To a Small 
Extent 

 Pre Post Pre Post Pre Post Pre Post 
In general, the physician gives me good 
medical care 55 60 32 28 11 10 2 2 

The physician is truly concerned for me 
and my health * 55 63 29 25 13 9 3 3 

The physician really listens to me** 59 67 27 24 11 7 3 2 

The physician answers all my questions 60 65 28 26 9 7 3 2 

The physician treats me with respect* 67 74 24 20 7 4 2 2 

The physician explains clearly 
everything I need to know about the 
medical care I receive 61 66 26 24 10 7 3 2 
*p<0.05 **p<0.01 Mann Whitney U test  

 

Table II-3: Time Spent with the Physician 

 Pre Post 
During your last visit, how long did you spend with the physician?    

Median  10 10 
Women up to 64 10 10 
Women 65 and over 15 15 
Women who are chronically ill 13 15 

Was the time that the physician spent with you enough?   
Yes  89 90 
Not really enough 7 7 
Not enough 4 3 

If not enough, what did you need more time for?*    
Wanted more attention (attention, warmth, the physician was in  
     a hurry, the physician was indifferent to my needs) 56 60 
Wanted more time to explain my problem 22 26 
Wanted more information, explanations 20 14 
Wanted referral to tests, to specialist 2 0 
*This was an open question, answered by 79 and 63 women in the pre- and post-course surveys, 

respectively. The numbers are the percentages of women who mentioned each topic. Since women could 
mention more than one topic, numbers do not add up to 100% 
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PPhhyyssiicciiaannss''  SSuurrvveeyy  

Table II-4: Extent to which Physicians Believe it Desirable that Primary Care Physicians 
Ask Patients about Specified Conditions 

 Pre Post 
Incontinence   

To a very great extent 49 48 
To a great extent  31 44 
To some extent 15 6 
To a small extent 3 2 
Not at all 2 0 

Sexuality   
To a very great extent 28 24 
To a great extent  31 48 
To some extent 26 16 
To a small extent 8 12 
Not at all 7 0 

Family history of breast/ovarian cancer   
To a very great extent 84 85 
To a great extent  13 13 
To some extent 3 0 
To a small extent 0 2 
Not at all 0 0 

 Mid Post 
Family history of heart disease   

To a very great extent 79 83 
To a great extent  18 13 
To some extent 3 4 
To a small extent 0 0 
Not at all 0 0 

 Pre Mid 
Eating disorders   

To a very great extent 45 43 
To a great extent  37 40 
To some extent 15 13 
To a small extent 2 4 
Not at all 1 0 

Family or marital violence*   
To a very great extent 37 41 
To a great extent  23 35 
To some extent 26 21 
To a small extent 12 3 
Not at all 2 0 
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Mental distress or depression 
To a very great extent 52 52 
To a great extent  32 40 
To some extent 14 8 
To a small extent 2 0 
Not at all 0 0 

Pre- or post-natal depression   
To a very great extent 48 48 
To a great extent  25 35 
To some extent 23 14 
To a small extent 3 3 
Not at all 1 0 

PMS   
To a very great extent 32 37 
To a great extent  28 35 
To some extent 29 17 
To a small extent 9 10 
Not at all 2 1 

Menopause symptoms   
To a very great extent 46 53 
To a great extent  41 34 
To some extent 10 11 
To a small extent 2 2 
Not at all 1 0 

Family planning*   
To a very great extent 32 33 
To a great extent  16 31 
To some extent 32 23 
To a small extent 14 10 
Not at all 6 2 

* p < 0.05  Wilcoxon signed ranks test 
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Table II-5: Extent to which Physicians Feel Able to Initiate a Discussion and Advise a 
Patient on Specified Conditions 

 Pre Post 
Incontinence**   

To a very great extent 31 41 
To a great extent  30 46 
To some extent 29 13 
To a small extent 10 0 
Not at all 0 0 

Sexuality**   
To a very great extent 8 20 
To a great extent  23 34 
To some extent 41 30 
To a small extent 20 13 
Not at all 8 3 

Family history of breast/ovarian cancer   
To a very great extent 72 61 
To a great extent  25 33 
To some extent 3 6 
To a small extent 0 0 
Not at all 0 0 

 Mid Post 
Family history of heart disease   

To a very great extent 81 74 
To a great extent  17 22 
To some extent 1 4 
To a small extent 1 0 
Not at all 0 0 

 Pre Mid 
Eating disorders   

To a very great extent 30 18 
To a great extent  36 44 
To some extent 25 30 
To a small extent 9 7 
Not at all 0 1 

Family or marital violence**   
To a very great extent 10 12 
To a great extent  29 46 
To some extent 34 33 
To a small extent 23 8 
Not at all 4 1 
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Mental distress or depression   
To a very great extent 37 36 
To a great extent  46 58 
To some extent 15 6 
To a small extent 2 0 
Not at all 0 0 

Pre- or post-natal depression   
To a very great extent 26 19 
To a great extent  32 48 
To some extent 30 23 
To a small extent 11 9 
Not at all 1 1 

PMS*   
To a very great extent 27 23 
To a great extent  27 48 
To some extent 34 23 
To a small extent 8 6 
Not at all 4 0 

Menopause symptoms   
To a very great extent 41 44 
To a great extent  43 45 
To some extent 13 9 
To a small extent 2 2 
Not at all 1 0 

Osteoporosis    
To a very great extent 66 63 
To a great extent  33 36 
To some extent 1 1 
To a small extent 0 0 
Not at all 0 0 

Family planning    
To a very great extent 19 17 
To a great extent  22 36 
To some extent 36 29 
To a small extent 15 14 
Not at all 8 3 

* p < 0.05  ** p < 0.01 Wilcoxon signed ranks test 

 

  



44 

Table II-6: Extent to which Physicians Initiate Discussions with Patients about Specified 
Conditions 

 Pre Post 
Incontinence *   

Almost all patients 17 15 
Half or more patients 30 49 
Less than half of the patients 45 33 
Very few 8 3 

Sexuality *   
Almost all patients 2 7 
Half or more patients 13 18 
Less than half of the patients 52 57 
Very few 33 18 

 Mid Post 
History of heart disease    

Almost all patients 64 65 
Half or more patients 29 29 
Less than half of the patients 6 6 
Very few 1 0 

 Pre Post 
History of breast/ovarian cancer    

Almost all patients 64 67 
Half or more patients 26 30 
Less than half of the patients 10 3 
Very few 0 0 

 Pre Mid 
Family or marital violence**   

With almost all patients 2 10 
With half or more patients 17 27 
With less than half of the patients 52 53 
With very few 29 10 

Mental distress or depression    
With almost all patients 25 29 
With half or more patients 56 56 
With less than half of the patients 16 15 
With very few 3 0 

Eating disorders (with adolescents and young women)   
With almost all patients 11 19 
With half or more patients 42 39 
With less than half of the patients 37 37 
With very few 10 5 
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Pre- or post-natal depression **   
With almost all patients 19 28 
With half or more patients 36 43 
With less than half of the patients 41 25 
With very few 4 4 

Family planning (with women in fertility age)**   
With almost all patients 11 25 
With half or more patients 25 39 
With less than half of the patients 43 27 
With very few 21 9 

PMS (with women in fertility age)   
With almost all patients 15 19 
With half or more patients 32 33 
With less than half of the patients 39 39 
With very few 14 9 

Menopause symptoms (with women who are over 40)*   
With almost all patients 31 35 
With half or more patients 40 53 
With less than half of the patients 28 11 
With very few 1 1 

* p < 0.05  ** p < 0.01 Wilcoxon signed ranks test 

 

Table II-7: Extent to which Physicians Feel they have Skills and Knowledge to Identify 
Problems  

 Pre Post 
Incontinence**   

To a very great extent 0 33 
To a great extent  48 53 
To some extent 38 13 
To a small extent 14 2 
Not at all 0 0 

Sexuality*   
To a very great extent 7 12 
To a great extent  21 37 
To some extent 46 33 
To a small extent 23 15 
Not at all 3 3 

Family history of breast cancer*   
To a very great extent 69 56 
To a great extent  29 38 
To some extent 0 6 
To a small extent 2 0 
Not at all 0 0 
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 Mid Post 
Autoimmune diseases    

To a very great extent 18 24 
To a great extent  53 37 
To some extent 23 33 
To a small extent 6 6 
Not at all 0 0 

Amenorrhea   
To a very great extent 11 17 
To a great extent  28 33 
To some extent 35 32 
To a small extent 20 16 
Not at all 6 2 

Heart disease   
To a very great extent 64 71 
To a great extent  34 25 
To some extent 2 4 
To a small extent 0 0 
Not at all 0 0 

 Pre Mid 
Eating disorders   

To a very great extent 18 10 
To a great extent  36 41 
To some extent 31 36 
To a small extent 15 11 
Not at all 0 2 

Family or marital violence**   
To a very great extent 10 12 
To a great extent  23 32 
To some extent 34 39 
To a small extent 29 17 
Not at all 4 0 

Mental distress or depression   
To a very great extent 29 36 
To a great extent  52 51 
To some extent 14 13 
To a small extent 4 0 
Not at all 0 0 

Pre- or post-natal depression   
To a very great extent 26 19 
To a great extent  26 36 
To some extent 28 34 
To a small extent 18 8 
Not at all 2 3 
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PMS 
To a very great extent 26 19 
To a great extent  27 45 
To some extent 30 28 
To a small extent 14 7 
Not at all 3 1 

Menopause symptoms   
To a very great extent 39 38 
To a great extent  43 47 
To some extent 14 13 
To a small extent 3 2 
Not at all 1 0 

Osteoporosis    
To a very great extent 64 65 
To a great extent  34 32 
To some extent 1 3 
To a small extent 1 0 
Not at all 0 0 

Family planning   
To a very great extent 17 18 
To a great extent  24 33 
To some extent 35 25 
To a small extent 20 20 
Not at all 4 4 

 

 

Table II-8: Extent to which Physicians Believe it Desirable for a PCP to Treat Specified 
Conditions  

 Pre Post 
Incontinence*   

To a very great extent 18 28 
To a great extent  38 48 
To some extent 34 18 
To a small extent 8 3 
Not at all 2 2 

 Mid Post 
Amenorrhea   

To a very great extent 12 7 
To a great extent  20 34 
To some extent 34 33 
To a small extent 29 16 
Not at all 5 10 
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 Pre Mid 
Mental distress or depression   

To a very great extent 29 34 
To a great extent  46 49 
To some extent 21 14 
To a small extent 4 3 
Not at all 0 0 

Pre or post natal depression   
To a very great extent 20 15 
To a great extent  31 30 
To some extent 26 39 
To a small extent 18 14 
Not at all 4 2 

PMS**   
To a very great extent 18 26 
To a great extent  32 47 
To some extent 35 21 
To a small extent 13 6 
Not at all 2 0 

Menopause symptoms   
To a very great extent 30 33 
To a great extent  44 51 
To some extent 17 12 
To a small extent 4 4 
Not at all 4 0 

Osteoporosis    
To a very great extent0 74 73 
To a great extent  23 24 
To some extent 2 2 
To a small extent 1 1 
Not at all 0 0 

* p < 0.05  ** p < 0.01 Wilcoxon signed ranks test 
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Table II-9: Extent to which Physicians Feel Able to Treat a Woman with Specified 
Conditions 

 Pre Post 
Incontinence**   

To a very great extent 11 16 
To a great extent  33 54 
To some extent 46 28 
To a small extent 10 2 
Not at all 0 0 

Pregnant woman with a urinary tract infection*   
To a very great extent 56 67 
To a great extent  34 30 
To some extent 7 3 
To a small extent 2 0 
Not at all 1 0 

 Mid Post 
Amenorrhea   

To a very great extent 12 5 
To a great extent  19 30 
To some extent 36 40 
To a small extent 29 19 
Not at all 4 6 

Pregnant woman with a chronic disease  
    (e.g., asthma, epilepsy)  

  

To a very great extent 24 24 
To a great extent  31 42 
To some extent 31 23 
To a small extent 13 11 
Not at all 1 0 

 Pre Mid 
Mental distress or depression   

To a very great extent 24 26 
To a great extent  56 62 
To some extent 18 10 
To a small extent 2 2 
Not at all 0 0 

Pre or post natal depression   
To a very great extent 16 10 
To a great extent  20 30 
To some extent 41 43 
To a small extent 21 15 
Not at all 2 2 
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PMS * 
To a very great extent 16 19 
To a great extent  28 41 
To some extent 45 30 
To a small extent 8 10 
Not at all 3 0 

Menopause symptoms*   
To a very great extent 29 33 
To a great extent  38 51 
To some extent 27 14 
To a small extent 5 2 
Not at all 1 0 

Osteoporosis    
To a very great extent 72 71 
To a great extent  24 25 
To some extent 3 3 
To a small extent 1 1 
Not at all 0 0 

* p < 0.05  ** p < 0.01 Wilcoxon signed ranks test 

 

Table II-10: Extent to which Physicians Feel Able to Carry Out a Pregnancy Follow-Up for 
a Normal Pregnancy  

 Pre Post 
To a very great extent 20 7 

To a great extent  23 32 

To some extent 31 25 

To a small extent 15 25 

Not at all 11 11 
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Table II-11: Extent to which Physicians Treat Specified Conditions Themselves 

  Pre Post 
Incontinence**   

Almost all patients 16 16 
half or more patients 41 66 
less than half of the patients 41 18 
very few 2 0 

 Mid Post 
Amenorrhea   

Almost all patients 18 9 
Half or more patients 22 32 
Less than half of the patients 29 40 
Very few 31 19 

 

 Pre Mid 
Mental distress or depression*   

Almost all patients 25 35 
Half or more patients 61 57 
Less than half of the patients 14 8 
Very few 0 0 

Pre and post natal depression   
Almost all patients 20 19 
half or more patients 30 30 
less than half of the patients 36 39 
very few 14 12 

PMS*   
Almost all patients 15 24 
half or more patients 42 49 
less than half of the patients 37 20 
very few 6 7 

Menopause symptoms   
almost all patients 26 32 
half or more patients 45 48 
less than half of the patients 25 19 
very few 3 1 

Osteoporosis    
Almost all patients 71 77 
Half or more patients 27 22 
Less than half of the patients 2 1 
Very few 0 0 

* p < 0.05  ** p < 0.01 Wilcoxon signed ranks test 
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Table II-12: Actions taken by Physicians when they Identify a Female Victim of Violence  

 Pre Mid 
Refer her to another care provider**   

In almost all cases 56 70 
In half or more of the cases 27 22 
In less than half of the cases 8 6 
Very seldom 9 2 

Continue follow up*   
In almost all cases 34 48 
In half or more of the cases 40 36 
In less than half of the cases 15 11 
Very seldom 11 5 

Treat her themselves   
In almost all cases 6 10 
In half or more of the cases 20 21 
In less than half of the cases 42 37 
Very seldom 32 32 

 

 


