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In the last few decades there has been a tendency towards re-
institutionalization, which has generated extensive reforms in 
the allocation of psychiatric beds in many western countries 
[1–4]. The number of psychiatric beds in Israel reached its peak 
in 1970 – namely 2.38 per thousand. Gradually, by the year 
2000, that number declined to 0.88 per thousand, a decline 
that was not related to any change in policy of the Ministry of 
Health. Only in 2000, based on the recommendation of a Na-
tional Committee, did the Ministry of Health adopt a policy of 
actively reducing the number of psychiatric beds during the 5 
year period 2001–2005. The basic concept was that only patients 
with active psychiatric symptoms would be hospitalized.

In this issue of IMAJ the article by Baruch et al. [5] describes 
the situation one year prior to the “reform” and 3 years during 
the reform’s implementation. The period 2001–2005 was the 
time during which the Rehabilitation Mental Health Bill of 2000 
was implemented.

This bill enabled the Ministry of Health to transfer all 
chronic patients without an active disease, but who have func-
tional limitations, to protected shelters. In March 2005 there 
were 5100 patients in protected shelters, parallel to the decline 
in the number of psychiatric beds in the hospitals. When one 
counts the number of psychiatric beds in January 2005 together 
with the number in protected shelters, it exceeds the number 
of psychiatric beds in 2000. This is also typical in several Euro-
pean countries [6]. At the end of 2005 there will be, in Israel, 
3200 psychiatric beds – a rate of 0.45 beds/1000. Of these 3200 
beds, 2250 are for acute care (less than one year hospitaliza-
tion) and 300 for children and adolescents. 

There are also 950 beds for patients whose acute symptoms 
continue for more than one year of hospitalization. Data gath-
ered by Dr. Lerner from the Falk Institute (a research facility in 
Jerusalem) show that practically speaking there are two popula-
tions – older patients who have been hospitalized for 10 years 
or more and newly admitted patients with an active disease of 
more than one year. Most of the latter are new patients who 
are discharged from hospitals during the subsequent 3 years 
of hospitalization. After 4 years of hospitalization only 0.5% of 
those admitted to hospitals are still hospitalized.

The trend of a decrease in the length of hospitalization con-
tinued also in the first half of 2005, when only two hospitals
– “K” (44.2 days of average hospitalization) and “V” (52 days of 
average hospitalization) – had an average stay of more than 40 

days for adults hospitalized for less than a year. The national 
average was 34.1 days.

The policy of the Ministry of Health towards 2006 is that the 
health maintenance organizations only reimburse for 33 days 
for adults, 45 days for adolescents and 70 days for children. 
This attitude will force the hospitals’ management to be more 
adamant in directing department heads to reduce the average 
length of stay. In the past, there were department directors 
who tried to justify longer length of stay as a tool to reduce 
re-admissions within one month of discharge. Although this pa-
rameter is a manifestation of the hospital’s treatment, there is 
no linkage between longer length of stay and shorter re-admis-
sions within one month.

The current re-admission rate within one month – 16.8% – is 
higher than the target of 12 days as proposed by the Ministry 
of Health. The Ministry of Health’s role is to investigate the 
reasons for this rate and to decide whether the proposed tar-
get is unrealistic. Preliminary data show correlations between a 
high rate of re-admission and age below 65, a history of previ-
ous re-admissions, hospitalization under 7 days, and a diagno-
sis of schizophrenia. However, there is a clear difference in the 
rate of re-admission among the various hospitals. On the other 
hand, the goal of 24% re-admission within 30–180 days has 
been achieved. The rate of 23.1% was achieved in 2003 although 
there is still a significant deficiency in community mental health
services.

Another target for the reform in Israel is an admission rate 
for hospitalization not exceeding 3.2 patients per thousand. In 
reality, the rate of admissions today is 3.0/1000. With regard 
to involuntary admissions, the finding of 25.3% demonstrates
a trend of increased involuntary admissions and is an inter-
national phenomenon. Those who try to explain the relatively 
longer length of stay in their institutions based on the rate of 
involuntary admissions cannot justify it by the high number of 
such admissions.

Looking ahead to the end of this decade it seems that Israel 
will have approximately 0.4 beds/1000, with an average oc-
cupancy of 95%, and an average length of stay of 32 days for 
adults, 40 days for adolescents and 65 days for children. Of the 
0.4 beds/1000, approximately 70% will be for patients who will 
be admitted for less than one year.

The challenge is to strengthen the community services and 
to transfer the responsibility of caring for mental health pa-
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tients to the health funds. It must be stressed that without the 
insurance reform the benefits of de-institutionalization might be
lost. There is currently an oral agreement between the Minis-
try of Health and the Ministry of Finance that this reform will 
be implemented in January 2007. The understanding is that by 
the end of 2005 a written agreement will be executed between 
these ministries so that 2006 will be dedicated to the prepara-
tion of this reform. However, given that until now fifteen such
dates for the proposed reform have come and gone, one can 
only wonder. 
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Autoimmune conditions, such as type 1 diabetes, are unpre-
dictable and difficult to manage. Improvements in treatment
will depend on better non-invasive monitoring of those at 
risk in order to enable forecasting of disease onset, sensitive 
and accurate screening for changes in disease status, and 
prediction of how the condition in a given individual might 
respond to treatment. Turvey et al. used magnetic resonance 
imaging (MRI) of mouse models of type 1 diabetes, in which 
the accumulation of a biocompatible superparamagnetic 
nanoparticle was used to detect changes in microvascular 
permeability that accompany autoimmune-induced pancreatic 
inflammation. In the NOD mouse, MRI measures of increased
vascular leakage correlated with diabetes close to the time of 

disease onset, but were not as useful in longer-range prognosis. 
In a therapeutic setting in which T cell tolerance was achieved 
using antibody to CD3, prediction of therapeutic efficacy was
possible, with low vascular leakage values corresponding to 
a favorable response to therapy, reflected by normal-range
blood glucose levels. Similar non-invasive monitoring using 
magnetic nanoparticles is already being assessed in the clinic 
for lymph node metastases, and these experimental studies 
suggest that their use in organ-specific autoimmune conditions
may also be feasible. 
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Imaging diabetes

In mammals, the male gamete specifies male (XY) versus
female (XX) offspring, but in birds, the female gamete 
determines male (ZZ) versus female (ZW) offspring. Albert 
and Otto developed a model that explores the evolution of 
display trait alleles that are expressed in both sexes, and 
considers how sexually antagonistic selection favors males 
or females depending on the mode of sex determination. 
Females evolve preferences to increase the fitness of daughters
at the expense of sons in XY species, which results in less 

flashy male displays. In contrast, females are more likely to
evolve preferences that increase the fitness of sons at the
expense of daughters in ZW species, which leads directly to 
the evolution of exaggerated male displays. This model may 
explain why sexually selected characters are more commonly 
exaggerated in birds and butterflies, which both have ZW
sex determination.
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Preference in sex determination
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