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Abstract
Background: Can the entry of a policy entrepreneur challenge the equilibrium of a policy network and promote
changes that might clash with the goals of powerful civil-servants and/or interest groups and, if so, why and how?
Our goal is to examine two sides of the same coin: how does an in-depth analysis of Israel’s dental care reform
enrich our understanding of policy networks and policy entrepreneurship? Second, how does the literature on
policy networks and policy entrepreneurship help us understand this reform? Based on a theoretical framework that
appears in the literature of policy entrepreneurship and policy networks, we analyze the motivations, goals and
strategies of the main actors involved in the process of reforming pediatric dental care in Israel. We demonstrate
how a policy entrepreneur navigated within a policy network and managed to promote a reform that, until his
appearance, no one else in that network had succeeded in enacting.
Methods: Our goals are advanced through a case study of a reform in pediatric dentistry implemented in Israel in
2010. It rests on textual analyses of the literature, reports, committee minutes, parliamentary proceedings, print and
online media, and updates in relevant legislation and case law between 2009 and 2015. In addition, the case study
draws on the insights of one of the authors (TH), who played a role in the reform process.
Results: Historical circumstances and the Israeli public’s longstanding lack of interest in changing the existing
model as well as interest groups that preferred the dominance of the private sector in the dental healthcare system
kept that area out of the services supplied, universally, under the National Health Insurance Law. This situation
changed significantly following the publication in 2007 of a policy analysis that contributed to shifts in the
motivations and balance of power within the policy network, which in turn prepared the ground for a policy
change. In this environment a determined policy entrepreneur, who identified a window of opportunity, took the
lead and instituted an innovative and far-reaching reform.
Conclusions: A policy entrepreneur can leverage external factors as well as the previous activities of a policy
network that has already matured to create a policy change. Such entrepreneurial activity includes maneuvering
around opponents and overcoming resistance from various stakeholders.
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Background
The policy-network approach has been gaining ground
since the 1970s as an important mainstream construct
in the analysis of public policy [1–6]. According to this
view, public policy is based on clusters of intragovernmental and non-governmental actors who typically maintain relatively stable ongoing relations and
share interests and resources [7, 8]. These individuals
are linked, both formally and informally, by rules that
have become entrenched and institutionalized over time.
Although they sometimes have divergent interests, they
depend on each other and occasionally share common
ground. The essence of their relationship is the surmounting of collective problems associated with what
they perceive as acts of commission or omission, usually
at the central government level, [9] and the promotion
of specific policies that many or most of them consider
desirable. The increased use of the term “policy networks” reflects the reciprocal relations and growing dependency between government officials (politicians and
civil-servants from various agencies) and interest groups.
Since power is decentralized and not exclusive to anyone, a network of contacts and interrelations takes shape
that reflects the interests of each actor and the power relations among them in a given policy field.
As in many countries around the world, the civil-servants
in the Israeli Ministry of Finance are considered powerful
actors in the public policy arena. Despite their important
role and the fact that without them it would be very difficult to maintain a responsible and balanced budget, their
tremendous political power and controversial conduct have
aroused a great deal of criticism [10–12].
Other powerful actors in the public policy arena are
professional interest groups, which are composed of individuals who share a professional affiliation and act in
concert to influence policy outcomes. The principal difference between such groups and “ordinary” policy
groups is that it is usually their professional affiliation
that generates the interest that its members share, making them a powerful influence in their area. In addition
to their organizational ability, professional interest
groups have more resources related to their area of expertise than anyone else in the network. These groups
often manage to influence the design of policies that are
consistent with their members’ interests by utilizing exchange relations and mobilizing other network members
to support actions in the direction that they wish, often
invoking the members’ goodwill and expertise. Thus,
these groups frequently enjoy high status in policy
groups [13].
Despite their power and expertise, members of a policy
network—including the Ministry of Finance’s civilservants and professional interest groups—sometimes
fail to enact the public policy they desire even when
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facing policy reforms that are deleterious to their material or organizational interests. The explanation for this
situation lies in occasional changes in the composition
of the policy network and the balance of power between
each individual or group and the other members of the
network.
Policy entrepreneurs *Policy entrepreneurs are individuals who exploit opportunities to influence policy
outcomes to promote their goals – without having the
necessary resources required for achieving this goal
alone [14–18]. They are not satisfied with merely promoting their objectives within institutions that others
have established. Rather, they try to influence a given
reality to create new horizons of opportunity for a policy
change, using innovative ideas and strategies. These persistent individuals use innovative ideas and nontraditional strategies to promote desired policy outcomes. Whether they come from the private, public or
third sectors, one of their defining characteristics is their
willingness to invest their resources – time, energy, reputations and sometimes money – in the hopes of a future return [14]. This definition accords with Kingdon’s
[15] and Mintrom and Vergari’s [19] suggestion that like
their business counterparts, policy entrepreneurs are
identifiable primarily by the actions they take, rather
than by the positions they hold. However, given that actions are a function of motivation and ability, these elements are included within the definition of policy
entrepreneurs. Hence, policy entrepreneurs, by definition, will always act to influence public policy processes.
However, their ideas will not always necessarily be designed to bring about dynamic policy change. Based on
their own goals, policy entrepreneurs will try to influence the amount of change, or even try to block attempts at change made by others. Thus, when it comes
to politicians, we will determine whether or not they can
be defined as policy entrepreneurs not only according to
their dominance in the policy drama, but also based on
their creativity, innovative strategies and untraditional
activities. However, we will categorize them as policy entrepreneurs only if the policy they are seeking to enact
goes beyond the traditional actions of elected officials.
Note, too, that initiatives taken by a single member of
the network will not be considered entrepreneurship unless his/her action changes the situation in accordance
with the above-mentioned characteristics.* A note: As
political science is not an exact science, scholars could
reasonably differ somewhat in how they define and use
the term “policy entrepreneur” [14].
Policy entrepreneurs as destabilizing agents of change in
policy networks

While policy entrepreneurs are not involved in most policy changes that occur worldwide, in many cases one
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cannot fully understand or explain policy outcomes without considering the role of policy entrepreneurs in actions
that result in new policy outcomes. The 1990s yielded
many theoretical insights into the motives and strategies
that typify policy entrepreneurs [20–22]. They have been
characterized as having a keen understanding of the society in which they operate and the ability to detect windows of opportunity for introducing solutions to social
needs. They know how to define problems in a way that
determines who will pay attention to them and know how
to cope with them. Finally, they excel at team building and
working with others effectively, and have enough knowledge and skill to engineer the change they seek. Furthermore, they often lead by personal example in translating
ideas into concrete actions. By acting as pioneers in the
field and mitigating decision-makers’ perceptions of risk,
they make the change more palatable [23, 24].
Although policy networks may preserve a long period
of stability or even stagnation, the traditional connections within a network can, and do change. Hence, over
time, policy outcomes may change with them. The literature distinguishes between endogenous events, which
occur within the network itself, and exogenous ones
such as variables that may influence public policy. Smith
[25] explains that exogenous variables change the way
policy stakeholders perceive reality and, in turn, the way
members of a policy network view the processes of policy assessment. Such a change may yield either an alteration in the composition of the network or a window of
opportunity during which new network members may
influence public policy. Similarly, Marsh and Rhodes
[26] note that various changes in institutional, ideological, economic, or even technological factors may restructure the network, affecting policy outcomes and
undoing realities that prevailed for years.
A policy entrepreneur who becomes involved in an environment typified by stagnation and permanent actors
may affect rapid policy change by using entrepreneurial
strategies to subvert the network’s old order and working
assumptions. Given that a policy entrepreneur identifies
sensibilities in society with a keener eye than others in the
network, s/he will successfully detect windows of opportunity for change. The new entrepreneur in the network
will redefine problems but not take on the rest of the network single-handedly due to the lack of the requisite
knowledge, expertise, and resources. Therefore, newly arrived policy entrepreneurs rely on experts. They set up
their own teams and coalitions of actors within and outside the existing network to engineer the change with the
help of the latter’s knowledge, goodwill, and energy.
We argue that given the existence of a window of opportunity, a policy entrepreneurs who enter an existing
network and have a unique status and motives may promote and produce rapid and meaningful policy change
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even in the face of resistance from significant actors.
Nevertheless, despite their entrepreneurial abilities, when
it comes to a significant change at the national level, policy entrepreneurs must have a critical mass of political
power or authority to leverage existing windows of opportunity and implement their strategies after considering
when and how to use their political power or authority.

Methods
We test and substantiate the above mentioned contention through a case study of a reform in pediatric dentistry implemented in Israel in 2010. It rests on textual
analyses of the literature, reports, committee minutes,
parliamentary proceedings, print and online media, and
updates in relevant legislation and case law between
2009 and 2015. In addition, the case study draws on the
insights of one of the authors (TH), who played a role in
the reform process.
The Justification for choosing the case study

We chose this case study because of a long-standing
anomaly in Israel’s oral-health system. While the country’s healthcare system at large evolved on the basis of a
Bismarckian social-democratic model, the dental-health
system operated on totally different principles that favored private dentists and commercial enterprises,
nearly all paid for by the patients themselves. This fact is
due to historical circumstances. An organized dental system in Israel was established in 1918 as an initiative of
numerous dentists, members of a delegation from
Hadassah, an American Zionist organization. Even
though Hadassah tried to establish few dental clinics
near hospitals, they were closed shortly afterwards, due
to budget constraints. In 1923, Kupat Holim Clalit, the
leading national health insurance provider that offered
services to its members throughout the country, separated dental services from the rest of the health insurance it provided at that time. Therefore, most of the
dental system evolved as a private system. A lack of
power and political will among decision makers kept this
situation in place, despite the establishment of a public
healthcare system in Israel. Dentistry remained unregulated and lacked meaningful public funding [27].

Results
The case study1

In 2009, the government decided to triple the public
budget for the delivery of preventive dental services to
schoolchildren, administered by municipal authorities
and under the responsibility of the Ministry of Health
(MOH) [28]. In July 2010, a major watershed was
crossed when the National Health Insurance Law
(NHIL) was amended to add preventive and restorative
(e.g., fillings) dental-health services for children to the
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package of insured services [29]. This law integrated
dental care for children with the rest of the services delivered by the country’s four health plans (corresponding
to HMOs) to their members based on public funding.
As we will demonstrate, unlike most of the changes
within the Israeli health care policy, the pediatric-dental
reform underscores the importance of individual agency
as a promoter of policy outcomes. Hence, this case was
not a traditional one of a politician promoting a desirable change in policy. Rather, this was an act of policy
entrepreneurship, who entered an active policy network,
which prompts us to move beyond mainstream notions
of institutions in equilibrium.
Emergence of the issue – the early stage

In 1988, a state investigative commission was established to
examine the functioning and efficacy of the Israeli national
healthcare system. The commission’s report, published in
1990, included, among others, a recommendation to include pediatric dental care in the list of services of a NHIL
(National Health Insurance Law), once such a law was approved [30]. Nevertheless, when the NHIIL passed in 1994,
[31] restorative dental care for children was not included in
the list of services that should be provided by the health
funds (listed in the Second Addendum of the NHIL). As
noted in the Additional file 1, prior to the enactment of the
NHIL, the Israel Dental Association (IDA) was one of the
opponents to including dental services in the NHIL. At the
time, some academics [32–36] and politicians [37] discussed the inefficiencies of the dental healthcare system as
well as the importance of including these services in the
NHIL, but it received little public attention. A major
change in the public and legislators’ consciousness occurred
pursuant to 2007 publications written by researchers of a
social-policy think tank [38, 39]. As described in the
Additional file 1, one of the argument that appeared in
these publications was that the MOH was violating its responsibility under the NHIL to provide dental services for
schoolchildren universally. The authors also highlighted the
problems involved in leaving oral and dental health to the
largely unregulated private market and emphasized the
worst inefficiencies in the existing system. They proposed
two independent paths for the government to solve some
of the inefficiencies. Given a dormant policy-network that
existed prior the publication and the extensive activities in
civil-organizations, Knesset and the government that
followed the publications and their impact, these publications might be considered as a turning point in the process
of a policy change.
Awakening the policy network

An initial attempt was made in 2008, within the MOH,
to suggest universal coverage for pediatric dentistry as
well as for the elderly population under the NHIL, but it
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failed. It did not receive the support of the Ministry of
Finance (MOF) and was not discussed in the government [40]. It worth mentioning that a continued commitment to this issue was expressed later by the
Director General (DG) of the MOH (in June 2009), who
publicly expressed his views regarding the justification
for including dental treatment in the NHIL (in addition
to two other reforms he wanted to promote), mentioning the previous failed attempt to implement it.
Based on the information and provocative arguments
presented in these publications [38, 39], in 2008 three
civic organizations submitted two petitions to the High
Court of Justice (HCJ) regarding dental health services
for schoolchildren [41]. They claimed that the MOH
provides these services in a discriminatory manner since
the service is not accessible in many localities in Israel,
and that in doing so, the ministry was violating the legal
obligation imposed on the state since 1995 by the NHIL
to provide dental services to all schoolchildren in Israel
(as listed in the Third Addendum of the NHIL). Ostensibly, a positive decision of the court might have had serious implications such as class action suits, so the state
had an interest in avoiding a court ruling. A few month
later (November 27th, 2008), a coalition of 12 civic organizations was established to promote the provision of
public dental services (preventive and restorative treatments) by the HMOs under the NHIL2. In addition,
after many years with no bills in the Israeli parliament
(the Knesset) regarding universal public coverage for
pediatric dentistry, between 2008 and 2009, 15 privatemember bills about dental care were proposed, some of
them specifically proposing the inclusion of pediatric
dentistry in the NHIL [42].

Entrance of a policy entrepreneur

On April 7, 2009, Knesset member Rabbi Yaakov Litzman was named as a new Deputy Minister of Health
(hereinafter: the DM or the entrepreneur). He joined the
coalition as a delegate from Yahadut Hatorah, a sectorial
party that represents part of Israel’s ultra-Orthodox minority. According to his party’s coalition agreement with
the ruling Likud party, [43] the Prime Minister would
hold the health portfolio throughout the government’s
term, and a representative of the Yahadut Hatorah party
would serve as sole deputy minister in the MOH3. The
Prime Minister, the sides also stipulated, would empower
the DM to act in his name in the Knesset and in the
MOH in all health ministry-related affairs within his
competence and remit. As opposed to other social services, in this agreement the Yahadut Hatorah party
raised no demands regarding dental-health services. As
explained in Additional file 1, and given his statement
upon entering the MOH, [44] the DM seemed to have
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no previous intentions about championing the issue of
pediatric dentistry when he took office.
Agenda setting

One month prior the DM’s entrance to the MOH, a senior researcher who had promoted dental services in the
NHIL since the mid-1990s and initiated the abovementioned papers that led to a petition to the HCJ, [38,
39] left his position in a think tank and moved to the
MOH as a Deputy Director General (hereinafter: DDG).
At the beginning of June 2009, the DM and the Director
General of the MOH received a position paper from the
DDG stressing the need to include pediatric dental care
in the NHIL. The paper described several arguments
that might be interpreted as a window of opportunity for
change. He pointed to the process for annual additions
of new medical technologies and services to the basic
basket of services supplied under the NHIL, as a possible
platform. However, he suggested that the decision about
whether to add pediatric dentistry to the NHIL benefits
package should be decided by the DM and should not
be not be prioritized by others (such as a designated
committee for prioratizating).
Shortly afterwards, apparently based on the position
paper as well as other activities described above, the DM
announced his intention to carry out a plan to include
dental health in the NHIL, using part of a budget originally designated for the inclusion of life-saving technologies (hereinafter: LST) [45] in the basic basket of the
NHIL. He was subsequently backed by a government
resolution [46].
Interactions between the members of the network

Given activities made by the civil society coalition, the
increased interest in, and legislators’ awareness of, the
issue, all of the actors in the relevant policy network
supported the idea of public funding for pediatric dentistry and its inclusion in the NHIL, including professional
interest groups such as the IDA. However, several of
them raised objections about two issues: the funding
source of the reform (cutting a budget designated originally for LST) and the service-provision model of the reform (whether or not to limit the provision only to the
existing HMOs that provide most of the services under
the NHIL). With regard to the first issue, in December
2009 three petitions were submitted to the High Court
of Justice (HCJ) (one by the Israel Medical Association,
IMA, and others by two other civic organizations)
against the government resolution cutting the budget for
LST in order to fund the reform [47]. Civic organizations were divided on the issue. Some of them supported
the petitions against the government, but others joined
the suit as amicus curiae of the HCJ and defended the
government’s resolution [48]. In May 2010, the court
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announced that the government resolution enabling cutting the budget for LST to fund the pediatric dental reform was nullified due to procedural errors in the legal
approval of the decision. This procedural problem, that
had to be corrected, made it unnecessary for the court
to address the government’s intention to use a designated MOH budget for funding pediatric dental care on
a substantive level [49]. As described in the Additional
file 1, the procedural error was subsequently corrected,
and with that the legal obstacle for approving the government decision was removed. The money was then
transferred to fund the reform, as originally planned.
As for the second issue (the service-provision model
of the reform), the MOF and the IDA shared a common
interest. The latter favored the establishment of an independent Corporation (or authority) to Deliver Dental
Services under the NHIL (hereinafter: CDDS) - as a substitute for the HMOs or in addition to them. The CDDS
was supposed to augment as many independent dentists
as possible [50]. The MOF saw the proposed CDDS as
an opportunity to increase competition between public
insurers (the HMOs), hoping that later on it could expand its responsibilities and turn it into a fifth HMO
[51, 52]. The HMOs, civil organizations and most MOH
senior-officials objected to this model. As described in
the Additional file 1, this model gained wide support
among members of the government, including the Prime
Minister. The DM decided to support the CDDS model.
Discussions in the Knesset on the proposed bill resulted
in approval of the bill and the concept of a CDDS (in
addition to the current HMOs), but limited the approval
of the CDDS to ‘corporations for public benefit’ (nonprofit organizations) [29]. Consequently, very few candidates have applied and so far, none have been approved.
The first phase of the reform was implemented on July
1, 2010 and included all children up to 8 years old [29,
53]. They were entitled to receive dental services
through their HMO (no copayments on preventive care
and minimal copayments on restorative services). In
subsequent years, the entitlement was to be expanded,
adding two cohorts of children each year. The last stage
was scheduled for 2013, expanding the entitlement to
children 12–14 years old [54].
As for the petitions to the HCJ mentioned earlier [41]
based on the Third Addendum regarding universal
provision of dental services to schoolchildren by the
state through the local authorities, there were long delays by the court in handing down its ruling. A suspension of legal proceedings can sometimes encourage
action at the executive authority level and obviate the
need for a court decision, as indeed happened. Only in
September 2010, about 3 months after the first phase of
the pediatric dentistry reform had been implemented,
did the HCJ conclude that - given that the state had
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budgeted 30 million NIS for preventive dental services
for schoolchildren, was working to provide them
through all local authorities, had included dental services
for children as an integral part of the Second Addendum
of the NHIL [provided by the HMOs] and was committed to expanding the program to all children up to
14 years old, “Under these circumstances, the circumstances that existed at the time of the filing of the petitions have changed and the appeals have been
exhausted.... therefore, they are annulled…” [55].
In July 2011, the entitlement under the NHIL was expanded to children up to 10 years old and in July 2010
to children up to 12 years old, as originally planned.
Importance of formal authority in public policy
entrepreneurship

In March 2013, following general elections, the government
was replaced. The new Minster of Health and officials of
the MOF canceled previous inter-Ministerial agreements
and did not implement the last stage of the reform (expansion of the entitlement to children up to 14 years of age)
[56]. As described in the Additional file 1, apparently, faced
with the need to decide where to invest the limited public
funding allocated for the healthcare system, and since the
new minister, apparently, did not include the promotion of
oral health among her top priorities, she decided not to implement the last stage of the pediatric reform. In July 2014,
the former DM, being a member of the Knesset with no
governmental position, proposed a private bill (backed by
40 MKs) to include dental services for children up to
18 years old in the NHIL [57]. This initiative failed [58].
On May 14, 2015, following general elections, Israel
changed governments again. Although the former DM
returned to the Ministry of Health as a DM, 4 months
later he was nominated to be a minister (following a ruling by the HCJ requiring “a full time minister” to be in
the MOH). As opposed to the former agreement, this
time expanding the entitlement to pediatric dental care
was one of the demands raised by the Yahadut Hatorah
party, which appeared in the coalition agreement they
signed with the ruling Likud party. The new Minister
(the former DM) implemented the last stage of the reform, and consequently since January 2016 all children
up to 14 years old have been eligible for pediatric dental
care under the NHIL, as was initially intended [59].
In addition to the pediatric dental services provided by
the HMOs, preventive check-ups in oral health as well
as oral health education lessons are provided to schoolchildren by most of the local authorities in Israel under
the responsibility of the MOH [60].

Discussion
We opened with the question of whether the entry of a policy entrepreneur can challenge the equilibrium of a policy
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network and promote changes that might harm the interests of powerful interest groups and civil-servants and, if so,
how? Our study illustrates that policy entrepreneurs may
promote a policy change not only because of events outside
the policy network but also due to changes within it. In our
case study, researchers who became brokers of change-first,
by publishing provocative policy papers calling for a significant policy change that was then leveraged by civic organizations [61] who challenged the established order, appealed
to the HCJ, and increased public and media awareness; and
second, by becoming later a governmental player in the
Ministry of Health. The HMOs entered the arena by offering free pediatric dental services in their supplementary insurance and became active stakeholders, who had the
knowhow and the needed infrastructure to supply the service, once it would be included in NHIL. The same MOF,
that had refused to promote such a reform in the past, now
faced new incentives to reconsider its stance, due to a
looming threat following petitions submitted to the HCJ.
The maturation of the coalition activities conducted in the
policy network prior to the entrepreneur’s appearance created a promising environment for a policy change.
In our case, we might conclude that the abovementioned publications, [38, 39] together with actions
by civic groups that followed them, led to increased public and media exposure to the situation in children’s oral
health, helped to recruit the legislators and to submit petitions to the HCJ, that involved the judiciary in the
issue. A positive decision from the court might have had
serious implications such as class action suits. Therefore,
the state had an interest in avoiding a court ruling,
which affected the former’s incentives for a policy
change. Indeed, previous studies have recognized both
the legislature and judiciary as two dominant factors that
are influential in the policy design of Israel’s healthcare
system [62–64].
Although all of these factors paved the way for a
change in policy, and the network was already ripe for
change, such action did not occur, mainly due to the
lack of authority and power to create the change. It was
not until a policy entrepreneur appeared on the scene, a
new member of the network who identified a window of
opportunity and used his authority, that it was possible
to alter the situation.
As mentioned, politicians who are positioned in the
government can be considered policy entrepreneurs
based on their actions, but only as long as these actions
not only demonstrate dominance in the policy arena,
but also go beyond the traditional framework of their activities in the government and promote innovative ideas
and/or strategies. Two examples might demonstrate
these characteristics in the case of the DM (for more details, see Additional file 1). The first was his controversial decision to use part of the LST budget as a funding
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source for the pediatric reform, overcoming objections
from many powerful members of the policy network.
This decision was revolutionary in Israeli terms. It was
unusual for a health minister to take a portion of an
earmarked-budget designated for new technologies, and
then use it to fund the inclusion in NHIL of a service
singled out by the DM, thereby bypassing the public
committee appointed to prioritize hundreds of technologies and services. The second was his willingness to
adopt a very controversial service-delivery model (based
on HMOs and CDDS), again, overcoming in-house and
outside objections, and against recommendation of a
statutory advisory committee (the Health Council), to
implement the reform. These examples that combine the
ability to recognize a window of opportunity, the use of
innovative and untraditional strategies, together with his
determination and persistence might be considered characteristics of a policy entrepreneur.
We also illustrated the potentially important role of a
support system such as a professional infrastructure that
backs the entrepreneur’s activity and helps him/her identify the window of opportunity, when such exists. Such a
support system can help prepare detailed plans and
present alternatives when pressure from interest groups
or external circumstances require a deviation from the
original plan. Sympathetic advocacy coalitions and support from other stakeholders in the policy network are
also essential components of the safety net [65].
Our case also demonstrates that when public support,
professional and political safety nets, the right incentives
for key actors, and a window of opportunity exist, the
entrepreneur can more easily overcome or persuade opponents. In this case, the large public and governmental
consensus led professional interest groups to support
the core ideas of the suggested reform. Rather than
struggling to ensure their interests by opposing the core
values of the new policy, they focused their efforts on reducing the potential damage to their interests through
what might be considered secondary-level changes in
the policy design (e.g., the service-delivery model).
In addition, our case illustrates how policy entrepreneurs can use their source of power and authority to
promote change. The literature notes the importance of
timing, the ability to identify a window of opportunity,
persuasion skills and other personal characteristics of
the entrepreneur and the techniques s/he uses as necessary elements of the policy entrepreneur’s toolbox [19–
22]. Indeed, the entrepreneur in our case study cooperated and negotiated with both the MOF officials and the
HMOs, while allaying the fears of interest groups such
as the IDA and IMA. Nevertheless, our case also underscores that the entrepreneur’s relative strength in the
policy network and in the government, along with his/
her formal authority or the ability to leverage the formal
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authority of others are the most significant resources
that determine the ability to create and maintain change.
In the current study, the entrepreneur had all of the virtues described in the literature [14, 15, 17]. Nevertheless,
after he stepped down, the new Health Minister, joined
by officials in the Finance Ministry, canceled the last implementation stage of the original pediatric dental reform, and no other actors in the network were able to
rally against that decision. The entrepreneur (the former
DM) tried to do so from his position as a legislator in
the Knesset through a private bill, [57] but he failed,
even though no change had occurred in the basic rationale for the reform and even though he was joined by
many Knesset members and supported by an advocacy
coalition that remained intact. However, two years later,
upon his return to the Ministry of Health, he could
complete the reform, even though some external incentives such as the HCJ petition and the idea of adding a
competitor to the HMOs (CDDS) that contributed to
driving the reform initially no longer existed. This situation may have arisen not only because of the entrepreneur’s cumulative experience in the policy domain, but
also because he returned to the government with greater
power and authority than he had in the previous term,
mainly because of the stipulation that appeared in the
coalition agreement signed by his party, Yahadut
Hatorah, and the ruling Likud party [66]. This time,
shortly after his entrance, he was appointed as a Minister of Health (in contrast to his previous position as
Deputy Minister)4.
In addition to the previously mentioned aspects of policy entrepreneurship behavior revealed in this case, another factor of importance is the consistent pressure from
actors, who changed positions-inside and outside the government, but stayed committed to create the desired policy change. That characteristic behavior was also evident
in the publications that analyzed other policy changes that
ended in the enactment of Israel’s NHIL [67].

Conclusions
In conclusion, the article described how a 2007 policy analysis served as an important catalyst to activities conducted by players inside and outside a policy network. In
addition, on one hand, the paper strengthens and illustrates arguments in the literature about the factors within
a policy network that might pave the way for a change. It
demonstrates how the earlier activities of members of a
network, including actions by the MOH, combined with a
determined policy entrepreneur, can minimize the resistance of powerful civil-servants and professional interest
groups in the network and channel their opposition to issues that are relatively easier to address. On the other
hand, it highlights the impact of external events and authorities such as the judiciary in changing the interests
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and incentives of members of the network, and their crucial effect on the ability of a policy entrepreneur to promote a substantial policy change. However, it also
emphasizes the enormous importance of the policy entrepreneur’s power and formal authority and the support systems within which s/he functions, as well as the political
backing s/he receives that enables him/her to adopt a realistic agenda and implement a reform successfully.

Endnotes
1
See Additional file 1 for a detailed version of the case
study.
2
The invitation letter for civil organizations to join the
first meeting of founding the new coalition included a
citation from the Taub Center publication mentioned
earlier.
3
Throughout the years, due to ideological reasons,
Yahadut Hatorah party refused to serve in the government and agreed only to serve as deputy ministers.
4
This happened following a decision of the Supreme
Court that dismissed the possibility of appointing a Deputy Minister of Health, without a full-time minister.
However, some argue that given the status and authority
the DM had during his first term of office, from a practical standpoint, the former DM had essentially the same
influence as a minister as he had as a deputy minister.
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