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1. 	Comment by Susan: According to the Journal requirements, there must be an abstract and keywords.	Comment by Susan: The article has been double spaced as per the journal’s requirements.
2. 
3. Introduction:
Many healthcare systems around the world have adopted In recent decades, a private-public mix (PPM) approach has been adopted by in recent years many healthcare systems around the world [1]  as a way to cope with growing increasing healthcare expenses under increasing budget budget constraints. [2]. While there are several models of PPM, the main common principle is common to most of them: sharing the burden of risks and payments rewards between the two players – the public and the private stakeholders [3].. . Those who support endorse these models within the private and public sectors, believe that private-public cooperation collaboration can reduce the public healthcare expenses expenditure invested in healthcare [1], and, if well regulated, can save millions of dollarslarge sums of money by focusing on patient outcomes, getting leveraging more fromof public assets, and improving service quality and diversity [3].. However, alongsideAlongside the possible potential advantages of PPM, lay there are some issues that cause major concerns, including such as the potential for the complexity of the combined system, that can leading to injustice, inequalityinequities, higher out-of-pocket expenditures, and inefficient distribution of resources [4]. Opponents of PPM also claim that forcing artificialimposing private-public collaboration can on healthcare systems can lead to inherent conflicts of interests, as services provided by the private organizations are not always compatible with the values of the public system [5]. 	Comment by John Peate: In line with journal guidance, it is preferable not to format citations in any particular style at draft submission stage.	Comment by John Peate: Do the authors mean something specific by using “out-of-pocket” here or do they just mean “expenditure”?	Comment by John Peate: If they only could lead to them, they cannot be inherent.
[bookmark: _GoBack]These private-public mixesPPM have a wide spectrum of comes in many forms,, and the choice ofchoosing how to integrate private components elements into the public sector system depends on one handboth on the role of public regulators , and on the other, on the degree of risk and responsibility the private sector is willing to take. According to a well presented scheme published by theA 1991 World Health Organization (WHO) in 1991report points[6] out that, the terms "“private sector"”, and "“privatization"” can apply to either to the financing or provision of health- related services [6]. Forms of PPM include different combinations between private and public financing and provision.  Barlow et al. [1] proposed different a typology for PPM models of PPM, according to the different combinations forms of finance and service provision combinations. In the United Kingdom, for example, the private Private finance Finance initiative Initiative (PFI) is the major principal model of PPM, as with the National Health Services (NHS) is still responsible for providing the clinical services [7] but with capital investments are increasingly supplied by the private sector [8]. In Germany, the public authority authorities may replacetransfers public hospitals by giving to private franchises to private firms. In the public financing/ -private provision systemmodel, currently one of the world’s most common modelsmodels in the worlds these days, some services are supplied by the private sector assuming based on the assumption that their quality and accessibility of these services would beare better than they would be if they were provided by the public servicessector; and, if well-regulated, might even increase theenhance value -for -money ratio [9].  In Australia, for example, the private sector is integrated in with the public health services. themselves All c, as all citizens are covered by the national health program, but services received outside of the major public hospitals – such as GP appointments and some certain diagnostic tests [10] – are provided by private practitioners on a fee-for-service basis, with and citizens are reimbursed for the services they consumed up until to a certain level, defined by law [11]. In other countries, PPM appear asfeatures in the expansion of private health insurance (PHI) (PHI) as a way to finance new services [12].
Many studies have examined the implementation of PPM in different healthhealthcare systems around the world around the world [4,8,12], and the effects it has had on access to medicinetreatment, on patients, and on systems in general; . but only fFew, however, have focused on the major role physicians play in this these partnerships, and the how physicians influence they have over the form of their development of different forms of PPM[13–15]. Functioning in theAs front-line of any health systemstaff, physicians are those who interact with patients and implement implement health regulations of health systems. Moreover, physicians havethey play a crucial role in patients decision-s making processes over key matters such as courses and providers of treatment [16], and are major key players in convincing patients intentionally or unintentionally. PPM places physicians at the interface of public and private sectors in healthcare, andHence, physicians might havecan therefore play a major role in the implementation of the different various forms of PPM. PPM models bring physicians to navigate the interface between the public and the private sectors. To the best of our knowledge, mMost studies in this field regardingof physicians’ perceptions and concernsin this regard, have examinedd their motives motivations to engage in dual public- and private-sector practice  and work in the private sector [17–19] rather than identifyingcharacterizing the what motivates leading physicians to promote among their patients the services those physiciansthey provide to their patients within the private frameworks  .	Comment by דני פילק: אם יש כאלה אתה צריך להנות אליהם כאן. אתה מרפרף למטה, אבל כבר כאן צריכים הפניה
.. 
PPM in Israel: According toUnder Israel’sthe 1994 1995 National Health Insurance Law, the country’s health fundshealth funds in Israel  provide universal health carehealthcare services (“health care basket”) to all citizens, andthat are financed by the state according to a standardized capitation system [20]. As in other OECD countries, the financing of healthcare in Israel the Israeli health care system relies on a mix of public and private sources. , But but compared to other OECD countries, the share of private financing in Israel has lately reached a peak of 37–38%, Israel is considered unique since the upward trend in the proportion of private financing reached a peak of 37–38% toward the end of that decade, significantly higher than the 26% OECD average for OECD countries [18][21]. The main form PPM takes in Israel is the provision of PHI by the public of health funds. This PHI is a combination of  who are responsible for the provision of public services, and at the same time provide their members supplementary private health insurances whichsupplemental and duplicate insurance. Breaking down the average monthly payment on health of an Israeli average household reveals that more than 44% of the expenditure are invested in private health insurances from all kind of types. While Although the benefits of PHI include addings to consumer choice and makes institutions more responsive, among other benefits, and making systems more responsive, it also increases both individuals and collective national health expenditure and increasewhile exacerbating sociodemographic inequities and gaps among different sociodemographic groups [22].	Comment by John Peate: The law came into force in 1995, according to the ministry: https://www.health.gov.il/English/News_and_Events/Spokespersons_Messages/Pages/03112014_1.aspx
	Comment by John Peate: Consider whether it would be better to move this to sections that deal with PHI below.  This point, already alluded to, appears here to be a rather isolated assertion. 
 Though PHI plays aprovides significant role in healthcare financing in many other OECD countries to various degrees, it is particularly prevalent in Israel. A 2017 survey found that almost nearly 84% of respondents said they subscribed to at least one PHI scheme, and more than one-third that they subscribed to more than one [23]. Those who have PHI have the privilege of visiting specialists for the same problem in both the public and private sectors, increasing “doctor shopping’”[24]. It has also boosted sThe supplementaryl/ and duplicate insurance and  reflects the best example of the blurring of the boundaries between the private and public sectors, as it is sold by the public health funds themselves and coverss a number of diagnostic procedures, drugsdrug provisions, and second opinions. It furthermore, and  allows patients to choose their hospital surgeons for hospital procedures (in both private hospitals and some certain, mainly Jerusalem-based, public hospitalsones mainly in Jerusalem). It is the most salient example of the blurring of boundaries between the Israeli private and public sectors, since PHI is sold by the health funds themselves. Each health fundhealth fund may include a differentits own set of supplementary supplemental services to its plans, as long as it that it does not include lifesaving procedures and treatments, and as long as there is no under-writing. Over time, hOver time the Israeli publicly funded health funds,ealth funds have been increasing increased the offer number and range of private services in the private insurance schemesPHIs they sell. Moreover, iIn another manifestation of PPM’s reach, the two biggest health funds own private hospitals which provide services to patients owning private insurance sold by those public health funds given byfrom physicians whothat also work also in the public system, to patients owning private insurance sold by those public health funds [25]. 
The increasing demand for private medicine resulting from the expansion of PHI, influences  physicians’ work, who now receive patients in both the private and public systems. Physicians may choose one out of three possible frameworks [26]: (1)to working only in public hospitalshealthcare, (2) working only in private hospitals and clinicshealthcare, or (3) working in both sectors –( dual practice)[26]. The increasing demand for private healthcare resulting from the expansion of PHI affects the work dual practice physicians undertake. In fact, uUp until 2017, when new regulations were appliedimplemented, it was easy for those who had engaged in dual practice  could easilyto transfer their patients, with patient consent, from the public system to their private, fee-paying clinics, where the waiting times was are shorter,, and  charginged them for each procedure and appointment if both agreed. This This widespread phenomenonwidely adopted practice  increases theexacerbated social inequality inequalitiesamong social strata, since research has shown that it increases queues waiting times for procedures in the public system, adversely affecting those who are not able to purchase PHI [27]. 	Comment by John Peate: Authors: Is there really a simple linear cause-effect relation here? Has the expansion of PHI really led to increased demand for private healthcare? It would seem logical, if PHI has achieved greater public take-up, that there must have already been more demand for it.
It is important to assess the role physicians play in the process in order to understand why such a very high percentage of people purchase PHI, coverage which mostly duplicates existing insurance or covers non-essential, “nice-to-have” services. Considering the case of physicians in the Israeli health care system, oOur study aimed to analyzes the perception of physicians’ perceptions regarding Pof and attitudes to PHI , and whether and to what extent they play a the role they play in convincing patients to purchase or usesubscribe to PHIit. Given the major changes in the healthcare system in recent years, it has become crucial to perform this examinationphysicians, and understand their perception towards it.	Comment by John Peate: This expression (PPHI) is not amenable to such an abbreviation, being non-standard.	Comment by John Peate: ‘Use’ implies they have purchased it anyway.
 of physiciansIn order to make such an assessment, preliminary qualitative research was conducted among 21 physicians in both the private and public sectors between November 2016 and August 2017 [28]. These included specialists from residencies where private practice was conducted for less frequently accessed areas of treatment in infectious disease and intensive care, and for the more commonly used services of orthopedics and cardiology. We chose these specialties following a preliminary descriptive analysis that showed that the first two were strongly associated with private healthcare, while the second two were more strongly associated with public sector healthcare. 
In-depth, semi-structured interviews were used to understand the participants’ views on PHI. This analysis and its results have been described in detail in a previous paper [28]. Thematic coding analysis of the interviews identified certain themes[29,30]: privatization; an increase in PHI usage; and the relationships between physicians and patients [29,30]. These themes were categorized at three levels according to the perceptions of the physicians of privatization in general and PHI particularly: the macro-, micro-, and practice levels. As part of an integrated methodology, the qualitative research findings served as the basis for the quantitative survey that is the focus of this article.  	Comment by John Peate: Consider briefly defining the differences between the three for the readers’ benefit.

  
4. 
5. 
6. The Israeli health system is considered unique among the OECD countries, since it has a relatively high share of private expenditure and a low share of public expenditure. While this article was written,  
7. 
8. 
9. the present study analyzes the ways in which neoliberal reforms contribute to the construct of physicians as neoliberal subjects, which in turn, plays a role in the process of subjectification of patients. Israel underwent a transition from a Keynesian/nation building model, to a neoliberal beginning in the mid-1980s. This transition included broad transformations in the mode of capital accumulation, labor relations and organization of work, liberalization of capital markets and finance, privatization of public firms, commodification of welfare, tax reductions, and other benefits to international investors, and large market capitalization corporationsObjectives: 
The overall objective of this study was To to examine the different various motives leading physicians to propose private services to their patients in a mixed private-public healthcarehealthcare system. 

Using the motives elicited in the qualitative interviews, the key aim was understanding the reasons leading physicians to suggest their patients to purchase or use existing PHI. The secondary aims included examining the possible association between the nature of the physicians’ residency (private or public) to their suggestions and understanding what affects physicians’ commitment to patients who pay. 

10. 
11. Methods: 
3.1	Study design and participants:
The qualitative component of the research was followed by up with a telephone survey, conducted by telephone duringbetween August 2018 to and January 2019, among of physicians from all four major health funds from both the public and private sectors,, who were randomly chosen from lists supplied to us by the Israeli Medical Association (IMA) and included physicians from all the four major health funds in Israel. Interviews were conducted in Hebrew by the Tel Aviv-based surveyors from Geocartography Knowledge Group company(Tel Aviv, Israel). The criteria for inclusion criteria were that participants were: (1) members of the IMA ; (2) being an activecurrently working physicians; (3) working in at least one framework; (4) working in one of the four residenciesmajor health funds  mentioned above; (5) being an Hebrew -speaking Israeli citizens. We excluded physicians (1) who did no't study medicine in Israel, in order to neutralize the potential effects their medical education had on ideology their outlook [31] and; (2) also those who were older thanover 70 years oldof age. Out of 300 cardiologists and orthopedic surgeons, 160 randomly chosen agreed to participate (53%) and, of those, 14 were excluded for the above reasons of age or foreign education. The survey elicited responses from 197 physicians: 146 in the private or private-public dual sectors, and 51 from the public sector only. The physicians chosen were specialists from four different residencies in the following proportions: cardiology (77) orthopedic surgery (66), critical care (23) and infectious diseases (28). Among the 50 critical care physicians and 42 infectious diseases physicians approached, 46% and 66% respectively agreed to participate.	Comment by John Peate: Surely all physicians work in at least one? 	Comment by John Peate: The reader may wonder why it was important to “neutralize” foreign medical education and why old doctors were excluded. A brief/fuller explanation of both might help.
3.2	
Data Collection:
The comprehensive qualitative data analysis presented previously was presented previously [28], and elicited about 70 codes which were categorized under into 12 themes. Based on the themes and motives found identified in the previous study, surveys were drafted surveys were conducted and pilot testing of the reworded questionnaire conducted took place amongon 30 physicians. After completing the survey,The internal consistency of the different various subjects was tested was then tested, using Cronbach's alpha coefficient [32].  Analysis of each subject was performed, and questions who that decreased the coefficient (< 0.7) of each subject were excluded, as accepted in the literature [33]. The final questionnaire survey consisted of 40 questions, broken down into in six sections: on background characteristics (five open- ended questions), ); on demographics and practice (five close ended-ended questions), ); on perceptions of on access to healthcarehealthcare (five Likert scale itemsquestions), ); attitude toward private insurances (three Likert scale, and four closed-ended ended itemsquestions), ); on job satisfaction (seven Likert scale itemsquestions); and satisfaction ofon work satisfaction in the public sector (nine Llikert scale itemsquestions). We used a four-scale Likert scale-style questions in order to avoid neutral answers [34], but while still also allowed allowing the participants to declare the question was "“irrelevant."”. For each question and statement, participants had to choose one out of four five responsespossible answers: "“Strongly disagree,"”, "“Disagree,"”, "“Agree,"”, "“Strongly Agreeagree,"” or "“Irrelevant."”. Each answer corresponded to a number on a scale of one to four respectively.   	Comment by John Peate: It is best not to assert its comprehensiveness.	Comment by John Peate: Consider giving the reader the precise number here, since the paper relies considerably on precise statistics. 
The protocols for both stages were approved by the institutional Institutional ethics Ethics and human Human subjects Subjects review Review committee Committee of Ben-Gurion University of the Negev.
3.3	 Variables and measurements 	Comment by John Peate: These sections may be better under the “Methods” section, since they principally describe methodologies and standards applied.
The dependent binary variables were the answers for two “yes/no” questions regarding each of our outcomes: (1) “Will you recommend your patient using/purchasing PHI?”; (2) “Do you feel more obliged to patients who pay out-of-pocket for the service they receive?” The questions addressed doubts and issues arising from the previous stage of interviews conducted with physicians [28]. The covariates included demographic details: gender, age, and place of residence. It also included professional data: the institution from which they graduated; the district they work in; the framework within which they operate; the nature of their residency; their years of seniority as a specialist; approximate number of patients seen in the private health system per week; and the approximate number in the public health system per week. The other independent variables related to the various questionnaire topics: perceptions of access to healthcare; attitude toward PHI; job satisfaction; and the satisfaction of work in the public sector. 
3.4	Statistical analysis
Univariate analysis was performed using  and Fisher Exact tests between the nominal variables and the outcome variables. The relation between the dichotomous and continuous numerical variables that were normally distributed were examined using Student’s t-tests. The relations between dichotomous variables and non-continuous numerical variables, including the ordinal questionnaire answers, were examined using non-parametric Mann Whitney tests.
A multivariate Generalized Estimating Equations (GEE) regression was then performed in order to assess the association between the binary outcomes and the covariates, using the different residency types (public/private) as clusters. Multivariate logistic regression analyses were performed when one population was analyzed, and clusters were not necessary. We entered the regression-only variables that were significant (p <0.1) in the univariate tests, after examination of possible confounders and the interaction among the independent variables. Final GEE regression modeling was performed using an unstructured matrix, as it was found most appropriate for each one of them using QIC. Models were compared using QICC as common in the literature [35]. Logistic models on the other hand were compared using -2LL and Receiver Operating Characteristic (ROC) analysis.	Comment by John Peate: I am not sure what the authors mean here: do they mean “considered”?
The study was part of a larger mixed methods study on the public-private mix health care from the perspective of physicians and patients in Israel [28]. This part of the study examined physicians’ perceptions and conceptions about the public and private systems, and was composed of two sub parts: qualitative and quantitative. In the qualitative component,  we aimed to study attitudes, behaviors and motives of physicians from both the public and private sectors, using a grounded theory approach with thematic coding [29,30]. The interviews were open ended, conducted in Hebrew and focused on attitudes and behaviors from the physician's perspective within the private or public health system. 

Outcome measures: Using the motives raised in the qualitative interviews, the primary outcome was understanding the reasons leading a physician to suggest his/her patient to purchase or to use an existing private insurance. Among the secondary outcomes were: (1) examining the possible association between the orientation of the physician's residency (private or public) to his/her suggestion; and (2) understanding what affects physicians commitment to patients who pay. 	Comment by John Peate: The “Aims” section would be better placed before methodologies are described, since methods are defined by aims.

Variables and measurements: The dependent binary variables were the answers for two "yes-no" statements regarding each of our outcomes: (1) "Will you recommend your patient using or purchasing a private health insurance?"; (2) "Do you feel more obliged to a patient who pays out-of-pocket money for the service he/she gets?". The questions represent doubts and issues raised from the previous stage of in-depth qualitative interviews conducted among physicians [28]. The covariates included background characteristics: (1) Gender; (2) Age; and (3) Living district. It also included professional characteristics: (1) Institute of graduation; (2) working district; (3) working framework; (4)  residency; (5) years of seniority as specialist; (6) approximated number of patient in the private health system per week; (7) approximated number of patient in the public health system per week; The other independent variables included in the models were the answers for the different topics in the questionnaire: perception of access to healthcare, attitude toward private insurances, job satisfaction and satisfaction of work in the public sector. 	Comment by John Peate: These sections may be better under the methods section, since they principally describe methodologies and standards applied.
Statistical analysis
First, univariate analysis was performed using  tests and Fisher-Exact tests between the nominal variables and the outcome variables. The relation between the dichotomous and continuous numerical variables that were normally distributed were examined using Student's t-tests. The relations between dichotomous variables and non-continuous numerical variables including the ordinal questionnaire answers were examined using non-parametric Mann-Whitney tests.
12. A multivariate Generalized Estimating Equations (GEE) regression was performed in order to assess the association between the binary outcomes and the covariates, using the different residencies orientations (public/private) as clusters. Multivariate logistic regressions were performed when one population was analyzed and clusters were not necessary. We entered into the regression only variables that were significant (p <0.1) in the univariate tests, after examination of possible confounders and interaction among the independent variables. Final GEE regression models were performed using unstructured matrix, as it was found most appropriate for each one of them using QIC. Models were compared using QICC as common in the literature [35]. Logistic models on the other hand were compared using -2LL and ROC analysis.
13. 
14. Findings
A total of 197 physicians responded to the survey. The sample was conducted of 146 physicians from the private / private-public mix sector, and 51 from the public sector only. The physicians chosen were specialists from four different residencies: Cardiology (77) Orthopedic surgery (66), Critical care (23) and infectious diseases (28).Out of 300 cardiologists and orthopedic surgeons, 160 who were randomly chosen agreed to participate (53%), from those, fourteen met our exclusion criteria and were excluded from the study. 
4.1	Physicians Population population characteristics
Table 1 describes the characteristiczes of the physicians recruited in the cross-sectional studysurveyed by the orientation of their residency. Out of the entire sample mMost were found to be males (83.8%, n=165) and most of them combined work in the public and private sectors (71.9%, n=120). Out oOf the females in the sample, only eighteen (54.5%) engaged in such dual practice. There were no significant differences in the average age of both groups genders (U=3283, P-value = 0.813). and nNo significant differences were found among physicians from both sectors in with regard to the time they have been working in their profession, and the total time of in both residency and fellowship (U = 3191,P3191, P-value = 0.927; U=2925,P-value= 0.878 respectively). Concerning the physicians working areas, tThe majority worked in the northern (57.1%, n = 109) and central (30.9%, n=59) districts of Israel, and there was no significant difference between the two sectors regarding the working districts (= 1.699, P-value = 0.428). Physicians with oriented toward private orientation practice met saw a on average significantly higher number of patients per week on average (72.61  23.15 vs 48.00  23.00, U = 2000, P-value <0.001), and their median number of frameworks was significantly higher too (3.0 compared to 1.0, U=1993, P-value < 0.001), ). most Most of them engaged in dual practice (78.1%, n= 114), while only some of the physicians oriented towards the with public orientationsector engaged in dual practice (41.2%, n = 21). 	Comment by John Peate: Is this what the authors mean? You can’t combine one sector.	Comment by John Peate: If this is what the authors mean. The original wording is ambiguous.	Comment by John Peate: Do the authors mean “fewer” rather than “only some”, as the latter is ambiguous?




[Place Table 1 Here]




















Table 1. 
Characteristics of respondents by their residency– private vs public orientation
	 



	 
	Private orientation
	Public orientation
	P-value
	

	
	
	n = 146
	n=51
	
	

	Background characteristics
	
	
	
	
	

	Age [years] (Mean ± S.D)
	
	57.95 ± 9.3
	57.64 ± 8.86
	0.813
	3283

	Gender 
	
	
	
	
	

	Males n(%)
	
	132 (90.4)
	33 (64.7)
	<0.001
	18.357

	Females n(%)
	
	14 (9.6)
	18 (35.3)
	
	

	Working place characteristics
	
	
	
	
	

	
Years since end of residency (Mean ± S.D)
	
	21.63 ± 10.18
	22.0 ± 10.56
	0.927
	3191

	Duration of residency and fellowship (years) (Mean ± S.D)
	7.03 ± 1.71
	7.07 ± 1.30
	0.878
	2925

	Working district
	
	
	
	
	

	North n(%)
	
	85 (59)
	25 (51.1)
	0.428
	1.699

	Center n(%)
	
	44 (30.6)
	15 (31.9)
	
	

	South n(%)
	
	15 (10.4)
	8 (17)
	
	

	Working frameworks
	
	
	
	
	

	Working in public hospital n(%)
	
	110 (75.3)
	47 (92.2)
	0.010
	6.604

	Working in private hospital n(%)
	
	45 (30.8)
	5 (9.8)
	0.003
	8.816

	Employee in health fund n(%)
	
	31 (21.2)
	6 (11.8)
	0.136
	2.221

	Semi-private clinic n(%)
	
	45 (30.8)
	8 (15.7)
	0.036
	4.403

	Private clinic n(%)
	
	41 (28.1)
	4 (7.8)
	0.003
	8.784

	Number of frameworks (Median)
	
	3
	1
	<0.001
	1993

	Engaging in dual practice n(%)
	
	114 (78.1)
	21 (41.2)
	<0.001
	23.87

	Estimated number of patients [per week] (Mean ± S.D)
	
	72.61 ± 23.15
	48.0 ± 23.0
	<0.001
	2000

	 
	 
	 
	 
	 
	 



4.2	

Going private: WhatP leads physicians’ motivations in to promoteing the use of private services among to their patients?
In the univariate analysis, we examined the association between the dichotomous response for the question "“Will you recommend your patient using or purchasing a private health insurance?"” as a dependent variable, to and the background characteristics, and as well asthe other questions (Table 2). Contrary to our hypothesis, the recommendation  to purchase PHI The recommendation for PPHI was not significantly associated with most of the background characteristics, including the orientation of the residencyphysician’s specialism (p-value = 0.994).  Although it was not significantly associated with working district, the proportions of physicians with private orientation that would potentially recommend PPHI was significantly different between the regions (70.9% in the North; 52.3% in the Center; 53.3% in the South; P-value = 0.02). While among the physicians with the public orientation, differences were found only in the North and South (77.3% and 60% respectively). 	Comment by דני פילק: לא ברור. הכוונה לאיזו התמחות? אם כן, צריך לכתוב
The physician’s specialty	Comment by טל מיכאל: טופל	Comment by דני פילק: תחביר לא מספיק ברור
When we examined the associations between PPHI  the purchasing PHI variable and  the other questions (see Appendix: Table I 6 - appendix), we found that, logically, the stronger the agreement was with statements regarding the claimed benefits of PHI –(e.g. statements claiming usingfor example, that it allows provides higher greater healthcare availability of health services and more health access for those who live in relatively peripheral remote areas) the higher was the probabilitymore likely a physician would was to recommend using it (OR = 1.92 ,95%CI 1.35 to 2.80, p-value < 0.001; OR = 1.53, 95%CI 1.11 to 2.11, p-value = 0.008 respectively). We examined the univariate association between statements regarding the degree of satisfaction one feels as at being an employee in the public sector to the recommendation of PHI. The higher the agreement level with the statement: "“The burden I feel in the public sector prevents me from paying my patients the attention I would like to pay them,"”, the higher was the probabilitymore likely a physician would was to recommend using or purchasing PHI (OR = 1.547, 95%CI 1.14 to 2.10, p-value=0.005). On the oppositeConversely, the higher the level of agreement was level with the statement: "“My working place in the public sector is financially rewarding,"” was associated with lower ofthe less likely a physician was to recommending on PHI (OR = 0.652, 95%CI 0.464 to 0.915, p-value= 0.013).	Comment by John Peate: I am not quite sure what function the word “logically” plays here. If it means “as would logically follow,” then it is more clearly expressed that way.	Comment by John Peate: I take it this is what is meant by “peripheral” which is a rather vague (and rather harsh sounding in English) phrase in the context. If I am right, it might be worth briefly explaining to readers why PHI might make access easier for such people as it does not seem self-evident.
Among With regard to the statements about job and salary satisfaction, the outcome was significantly associated with to only one statement: "“I think my income is lower than the income of my friends outside the health system"” (OR = 1.433, 95%CI 1.041 to 1.974, p-value = 0.027). Table 3 presents the results of from the most stable model produced using multivariate GEE analysis. The (reference group of each covariate is marked with a star). Adjusting for gender and age, the only covariates left independently and significantly associated to the promotion of PHI were: northern and central working districts (OR = 1.425, 95%CI 1.227 to 1.655, p-value <0.001; OR= 1.578, 95%CI 1.414 to 1.76, p-value < 0.001) when compared to the southern region, and in relation to the statement "“My working place in the public sector is financially rewarding"” (OR = 0.918, 95%CI 0.892 to 0.945, p-value < 0.001); While each of tThe statements claiming using that PHI allows highercreates greater availability for of healthcare services and more healthcare access for those who live in peripheral relatively remote areas, becamewere found to be independently inversely associated to the outcome (OR = 0.6061.650, %95CI 1.1610.426 to 0.8612.347, p-value < = 0.0051; OR = 1.6600.603, 95%CI 1.5100.549 to 1.8210.662, p-value = < 0.005001).) their interaction inserted to the model and was found significant and positively associated to the outcome (OR = 1.171, 95%CI 1.104 to 1.242, p-value < 0.001).	Comment by John Peate: I’m afraid I do not understand what this means. Consider rewording for clarity.











[Place Tables 2 and 3 here] Table 2
. Characteristics of physicians responded to the statement: "Will recommend your patient using or purchasing a PHI?"	Comment by John Peate: I changed some of the wording of these questions to make them more idiomatic English while (I hope) not altering their sense. Since they were written in Hebrew originally anyway, I think this is acceptable.
	
	
		Comment by John Peate: I changed some of the wording of these questions to make them more idiomatic English while (I hope) not altering their sense. Since they were written in Hebrew originally anyway, I think this is acceptable.
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	



	 
	 
	Will you recommend your patient using or purchasing a private health insurance?
	Odds Ratio
	P-value
	CI95% - Low
	CI95% - High

	
	
	Yes
	No
	
	
	
	

	
	
	n = 115
	n= 68
	
	
	
	

	Gender 
	
	
	
	
	
	
	

	Males n(%)
	
	98 (83.1)
	57 (83.8)
	0.946
	0.892
	0.423
	2.115

	Females n(%)
	
	20 (16.9)
	11 (16.2)
	.
	.
	.
	.

	Working characteristics
	
	
	
	
	
	
	

	Residency with private orientation n(%)
	
	88 (76.5)
	52 (76.5)
	1.003
	0.994
	0.495
	2.034

	Engaging in dual practice n(%)
	
	88 (76.5)
	45 (66.2)
	1.499
	0.223
	0.782
	2.875

	Working district
	
	
	
	
	0.022
	
	

	North n(%)
	
	75 (65.2)
	28 (43.8)
	2.192
	0.117
	0.821
	5.851

	Center n(%)
	
	29 (25.2)
	27 (42.2)
	0.879
	0.805
	0.150
	2.449

	South n(%)
	
	11 (9.6)
	9 (14.1)
	.
	.
	.
	.

	 
	 
	 
	 
	 
	 
	 
	 




Table 3
. Association between physicians recommendation of purchasing or using a PHI, background characteristics and responses for survey statements. Using GEE model (n=183)
	 
	B
	SE
	P-value
	Odds Ratio
	CI low
	CI High

	Working district
	
	
	
	
	
	

	North 
	0.391
	0.097
	<0.001
	1.479
	1.222
	1.789

	Center
	0.452
	0.015
	<0.001
	1.572
	1.525
	1.62

	South
	.
	.
	.
	.
	.
	.

	Statements regarding benefits of PHI
	
	
	
	
	
	

	PHI allows receiving higher availability of health services 
	-0.501
	0.179
	0.005
	0.606
	0.426
	0.861

	PHI allows receiving higher access for health services 
in the periphery 
	-0.507
	0.047
	<0.001
	0.603
	0.549
	0.662

	PHI allows receiving higher availability of health services  X PHI allows receiving higher access for health services in the periphery 
	0.158
	0.030
	<0.001
	1.171
	1.104
	1.242

	Statements regarding satisfaction of work 
in the public sector
	
	
	
	
	
	

	My working place in the public sector is 
financially rewarding
	-0.058
	0.011
	<0.001
	0.944
	0.922
	0.966

	 
	 
	 
	 
	 
	 
	 













Money talks:4.3	 Do physicians feel more committed to patients who pay?	Comment by John Peate: It is not usual to add editorializing comments in titles in a scientific paper’s headings.
In the univariateunivariate analysis, no background characteristics were found to be significantly associated with the dichotomous response for the statement: "“I feel more obliged to a patients who pays out -of -pocket money for the service he/shethey getsreceive”" (Table 4). Because this question involves aelicits perceptions regarding fee-for-service healthcarehealthcare, we decided to included in the analysis only dual practice the physicians in the analysis who engaged in dual practice. Compared to those who disagreed with this sentence, those who agreed tended to disagree with the statement: "“I find the working in the public sector rewarding" “ (OR = 0.582, 95%CI 0.37 to 0.91, p-value = 0.02). From the statements describing the general economical and job satisfaction, only one was found to be positively associated to the outcome: "“The job I perform is more valuable and important than the job my colleagues perform" “ (OR = 1.491, 95%CI 1.046 to 2.125, p-value = 0.027).  
Among the different themes examined in the questionnaire (Appendix – Table II), Physicians’ obligations towards patients who pay were found to be significantly positively associated more to statements regarding the benefits of the private system, compared to any other outcome examined: “In the private system, I can provide better and more devoted care than I can in the public system” (OR = 1.679, 95%CI 1.166 to 2.418, p-value = 0.005); “In the private system patients trust me much more than they would in the public system“ (OR= 1.995, 95%CI 1.328 to 2.877, p-value < 0.001).   
 Those who declared that they felt more obliged to patients who pay also tended to agree more with one of cardinal statements dealing with general perceptions of healthcaremore statements from the section regarding perception of healthcare were associated with the obligation toward patient who pays than any other section. In fact, higher agreement with each of the following was positively associated to the obligation one may feel: "“PA patients is are more committed to a course of treatment if he/shethey pays for it out -of their own -pockets for it"“ (OR = 1.536, 95%CI 1.091 to 2.296, p-value = 0.036).	Comment by John Peate: The authors should be clear that “out-of-pocket expenses” in English is not entirely synonymous with “personal expenditure”.

; "In the private system, I can provide a better and more devoted care than I could in the public system" (OR = 1.679, 95%CI 1.166 to 2.418, p-value = 0.005); "In the private system patients trust me much more than they would in the public system" (OR= 1.995, 95%CI 1.328 to 2.877, p-value < 0.001). 
As mentioned before, only physicians who engaged in dual practice were included in the multivariate analysis. Due to the current sample size, we decided to conduct this stage without considering the clusters of residency and by performing multivariate logistic regressions. Table 5 represents the model that was mostly fitted and most stable among the different models we have tested. Due to a collinearity between the two last statements presented in the paragraph above, only one was entered the regression at a time, and the better model was chosen and. Adjusting for age and gender only two statements left significantly associated to the obligation one has to a patient: "The job I perform is more valuable and important than the job my collogues perform" (OR= 1.778, 95%CI 1.005 to 3.146, p-value = 0.048), and "In the private system patients trust me much more than they would in the public system" (OR= 2.063 , 95%CI 1.221 to 3.485, p-value = 0.007).   
	

















Table 4
	 
	 
	
	Odds Ratio
	P-Value
	CI low
	CI High

	
	
	Agree
	Disagree
	
	
	
	

	
	
	n = 40
	n= 137
	
	
	
	

	Gender 
	
	
	
	
	
	
	

	Males n (%)
	
	36 (90.0)
	115 (83.9)
	1.722
	0.346
	0.557
	5.326

	Females n (%)
	
	4 (10.0)
	22 (16.1)
	.
	.
	.
	.

	Working characteristics
	
	
	
	
	
	
	

	Residency with private orientation n (%)
	
	32 (82.1)
	107 (79.3)
	1.169
	0.702
	0.478
	2.994

	Engaging in dual practice n (%)
	
	26 (65.0)
	107 (79.3)
	0.521
	0.095
	0.242
	1.120

	Working district
	
	
	
	
	0.388
	
	

	North n (%)
	
	24 (61.5)
	74 (55.2)
	2.919
	0.170
	0.631
	13.503

	Center n (%)
	
	13 (33.3)
	42 (31.3)
	2.786
	0.206
	0.569
	13.630

	South n (%)
	
	2 (5.1)
	18 (13.4)
	.
	.
	.
	.

	 
	 
	 
	 
	 
	 
	 
	 


Characteristics of physicians responding to the statement: “I feel more obliged to patients who pay out of their pockets for the service they receive.”



Due to the sample size, we decided to conduct analysis of this stage without considering the residency clusters and by performing multivariate logistic regressions. Table 5 represents the model that was most fitted and stable among those we tested. Due to a collinearity between the two last statements presented in the paragraph above, only one was entered into the regression at a time, and the better model was chosen. After adjusting for age and gender, only two statements were found to be significantly associated to the obligation one has to a patient: “The job I perform is more valuable and important than the job my colleagues perform“ (OR= 1.778, 95%CI 1.005 to 3.146, p-value = 0.048), and “In the private system patients trust me much more than they would in the public system“ (OR= 2.063 , 95%CI 1.221 to 3.485, p-value = 0.007).   

Table 4. Characteristics of physicians responded to the statement: "I feel more obliged to a patient who pays out-of-pocket money for the service he/she gets"
	 
	 
	I feel more obliged to a patient who pays out-of-pocket money for the service he/she gets
	Odds Ratio
	P-Value
	CI low
	CI High

	
	
	Agree
	Disagree
	
	
	
	

	
	
	n = 40
	n= 137
	
	
	
	

	Gender 
	
	
	
	
	
	
	

	Males n(%)
	
	36 (90.0)
	115 (83.9)
	1.722
	0.346
	0.557
	5.326

	Females n(%)
	
	4 (10.0)
	22 (16.1)
	.
	.
	.
	.

	Working characteristics
	
	
	
	
	
	
	

	Residency with private orientation n(%)
	
	32 (82.1)
	107 (79.3)
	1.169
	0.702
	0.478
	2.994

	Engaging in dual practice n(%)
	
	26 (65.0)
	107 (79.3)
	0.521
	0.095
	0.242
	1.120

	Working district
	
	
	
	
	0.388
	
	

	North n(%)
	
	24 (61.5)
	74 (55.2)
	2.919
	0.170
	0.631
	13.503

	Center n(%)
	
	13 (33.3)
	42 (31.3)
	2.786
	0.206
	0.569
	13.630

	South n(%)
	
	2 (5.1)
	18 (13.4)
	.
	.
	.
	.

	 
	 
	 
	 
	 
	 
	 
	 


[Place Table 5 Here]


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	





Table 5. Association between physician's obligation to patients who pay, background characteristics and responses for survey statements. Using multivariate logistic regression (n=177).
	 
	 
	B
	SE
	P-value
	Odds Ratio
	CI low
	CI High

	Background characteristics
	
	
	
	
	
	
	

	Gender [Female]
	
	-1.982
	1.144
	0.083
	0.138
	0.015
	1.296

	Age [Years]
	
	-0.015
	0.035
	0.669
	0.985
	0.92
	1.055

	Statements regarding job and salary satisfaction
	
	
	
	
	
	
	

	The job I perform is more valuable and important than the job my colleagues perform 
	
	0.576
	0.291
	0.048
	1.778
	1.005
	3.146

	Statements regarding perspective of health
	
	
	
	
	
	
	

	A patient is more committed to a treatment if he/she pays out-of-pocket for it
	
	-0.009
	0.288
	0.976
	0.992
	0.564
	1.744

	In the private system patients trust me much more than they would in the public system
	
	0.724
	0.268
	0.007
	2.063
	1.221
	3.485

	Statements regarding satisfaction of work in the public sector
	
	
	
	
	
	
	

	I find the work in the public sector rewarding 
	
	-0.273
	0.338
	0.419
	0.761
	0.392
	1.476

	 
	 
	
	
	
	
	
	



15. Discussion	Comment by John Peate: The subheadings in this section do not seem necessary and in some cases hard to relate to the content. Please consider removing them.
In recent years, the blurring of boundaries between the public and private systems has become a growing significant concern to a growing number of people. : According to much current recent literature on the topic, the partnershipPPM has led to injustice, inequality, higher out-of-pocket expenditures and inefficient distribution of resources [36]. The pPatients are the first to experience the decrease reduction of in the system’'s capabilities, but it also affects the physicians, who are as the mediating mediators agents between the system and the patients. Although playing a major role in health systems around the world, the physician's role and perspective regarding PHI and recommendation of PPHI has been barely examined.	Comment by John Peate: What do the authors specifically mean here by “the system”? Do they mean “the public sector healthcare system” more precisely? It seems likely that if PHI has expanded and more doctors are working in the private sector, healthcare provision will have grown there. The authors seemed to present their argument on this more clearly earlier on when they argued that it had worsened provision in the public sector specifically.	Comment by John Peate: I have recommended deleting this sentence entirely because it kind of repeats what was said in the introduction (though there it was said that it had only rarely been addressed not ignored entirely) and also because this does not contribute to this specific section which is entitled discussion One could perhaps remind the reader of this point in the conclusion, if it is felt necessary.
While some physicians choose to leave move the from the public system for to the private frameworkssector, others prefer practicing in the two frameworks and engage in dual practice for many reasons [13]. From the pPhysician's perceptionperceive the potential for, the dual practice might to cause some conflicts of interests, such as over deciding require them to decide whether they prefer to meet see their patients from within the public health system in theor private sector frameworks or not. While most studies in this field have focused on understanding the motives behind dual practice [17–19], ours study has sheds light on the different motives leading physicians to promote private healthcare among to their patients the services those physicians provide within the private frameworks.	Comment by John Peate: Where do the authors do this specifically? Please let the reader know.

What leads physicians to offer their patients private services?	Comment by John Peate: The title talks about offering private services, but the text mainly talks about encouraging PHI. Although there will be a large overlap, they do not overlap entirely, and consistent use of terms make it easier for readers to follow the arguments. Please consider rewording the title and/or text.
We hypostatized hypothesized that, by acquiring assimilating the common habits of their predominant working framework, (whether private or public), physicians who has have specialties specialties within a private sector orientation would be pronetend to offer their patients more private services compared tothan specialists with a public sector orientation. In our study tThis assumption hypothesis was not confirmed in our study, as no significant difference was found in the proportions of physicians who would recommend PPHI among across the two type of practicessectors. However, economicfinancialal satisfaction did seem to matter, as physicians who felt less financially rewarded in the public sector tended to agree they might offer their patients services in the private sector by via PPHI. According to Johannessen et al. [13], the economic conditionincome level of physicians might play be a major role factor in leadingencouraging them to enter to engage into dual practice. According to oOur study has found this economical discontentthat, if physicians are discontented with their income levels, experience mightthis can affect not only their choice decisions on whether to engage in dual practice, but also the daily decisions regarding recommendations they make to their patients on a day-to-day basis. Another factorBeside the financial considerations behind the decision to engage in dual practice and recommend PPHI, another aspect that also might play a role in these and related decisions is: A the sense of being valued. 	Comment by John Peate: “Economical” by default means “being careful in the use of resources. “Economic” by default usually relates to the societal level. Do the authors mean “satisfaction with one’s level of income”? If so, it is better expressed that way. 
According to Humphrey and Russell [18] argue that the private system offers provides the physicians with a greater sense of being valued compared tothan the public system, hence they choose to increase the time they spend in the private sectorleading them to gravitate more to the former. [18].  Since time spent in the private system, is translated related to the amount number of patients  physicians is are willing to see, – physicians might may have an clear interest in offering more services to their patients within the private system. Our findings were consistent with the this hypothesis, as the willingness of physicians to offer more private services, was found to be associated to with a self-perception of being less valued in the public system compared to their collogues. Beside self-interests, social perceptions of societal benefits might also have play a role in physicians offering private services.  P; Physicians who considereded the amount of time they had have with each patient insufficient and who agreed with statements regarding the benefits patients can gain from PHI (Table 3) were more likely to recommend PPHI. Is tDoes this recommendation raises arise solely from altruistic motives, or is it rather mediated by reward-driven perceptions one might have? This question has yet to be solved, and should be studied inrequires future research.  	Comment by John Peate: Physicians cannot have a “clear” interest if they only “might” have it.	Comment by דני פילק: לא ברור מה זה אומר
Social perception	Comment by טל מיכאל: לא מצאתי דרך אחרת לנסח את הטענה הזו אחרת מבלי להיכנס למונחים של מדעי החברה מדי, ולצערי אינני בקיא בתחום. ראינו שמעבר להתייחסות ל”עצמי”, רופאים הממליצים על שימוש בביטוחים פרטיים גם חושבים שהמטופלים ירוויחו מהם יותר, לכאורה “הסתכלות על האחר” שאני לא יודע איך לבטא היטב.




	The Hippocratic commitment

The role of the private market increasingly affects the pricing, costings, availability and distribution of healthcare As a result of the commodification trend that has been growing in the previous centuries, price, cost, quality, availability, and distribution of health care are increasingly left to the workings of the competitive marketplace [37]. As an iIncreasingly integral element of ted in the health serviceshealthcare fieldprovision, this competitive conditionmarket forces have enabledallows  patients to choose their preferred services they prefer; at the prices they are able to pay; from the providers they want [38].  While aAt the same time, it has allows allowed physicians and health insurancesPHI suppliers providers to set the prices for the services they provide [39]. The infusion of money and money-driven incentives into healthcare has significantly changed physicians’ perceptions towards healthcare provision [39]. While healthcare itself has left as it always has been: The personal relationship between the physician, and the patient who seeks for care [40], physicians perceptions towards healthcare providing has been changing with the growing commodification trend. It is possible that in some cases Physicians’physician's behavior toward and commitment to patients and their commitment aremay be partly even drivenaffected  by higher income incentives for higher salary andthem income [40]. 	Comment by John Peate: Does this correctly reflect your meaning?	Comment by John Peate: There is a danger of a kind of contradiction arising from these sentences. If doctors and PHI providers set the prices unilaterally, the patient must pay what they say or go without the treatment.	Comment by דני פילק: משפט לא ברור
Hence, wWe hypothesized that physicians who engage in dual practice and receive fee-for-service compensation would be more likely to consider healthcare as a commodity rather than a basic right, when compared to those who work only in the public system. . Apparently, pPhysicians engaging in dual practice agreed more than those working only in the public system with the statement: "“A patient who is able to afford a course of treatment deserves a higher access to ibility for health services.”", compared to those working only in the public system. The aAgreement with that statement reflects the a perception of healthcarehealthcare services as more of a commodity rather than  a right, and so is consistent with our hypothesis. Our findings do not allow us to determine Wwhether this perception view was one inherent and corollary to one beliefsheld by these individuals prior to their  exposure to the medical professionbecoming physicians, or has developed during consistent exposure to the medical professionsince. is unknown. 
In Given the delicate equation nature of physician-patient relationships, trust and obligation are major factors in their success [41].; Once trust is established, the relationship creates certain obligations a or duties that the doctor owes the to a patient. Our findings emphasize highlight the place significance of money financial matters in this equation relationship. – fFor  those physicians who engage in dual -practice, patients’ trust of patient is translated into "“willingness to pay.”". As Audiey et al. .C et al. described in theirshow study [42],that physicians consider patients who have agreed to pay fee-for- healthcare service were considered by physicians as those who had have put their health and well-being above keeping down the healthcarehealthcare costs [42]. According to Audiey et al., this study the payment a physicians had received, could potentially may affect his their behavior towards and the attention he paid his to their patients. This - a finding is that was encouraged insupported by our study.; The obligation to patients who pay was not only found to be associated with trust, but was also positively associated with the way the physician perceived perceives his work (Table 5)., Tthe more physicians valued their jobs, the more they were likely they were to feel committed to patients who paid. We assumeIt seems likely to us that this result is associated related to the perception of health as a commodity.: Physicians who value their own “"products" ” as better than others’, are probably willinglikely to demand higher prices, and feel more committed to "“constumers"” who pay for their services.    	Comment by John Peate: Consider the fact that doctors have certain obligations, legal not least, to patients whether each party trust the other or not.	Comment by John Peate: Amended to provide for inclusive language, especially since, though a minority, many of the physicians surveyed were women.	Comment by John Peate: Consider whether this relates not to trust but admiration.	Comment by John Peate: Which one: the authors or Audiey et al.?	Comment by John Peate: Again, the authors should show readers where it is supported in this study.	Comment by John Peate: But what is the relation between these things and what you point to as Audiey et al. saying. What do you mean by “trust”? Whose trust of whom? 	Comment by John Peate: I’m afraid that, without providing supporting evidence, this will sound like pure speculation about matters where causal relationships have not been established. It is better to focus on extrapolating conclusions from the data you have compiled than injecting partly or fully speculated assertions.


16. The limitations of the sStudy limitations
The research findings reflect physicians’ attitudes, perceptions, and ideas that were were correct for the dayvalid when the survey took place. Note also that the Llikert scale we used, expresses the degree of consent agreement with a certain idea or assumption, but it does not indicate that it is a fact. 	Comment by John Peate: Indeed, a limitation of any study of this kind and not peculiar to this one. I suggest you remove this point.	Comment by John Peate: This is an observation about the methodology not a limitation of the study as such. Whether the statements are facts is of course a matter of opinion, since that is what you are eliciting. I suggest removing this point as well.
The findings of the quantitative research express also provide perceptions as reported in from a telephone survey..  The rate of response to the telephone survey was low not high (53% from physicians in private sector, and 56% from physicians within public sector), ), which which may affect the degree of its representation representativenessof the sample. The low response rate is associated with variety of factors and processes that have occurred over the years and based on social, demographic, and technological characteristics.	Comment by John Peate: “Low” compared to what? Hence, I have reworded it: it is indisputably not high in absolute terms.	Comment by דני פילק: משפט לא מספיק מסביר
(1) Quantitative research findings represent the observed variables, but due to limitations of the study design (a cross-sectional analysis), the statistical correlations found do not necessarily reflect causal relationships.	Comment by דני פילק: לא יודע אם צריך לציין זאת. ארי ידוע לכל שקורלציה סטטיסטית אינה סיבתיות	Comment by John Peate: It is not clear to me what this expression means. Furthermore, it is not explained why this sentence demonstrates a limitation of the study. Should it be in this section? It seems better placed in the methods section as it stands, unless the authors intended highlighting a limitation of this approach.
In order to strengthen the internal and external validity and the external validity of the research, an integrated research methodology was used, which included constructing a questionnaire based on qualitative research findings, piloting of the interviews, statistical analysis in a number ofby various methods (univariate, multivariate, Indicesindices, etc.and so on).	Comment by דני פילק: לדעתי את המשפט הזה צריך להכניס במתודולוגיה ולא במגבלות המחקר	Comment by טל מיכאל: ראיתי שבחלק מן העיתונים נהוג להציג פסקה בסגנון הזה אחרי מגבלות המחקר כמענה על המגבלות. האם לשנות לה מקום?

17. Conclusions
Working on the frontline of healthcare systems, physicians act as coordinators between their patients and the healthcare systems. Like any other stakeholder, physicians are also affected by global commodification trends and the privatization of health systems around them. They are continuously exposed to market forces and are forced to adapt to a perpetually changing working environment. 
The growth of PPM in healthcare systems is a significant example of this changing environment.  While the general messaging relating to private sector involvement in health are usually diffused from the top down,  physicians' choices and recommendations to their patients can encourage the spread of PPM. Although physicians are likely to play a key role in fostering PPM in healthcare institutions from the bottom up, questions regarding physician's prior beliefs, daily decision making, and patterns of behavior and their effect on the growth of PPM have been scarcely studied, and this study has demonstrated the value of further research in this area. 	Comment by John Peate: I have reworded the sentence to make it (I hope) more concomitant with a “conclusions” section.
The study has identified physicians’ perceptions of PHI and the motives leading them to engage in dual practice as well as to recommend PHI to their patients. Achieving an understanding of physicians’ daily experience of PPM and its consequences contributes to the information policymakers have in order to regulate dual practice and strengthen the public health systems. Our study has provided important insights into physician's perceptions and decisions motivating them to recommend the purchase and use of PHI to their patients.
Previously thought to be only a key reason for engaging in dual practice, we found dissatisfaction with public sector incomes among physicians was a major factor in their promoting PHI to patients. We have shown that such dissatisfaction is not only a reason for physicians leaving the public sector but also clearly motivates physicians to enhance their private sector activity by offering their patients more of such services. Working in the private sector provides physicians with a greater sense of being valued and trusted than working in the public sector does, a feeling that, in turn, was found to be positively associated with physicians’ sense of obligation and commitment towards patients. 
The reasons practicing in the private sector is associated with a greater sense of being valued have yet to be fully understood. It may be related to their perception of health as commodity, as they might unconsciously associate patients’ willingness to pay for services with a greater appreciation of their work. However, it could also be related to patients’ gratitude to the physician for the perceived better treatment they receive in the private sector. This issue requires careful further study in order to more fully characterize physicians’ attitudes toward healthcare, and consideration of the implications for medical training.
The COVID-19 pandemic will be remembered as a turning point for many healthcare systems around the world. Intense pressure on resources and supplies have exposed vulnerabilities in public healthcare systems. The pandemic has revealed the need for strong state-funded and government-run health systems with the resilience to address seismic health crises like this. It is now clear that the increasing trend toward privatization of services has negatively affected public systems’ ability to handle massive scale treatment and preventative programs and has limited their capacity to expand their services in crisis situations [43]. Physicians, major key players in healthcare systems, have contributed very significantly to the spread of PPM, either directly engaging in dual practice and spending more time in the private sector, or indirectly through recommending PHI uptake to their patients. Our analysis has elicited many of the motives leading them to do so through a case study of the Israeli healthcare system and its conclusions taken together provide a platform for further studies internationally on the role physicians play in PPM processes, aiding policymakers in their efforts to strengthen public healthcare systems around the world.	Comment by John Peate: Here the authors make a political statement which the reader may well agree or disagree with, but it appears beyond the scope of the paper. The paper did not assess any damage to healthcare systems PPM has caused as such. This may be one conclusion readers can reasonably draw for themselves, but the paper largely confined itself to understanding physicians’ motivations as individuals. It may be that the journal editors may question including this passage, not due to political objections to it but questions of relevance to the paper’s aims.	Comment by John Peate: I have taken it from the context that the authors mean “negatively”.
Different forms of PPMs have been recommended and implemented as an answer to various issues of health systems around the world. Whether patients and physicians are affected by the changes taking place in the different health systems is now clear, as more and more studies present the macro-implications and macro-environment created by the different forms of mixes. But yet, questions regarding prior beliefs, daily decisions and patterns of behaviors affected by these PPMs have barley been studied, and should be the focus of future medical sociology studies. 	Comment by דני פילק: הפסקה הזו אינה מתאימה. אתה צריך פסקה שמדבר על תפקיד הרופאים בהתפתחות של PPM, השפעתם על השימוש בו, שאלה הנושאים של המחקר, כך זה מתקשר לפסקה הבאה
In the current study, we aimed to characterize and shed light on the micro-environment of physicians, major role players in this PPM, by examining their prior perceptions regarding PHI and the motives leading them to engage in dual practice as well as recommend their patients to purchase or use a private health insurance. Understanding the micro-environment of physicians who experience the consequences of the PPM on a daily basis, could potentially contribute to future discussions of decision makers in their attempts to regulate dual practice, and strengthen the public health systems. By detecting various aspects physicians have to deal with in their professional and private lives in the Israeli health system who is characterized by a major PPM, via comprehensive interviews and by quantifying and analyzing the agreement of a fair amount of physicians with statements regarding these topics; we were able to examine our hypothesis and put a finger on few aspects associated with physicians motives and decision making in a PPM-based health system.
Previously being suspected as a main reason for engaging in dual-practice, economical dissatisfaction with the public system was found a major predictor for promoting PPHI among patients via dual-practicers in our study. Not only was it associated with dropping from the public system in the first place, it is now clearly associated with the motives leading physicians to strengthen their activity in the private system by offering their patients more services. Compared to the public system, the private system provides physicians a greater sense of being valued and trusted, a feeling that in turn found positively associated with one's obligation and commitment towards patients. 
Whether the sense of 'being valued' physicians perceive is reflected by the actual choice patients performed and by their will to pay fee-for-service, or experienced because physicians actually have more time diagnosing the patient hence feeling more helpful, is yet to be understood; And should be studied carefully in order to characterize the perceptions of now-days physicians towards health, and consider possible educational interventions in the early medical practice of future physicians.	Comment by דני פילק: משפט סופר-ארוך ולא ברור. גם כאן צריך לחתוך למשפטים קצרים יותר ולהבהיר יותר טוב את הטענה/ות
Using the Israeli health system as a study case, we provided a glimpse to a relevant discourse that has been recently pushed to the sidelines; During the COVID-19 pandemic many criticizers inside and outside health organizations around the world addressed the need for strong public health systems that would be able to handle international crises. In the era when the public expenses on health decrease constantly, it was more than important to address the role economic considerations play in physician's decisions regarding dual practice and PHIs, together with the consequences of the frustration physicians experience in the public system.	Comment by דני פילק: לא חושב שזו פסקה טובה לסיום. לדעתי הפסקה האחרונה צריכה לומר שחקר הפרצפציות של הרופאים והסיבות המובילות אותם להמליץ על שימוש בביטוחים פרטיים בישראל לא רק עוזר להבין למה השימוש בביטוח פרטי כה גבוה בישראל, אלא באופן כללי, להבהיר את תפקידם של רופאים בקידום PPM והסיבות לכך, ועל ידי הבנה זו, תורם לגיבוש צעדי מדיניות שיחזקו את המערכת הציבורית. אפשר להתחיל ממשפט שמשבר הקוויד הראה את הצורך במערכות בריאות ציבוריות חזקות.


























Table 1 
Background characteristics of respondents by their residency: private- versus public-sector orientation
	 


	 
	Private orientation
	Public orientation
	P-value
	

	
	
	n = 146
	n=51
	
	

	
	
	
	
	
	

	Age [years] (Mean ± S.D)
	
	57.95 ± 9.3
	57.64 ± 8.86
	0.813
	3283

	Gender 
	
	
	
	
	

	Males n (%)
	
	132 (90.4)
	33 (64.7)
	<0.001
	18.357

	Females n (%)
	
	14 (9.6)
	18 (35.3)
	
	

	Residency and fellowship details
Years since end of residency (Mean ± S.D.)
	
	21.63 ± 10.18
	22.0 ± 10.56
	0.927
	3191

	Duration of residency and fellowship (years) (Mean ± S.D.)
	7.03 ± 1.71
	7.07 ± 1.30
	0.878
	2925

	Working district
	
	
	
	
	

	North n (%)
	
	85 (59)
	25 (51.1)
	0.428
	1.699

	Center n (%)
	
	44 (30.6)
	15 (31.9)
	
	

	South n (%)
	
	15 (10.4)
	8 (17)
	
	

	Working frameworks
	
	
	
	
	

	Working in public hospital n (%)
	
	110 (75.3)
	47 (92.2)
	0.010
	6.604

	Working in private hospital n (%)
	
	45 (30.8)
	5 (9.8)
	0.003
	8.816

	Employee in health fund n (%)
	
	31 (21.2)
	6 (11.8)
	0.136
	2.221

	Semi-private clinic n (%)
	
	45 (30.8)
	8 (15.7)
	0.036
	4.403

	Private clinic n (%)
	
	41 (28.1)
	4 (7.8)
	0.003
	8.784

	Number of frameworks (Median)
	
	3
	1
	<0.001
	1993

	Engaging in dual practice n (%)
	
	114 (78.1)
	21 (41.2)
	<0.001
	23.87

	Estimated number of patients [per week] (Mean ± S.D)
	
	72.61 ± 23.15
	48.0 ± 23.0
	<0.001
	2000

	 
	 
	 
	 
	 
	 




Table 2
Characteristics of physicians responded to the statement: “Will you recommend using or purchasing a PHI to your patient?”
	 
	 
	Will you recommend PHI to your patient?”
	Odds Ratio
	P-value
	CI95% - Low
	CI95% - High

	
	
	Yes
	No
	
	
	
	

	
	
	n = 115
	n= 68
	
	
	
	

	Gender 
	
	
	
	
	
	
	

	Males n (%)
	
	98 (83.1)
	57 (83.8)
	0.946
	0.892
	0.423
	2.115

	Females n (%)
	
	20 (16.9)
	11 (16.2)
	.
	.
	.
	.

	Working characteristics
	
	
	
	
	
	
	

	Residency with private orientation n (%)
	
	88 (76.5)
	52 (76.5)
	1.003
	0.994
	0.495
	2.034

	Engaging in dual practice n (%)
	
	88 (76.5)
	45 (66.2)
	1.499
	0.223
	0.782
	2.875

	Working district
	
	
	
	
	0.022
	
	

	North n (%)
	
	75 (65.2)
	28 (43.8)
	2.192
	0.117
	0.821
	5.851

	Center n (%)
	
	29 (25.2)
	27 (42.2)
	0.879
	0.805
	0.150
	2.449

	South n (%)
	
	11 (9.6)
	9 (14.1)
	.
	.
	.
	.

	 
	 
	 
	 
	 
	 
	 
	 



Table 3
Association between physicians’ recommendation of purchasing or using PHI, background characteristics, and responses for survey statements. Using GEE model (n=183)
	 
	B
	SE
	P-value
	Odds Ratio
	CI low
	CI High

	Working district
	
	
	
	
	
	

	North 
	0.391
	0.097
	<0.001
	1.479
	1.222
	1.789

	Center
	0.452
	0.015
	<0.001
	1.572
	1.525
	1.62

	South
	.
	.
	.
	.
	.
	.

	Statements regarding benefits of PHI
	
	
	
	
	
	

	PHI allows greater access to health services 
	0.501
	0.179
	0.005
	1.650
	1.161
	2.347

	PHI allows greater access to health services 
in relatively remote areas 
	0.507
	0.047
	<0.001
	1.660
	1.510
	1.821

	Statements regarding public sector work 
satisfaction
	
	
	
	
	
	

	My work place in the public sector is 
financially rewarding
	-0.058
	0.011
	<0.001
	0.944
	0.922
	0.966

	 
	 
	 
	 
	 
	 
	 




Table 5
Association between physicians’ obligation to patients who pay, background characteristics and responses for survey statements. Using multivariate logistic regression (n=177).

	 
	 
	B
	SE
	P-value
	Odds Ratio
	CI Low
	CI High

	Background characteristics
	
	
	
	
	
	
	

	Gender [Female]
	
	-1.982
	1.144
	0.083
	0.138
	0.015
	1.296

	Age [Years]
	
	-0.015
	0.035
	0.669
	0.985
	0.92
	1.055

	Statements regarding job and salary satisfaction
	
	
	
	
	
	
	

	The job I perform is more valuable and important than the job my colleagues perform 
	
	0.576
	0.291
	0.048
	1.778
	1.005
	3.146

	Statements regarding perspective of health
	
	
	
	
	
	
	

	Patients are more committed to a course of treatment if they pay out of their own pockets for it
	
	-0.009
	0.288
	0.976
	0.992
	0.564
	1.744

	In the private system, patients trust me much more than they do/would in the public system
	
	0.724
	0.268
	0.007
	2.063
	1.221
	3.485

	
Statements regarding satisfaction of work in the public sector
	
	
	
	
	
	
	

	I find working in the public sector rewarding 
	
	-0.273
	0.338
	0.419
	0.761
	0.392
	1.476

	 
	 
	
	
	
	
	
	





18. 
19. 
20. Appendix
Table I6.
 Summary of survey responses by recommendation for a patient to use or purchase a PHI
	 
	 
	Will you recommend your patient use/purchase PHI?
	Odds Ratio
	p-value
	Low limit
	High limit

	
	
	Yes
	No
	
	
	
	

	
	
	n = 115
	n= 68
	
	
	
	

	1.Statements regarding benefits of PHI
	
	
	
	
	
	
	

	1.1. PHI allows greater access to health services (Mean ± S.D)
	3.42 ± 0.74
	2.97 ± 0.91
	1.920
	< 0.001
	1.314
	2.800

	1.2. PHI allows greater access to health services in relatively remote areas (Mean ± S.D)
	
	3.00 ± 0.96
	2.57 ± 1.04
	1.537
	0.008
	1.119
	2.111

	2.Statements regarding satisfaction of work in the public sector
	
	
	
	
	
	
	

	2.1. In the past few years, my work in the public sector has become busier (Mean ± S.D)
	
	3.17 ± 0.91
	3.17 ± 0.96
	0.997
	0.986
	0.721
	1.379

	2.2. The burden I feel in the public sector prevents me from paying my patients the attention I would like to (Mean ± S.D)
	
	2.88 ± 0.95
	2.44 ± 1.07
	1.547
	0.005
	1.140
	2.100

	2.3. My work in the public sector is financially rewarding (Mean ± S.D)
	1.94 ± 0.84
	2.29 ± 0.98
	0.652
	0.013
	0.464
	0.915

	2.4. I find work in the public sector rewarding (Mean ± S.D)
	
	2.11 ± 0.78
	2.35 ± 0.87
	0.699
	0.058
	0.482
	1.013

	3.Statements regarding job and salary satisfaction
	
	
	
	
	
	
	

	3.1. I feel burnout due to the burdens I have in my workplace (Mean ± S.D)
	2.63 ± 1.02
	2.5 ± 1.11
	1.147
	0.366
	0.852
	1.543

	3.2. I think my income is lower than that of my friends outside the health system (Mean ± S.D)
	
	2.24 ± 099
	1.89 ± 1.00
	1.433
	0.027
	1.041
	1.974

	3.3. I deserve a higher salary than my current one (Mean ± S.D)
	
	3.26 ± 0.83
	3.13 ± 0.91
	1.191
	0.319
	0.845
	1.680

	3.4. The job I perform is more valuable and important than the ones my colleagues perform (Mean ± S.D)
	
	2.30 ± 1.00
	2.37 ±1.10
	0.937
	0.669
	0.695
	1.263

	4.Statements regarding perspective of health
	
	
	
	
	
	
	

	4.1. A patient who can afford to pay for treatment deserves greater access (Mean ± S.D)
	
	2.52 ± 1.19
	2.18 ± 1.19
	1.267
	0.071
	0.980
	1.638

	4.2. Patients are more committed to a treatment if they pay for it out of their own pockets (Mean ± S.D)
	
	2.49 ± 1.10
	2.40 ± 1.02
	1.078
	0.616
	0.805
	1.444

	4.3. In the private system, I can provide better and more devoted care than I could in the public system (Mean ± S.D)
	
	2.20 ± 1.12
	1.90 ± 1.12
	1.250
	0.136
	0.932
	1.676

	4.4. In the private system, patients trust me much more than they would in the public system (Mean ± S.D)
	
	2.25 ± 1.11
	2.00 ± 1.02
	1.249
	0.155
	0.919
	1.696

	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	Will you recommend your patient using or purchasing a private health insurance?
	Odds Ratio
	p-value
	Low limit
	High limit

	
	
	Yes
	No
	
	
	
	

	
	
	n = 115
	n= 68
	
	
	
	

	Statements regarding benefits of PHI
	
	
	
	
	
	
	

	PHI allows receiving higher availability of health services (Mean ± S.D)
	3.42 ± 0.74
	2.97 ± 0.91
	1.920
	< 0.001
	1.314
	2.800

	PHI allows receiving higher access for health services in the periphery (Mean ± S.D)
	
	3.00 ±  0.96
	2.57 ± 1.04
	1.537
	0.008
	1.119
	2.111

	Statements regarding satisfaction of work in the public sector
	
	
	
	
	
	
	

	In the past few years, my work in the public sector has become busier (Mean ± S.D)
	
	3.17 ± 0.91
	3.17 ± 0.96
	0.997
	0.986
	0.721
	1.379

	The burden I feel in the public sector prevents me from paying my patients the attention I would like to pay them (Mean ± S.D)
	
	2.88 ± 0.95
	2.44 ± 1.07
	1.547
	0.005
	1.140
	2.100

	My working place in the public sector is financially rewarding (Mean ± S.D)
	1.94 ± 0.84
	2.29 ± 0.98
	0.652
	0.013
	0.464
	0.915

	I find the work in the public sector rewarding (Mean ± S.D)
	
	2.11 ± 0.78
	2.35 ± 0.87
	0.699
	0.058
	0.482
	1.013

	Statements regarding job and salary satisfaction
	
	
	
	
	
	
	

	I feel burnout by the burden I have in my working place (Mean ± S.D)
	2.63 ± 1.02
	2.5 ± 1.11
	1.147
	0.366
	0.852
	1.543

	I think my income is lower than the income of my friends outside the health system (Mean ± S.D)
	
	2.24 ± 099
	1.89 ± 1.00
	1.433
	0.027
	1.041
	1.974

	I deserve a higher salary than my current salary (Mean ± S.D)
	
	3.26 ± 0.83
	3.13 ± 0.91
	1.191
	0.319
	0.845
	1.680

	The job I perform is more valuable and important than the job my colleagues perform (Mean ± S.D)
	
	2.30 ± 1.00
	2.37 ±1.10
	0.937
	0.669
	0.695
	1.263

	Statements regarding perspective of health
	
	
	
	
	
	
	

	A patient who is able to afford a treatment deserves a higher accessibility (Mean ± S.D)
	
	2.52 ± 1.19
	2.18 ± 1.19
	1.267
	0.071
	0.980
	1.638

	A patient is more committed to a treatment if he/she pays out-of-pocket for it (Mean ± S.D)
	
	2.49 ± 1.10
	2.40 ± 1.02
	1.078
	0.616
	0.805
	1.444

	In the private system, I can provide a better and more devoted care than I could in the public system (Mean ± S.D)
	
	2.20 ± 1.12
	1.90 ± 1.12
	1.250
	0.136
	0.932
	1.676

	In the private system patients trust me much more than they would in the public system (Mean ± S.D)
	
	2.25 ± 1.11
	2.00 ± 1.02
	1.249
	0.155
	0.919
	1.696

	 
	 
	 
	 
	 
	 
	 
	 




Table II7
. Summary of survey responses by obligation to patients who pays fee-for-service (among physicians engaged in dual mpracticepractice).
	 
	 
	I feel more obliged to a patient who pays out-of-pocket money for the service he/she gets
	Odds Ratio
	p-value
	Low limit
	High limit

	
	
	Agree
	Disagree
	
	
	
	

	
	
	n = 26
	n= 107
	
	
	
	

	1.Statements regarding benefits of PHIStatements regarding benefits of PHI
	
	
	
	
	
	
	

	
1.1. PHI allows greater access to health services (Mean ± S.D)PHI allows receiving higher availability of health services (Mean ± S.D)
	3.27 ± 0.87
	3.25 ± 0.82
	1.023
	0.917
	0.669
	1.565

	1.2. PHI allows greater access for health services in relatively remote areas (Mean ± S.D)PHI allows receiving higher access for health services in the periphery (Mean ± S.D)
	
	3.02 ± 1.09
	2.82 ± 0.99
	1.226
	0.299
	0.835
	1.800

	
2.Statements regarding satisfaction of work in the public sectorStatements regarding satisfaction of work in the public sector
	
	
	
	
	
	
	

	2.1. In the past few years, my work in the public sector has become busier (Mean ± S.D)In the past few years, my work in the public sector has become busier (Mean ± S.D)
	
	3.12 ± 0.92
	3.20 ± 0.91
	0.911
	0.633
	0.622
	1.335

	2.2. The burdens I feel in the public sector prevent me from paying my patients the attention I would like to (Mean ± S.D)The burden I feel in the public sector prevents me from paying my patients the attention I would like to pay them (Mean ± S.D)
	
	2.84 ± 1.02
	2.68 ± 1.04
	1.159
	0.415
	0.813
	1.653

	2.3. My work in the public sector is financially rewarding (Mean ± S.D)My working place in the public sector is financially rewarding (Mean ± S.D)
	1.94 ± 0.84
	2.05 ± 0.92
	0.92
	1.001
	0.994
	0.677

	2.4. I find work in the public sector rewarding (Mean ± S.D)I find the work in the public sector rewarding (Mean ± S.D)
	
	1.92 ± 0.76
	2.37 ± 0.82
	0.582
	0.020
	0.370
	0.917

	
3.Statements regarding job and salary satisfactionStatements regarding job and salary satisfaction

	
	
	
	
	
	
	

	
3.1. I feel burnout from the burdens I have in my work (Mean ± S.D)I feel burntout by the burden I have in my working place (Mean ± S.D)
	2.91 ± 0.89
	2.46 ± 1.07
	1.537
	0.024
	1.058
	2.233

	3.2. I think my income is lower than that of my friends outside the health system (Mean ± S.D)I think my income is lower than the income of my friends outside the health system (Mean ± S.D)
	
	2.15 ± 0.88
	2.04 ± 1.04
	1.114
	0.549
	0.783
	1.586

	3.3. I deserve a higher salary than my current one (Mean ± S.D)I deserve a higher salary than my current salary (Mean ± S.D)
	
	3.30 ± 0.73
	3.17 ± 0.89
	1.199
	0.414
	0.776
	1.851

	3.4. The job I perform is more valuable and important than the ones my colleagues perform (Mean ± S.D)The job I perform is more valuable and important than the job my colleagues perform (Mean ± S.D)
	
	2.61 ± 0.96
	2.19 ±1.04
	1.491
	0.027
	1.046
	2.125

	4.Statements regarding perspective of healthStatements regarding perspective of health
	
	
	
	
	
	
	

	4.1. A patient who can afford to pay for treatment deserves greater access (Mean ± S.D)A patient who is able to afford a treatment deserves a higher accessibility (Mean ± S.D)
	
	2.75 ± 1.17
	2.36 ± 1.19
	1.321
	0.073
	0.974
	1.793

	4.2. Patients are more committed to treatment if they pay for it out of their own pockets (Mean ± S.D)A patient is more committed to a treatment if he/she pays out-of-pocket for it (Mean ± S.D)
	
	2.82 ± 1.09
	2.33 ± 1.04
	1.559
	0.015
	1.091
	2.226

	4.3. In the private system, I can provide better and more devoted care than I could in the public system (Mean ± S.D)In the private system, I can provide a better and more devoted care than I could in the public system (Mean ± S.D)
	
	2.65 ± 1.07
	1.92 ± 1.07
	1.797
	<0.001
	1.291
	2.500

	4.4. In the private system, patients trust me much more than they would in the public system (Mean ± S.D)In the private system patients trust me much more than they would in the public system (Mean ± S.D)
	
	2.74 ± 0.99
	1.96 ± 1.06
	1.938
	<0.001
	1.365
	2.752
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