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[bookmark: _Hlk29804168]Abstract	Comment by Author: Reviewer #2: The paper needs to be carefully edited, beginning with the Abstract.

[From here onwards, all comments were made by reviewer #2]

Research on neoliberalism in healthcare focuses on macro-level policies and their manifestation in patient/consumer behavior, whilehas insufficiently explored the intermediary role of physicians in neoliberal subjectification is rarely studied. We exploredThe paper studies the construction of the physician as a neoliberal subject in the Israeli health care system, using qualitative data from in-depth interviews with 21 medical specialists. We studied attitudes, behaviors and motives, using qualitative methodology, based on semi-structured interviews withinterviewed physicians from specialties where private practice is less common – infectious disease and intensive care – and more common – orthopedics, cardiology and cardio-thoracic surgery. Our analysis focused Through our thematic analysis, we found a spectrum of physicians’ perspectives on two key issues: what is the physician’s role in society and how healthcare is valued. We found a spectrum of views. At one end On the one end, some physicians perceived themselves in neoliberal terms:those perceiving themselves as entrepreneurs of their own careers, managing one’s self both as an enterprise and as a product,  and with the perception ofperceiving healthcare as a commodity. On At the opposite pole, we found a professional ethos that considers the physician as a public servant and healthcare as a human right, both in constant tension with neo-liberal subjectivity. We found that the commodification of healthcare, emerging from a neoliberal standpoint, reframes the doctor-patient relationship to a provider-consumer relation. Further research should investigate the association between working in the private or the public sectoinstitutional belongingr –whether public or private - and the internalization of the main characteristics of the neo-liberal world-view. 
Keywords: Israel, private-public mix, neoliberalism, qualitative research, physician perspective.
[bookmark: _Toc522994438]Background 
[bookmark: _Hlk29289744]Neoliberalism is a “thick” term that indicates a combination of ideology, policies and practices (Boltanski and Chiapello 2007, Brown 2003, Bourdieu 1998, Clarke 2005, Dean 2012, Jessop 2002, Mirowski 2013). In this paper, we wish to investigate the construction of the physician as a neoliberal subject, using qualitative data from in-depth interviews with medical specialists. The neoliberal ideology understands the human being as a competitive, egotistic, profit maximizer being, and the market as the best (ideally only) way to channel the activities of egotistic individuals to promote the common good (Hayek 1994, Leyva 2018). Neoliberal policies include benefits to the wealthy as a way to create economic growth, deregulation, privatization of state enterprises and welfare, and pro-capital and anti-organized labor policies (Hall and O’Shea 2013, Jessop 2002, Schram 2018, Peck et al. 2018, Saad-Filho 2018). Neoliberal practices include the commodification of everyday life, the constitution of persons as neoliberal subjects (Foucault 2008, Binkley 2018, Dean 2018, Martilla 2018), and the privatization of risk (Clarke et al. 2003, Gephart et al. 2009, Sawyer 2008). 
While the three dimensions of the neo-liberal project can be analyzed separately, there is a strong interrelationship between them. Supported by neoliberal policies, the first aim of the neoliberal projectSubjectification practices aim is to create a subject who is a profit-maximizer homo economicus, are supported by neoliberal policies. An example of this, is the way in which the replacement of long-term collective contracts by individual and part-time ones, makes workers see themselves as entrepreneurs of their own career, rather than members of a group characterized by internal solidarity and collective organization responsibility (Read 2009:30).
In parallel, the constitution of individual neoliberal subjectivity is central to the production and reproduction of the neoliberal socioeconomic and political project (Glass 2016, Makinen 2014). The centrality of risk management in the constitution of the individual as self-regulating becomes a form of self-government that internalizes neo-liberal policy objectives (Gephart et al. 2009).	Comment by Author: Dani, can you please simplify this sentence?
Neo-liberal politics build on the fact that citizens are constituted as autonomous and isolated, and are in constant competition with other individuals. This view was expressed by Margaret Thatcher when she claimed “…who is society? There is no such thing! There are individual men and women and there are families”. (Keay 1987) Neoliberal subjectivity rests on the idea of that freedom is almost exclusively understood almost exclusively as freedom of choice. Neoliberal freedom of choice implies that we are fully responsible for our choices, being accountable for the vicissitudes of our lives as a choice, riskb-bearing individualsrisks and managing them; and living our lives as if we are an enterprise, maximizing profit and our own human capital (Larner 2000). As Tthe self becomes commodified. The, individual’s worth is measured as if s/he is a stock portfolio of human capital, judged according his/herto one’s entrepreneurial capacities (Feher 2009, Makinen 2014). The enterprising self is characterized by attributes such as agility, autonomy, flexibility, proactivity, imagination, and creativity (Brockling 2016, Dean 1999 c 2007, Foucault et al. 2008, Rose 1998). 
In the field of healthcare, neoliberalism modifies the ways in which patients and caregivers see themselves, each other, and the therapeutic relationship. Under neoliberalism health becomes a commodity, i.e. distribution and development of health care services are determined by profitability. The right to access to services relies on one’s ability to pay, an ability which is a function of the individual’s market performance. Health becomes a commodity also in other sense, since being healthy means adding “biovalue” to oneself, improving function and productivity (Brijnath 2012). Patients are constituted as entrepreneurs of their own health, made responsible for their choices, constantly investing in the body and surveilling their own conducts (adopting a “healthy” way of life: healthy food, exercising, safe sex, etc.) in order to diminish risk and be ready for competition (Fries, 2008, Brijnath and Antoniades 2016, Martin and Waring 2018). 
Persons are considered to be permanently at risk, and risk is privatized, transferred from public institutions to the family and the individual (Sawyer 2008). The latter is made responsible for the self-management of risk, through practices of health aimed to assess and minimize risk. Health becomes the individual’s moral responsibility, achieved by self-surveillance, and the assessment and management of risk (Clarke et al. 2003). The commodification of health care services, also deeply alters the clinical encounter. When health care becomes a commodity the medical encounter resembles more a contract relationship than a therapeutic alliance.
While the neoliberal patient has been widely studied, little has been published on physicians as neoliberal subjects (Fisher 2007, Kim 2019). Jill Fisher argues that the direct-to-consumer advertising of drugs influences the dynamics of the clinical encounter, reporting the case of a neurologist that shifted from treating patients to conducting clinical trials for a drug company. Do-Kyong Kim’s paper is a normative one, proposing “feasible professionalism” as a combination between altruism and “commercialism”.  Through the case of physicians in the Israeli healthcare system, Tthe present paper analyzes the ways in which neoliberal reforms contribute, in a specific context of Israel healthcare,  to constitute physicians as neoliberal subjects, which in turn play a role in the process of subjectification of patients. 
From the mid-1980s, Israel underwent a transition from a Keynesian/nation building model, to a neoliberal one. 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, big capital and corporations (Ram 2008, Meron and Shalev 2017). The neoliberalization of the health care system included the increase of the private share of within the national health expenditure, the expansion of privately owned services, the adoption of business sector language and practices by the public sector, an increasing emphasize on the role of choice, and the blurring of the boundaries between the public and the private sector. The latter included private provision of services within public hospitals (mainly in the Tel Aviv and Jerusalem areas), the ownership of private hospitals and the marketing of private insurance schemes by the public health maintenance organizations, and a significant number of physicians working simultaneously in public hospitals and in private practice (Filc 2005, Filc and Davidovitch 2016, Greenfield et al. 2012). Physicians working in public hospitals are payed a salary, as are most physicians working in the community. A minority among the latter is paid per capita, or through a combination of salary and fee-for-service. Most physicians performing privately, either at completely private facilities or at the public hospitals, are reimbursed by the patients’ private insurance schemes, though all those schemes include co-payments. And still, though the share of people with private insurance has grown significantly in the last decade, there are still patients paying out-of-pocket.	Comment by Author: Dani/Nadav
Could you please edit this section of the background to answer the comment made by the reviewer?

pp.4-5 provides more information about the neoliberal context for medical practice, but even more details would be helpful (see comment below re: pp. 10-13) - how, exactly, do physicians earn their incomes in public (salary) /private /private-within-public hospitals? With the expansion of privately owned services, are physicians paid directly by patients (e.g., patients selling a car to pay for their medical care) and insurance (e.g., fee-for-service)? This information would help to strengthen the case being made in section on pp. 10-13.

As in other countries, the neoliberalization of health care transformed the medical profession (Filc 2006). Since medicine plays a central role in subjectification processes in many contemporary societies (Foucault 2005, Rose 1999), it is important to study how physicians themselves become and behave as neo-liberal subjects. 
[bookmark: _Toc281293445]Methods
Interview design
The study was conducted as part of a larger mixed methods study on the public-private mix in health care that explored attitudes and practices offrom the perspectives of both physicians and the public in Israel. We studied attitudes, behaviors, motives and subtexts, using a grounded theory approach with thematic coding (Glaser and Strauss, 1999, Charmaz 2003, Braun 2006). A semi-structured, open-ended interview guide was designed in order to enable  systematic data collection, while remaining sensitive to the dynamics of the conversation (see appendix 1). The interview focused on beliefs, attitudes, feelings and behaviors that emerged from the physician’s experience within the private and/or public healthcare system, how they affect the interviewee perception as a physician and his/hers relationships with patients, colleagues and other stakeholders. Along with the predefined protocol, we also asked spontaneous questions during the interviews, using clinical interview techniques from Josselson’s (2013) relational approach for qualitative inquiry (reflection, restatement, clarification, and exploration). The interview was conducted in Hebrew and was designed for a time frame of 30-45 minutes to fit time constraints of the target population. 	Comment by Author: p. 5 Paper refers to "appendix 1" but there is no appendix 1.	Comment by Author: I have added an appendix with the interview guide. Please have a look.	Comment by Author: p. 6 The authors use "clinical interview techniques" - if this is a standard interview procedure, cite needed.

Participants and Sampling
We interviewed 21 physicians, including specialties where private practice is less common – infectious disease and intensive care – and more common – orthopedics, cardiology and cardio-thoracic surgery. Interviews were conducted in Israel during November 2016-August 2017. We surveyed these specialties to represent variability in the data and to include surgical and non-surgical specialties. 
Email addresses of potential participants were retrieved from medical institutes’ websites and through peers. We then contacted potential participants by email, stating the research topic and principal investigators, asking to dedicate about 45 minutes for an interview at a time and place convenient for the participant. We have solicited the participants’ permission to record the interview, both in the initial email contact as well as when signing the informed consent form, assuring that their personal information will remain confidential. We contacted 35 physicians, of whom 21 were eventually interviewed (60% response rate). The protocol was approved by the institutional ethics and human subjects review committee of Ben-Gurion University of the Negev.
Most interviewees (11) were senior specialists with more than two decades of clinical experience in their specialty. Nine interviewees had 10-20 years of clinical experience and one interviewee had less than 10 years. The greater majority of the interviewees were male (17), while female physicians belonged only to intensive care and infectious diseases specialties. Within the results section male interviewees are noted with the letter ‘M’ and female ‘F’. Ten interviewees worked in Gush Dan, Israel’s central area (including Tel Aviv), six in the Jerusalem area and five in the southern area. Among the physicians who worked in Gush Dan, two also worked in Israel’s northern areas. It should be noted that nearly all the interviewed physicians worked in more than one medical institution, and ten of them worked in the private sector in parallel to their work in the public sector (table 1).

[bookmark: _Hlk29714219]Table 1
Data collection and analysis
Our qualitative data analysis was based on the Grounded Theory approach (Glaser and Strauss 1999, Charmaz, 2006), combined with thematic analysis (Braun et al, 20082006). In the Grounded Theory approach, codes, concepts and categories emerge from the data without preconceived expectations. The interviews were recorded and transcribed verbatim, while ensuring anonymity. Initial coding was conducted by one of the authors and these codes were then assembled into code groups and themes. This process involved an analysis of each new interview and a comparative review of previous interviews. We conducted several rounds of discussions among the researchers, to explore the level of agreement between the codes and themes. Once these were shaped, we carried on our discussion sessions to challenge the initial interpretations. Data collection and open coding continued until new information produced little or no change to data categories. The quotes which appear here were translated from Hebrew with particular care by the corresponding author and verified for accuracy by the other authors, in order to preserve the original meaning and tone.
Results
The complete qualitative data analysis has elicited about 70 codes which were categorized under 12 themes and further grouped under the following levels: macro, meso, micro and practice. Here, we focused our inquiry and discussion on a sub-set of the data, relating to the physician as a neoliberal subject. Regarding this topic, our findings from interviewing physicians suggest a varying spectrum of perspectives towards two key questions: (1) What is the physician’s role in society? (2) How healthcare is valued?  At each end of these spectrums we found two poles (figure 1). At one end, the physician was perceived as an entrepreneur, healthcare was valued as a commodity and freedom of choice was seen as the central value. At the other end, the physician was viewed as a public servant, healthcare was valued as a human right, and social solidarity was considered the central value. 

Figure 1	Comment by Author: p. 8 figure 1 is much clearer. It summarizes the argument and, with the caption provided, is more explicitly connected with the text.


[bookmark: _Hlk29398088]The physician's role – an entrepreneur or a public servant?
Several interviewees reflected on how they see physicians’ role in society while describing their work and profession. The first quote depicts the perspective of the physician as an entrepreneur. Using this analogy, the interviewee stresses that freedom of choice is the only valid issue, whether you are a physician or a Chef. 
A human is entitled to do whatever he wants, as long as he does not hurt others… There are those who work only in private practice, and it’s alright. Those who work only in the public system, and it’s alright. Those who are working in both sectors, that's the majority by the way, and it's also alright… Whoever adjudicates value to this it’s like saying to a Chef that he is not alright because he is cooking for people that have money to cook, but if he would have chosen to work in a school or a military kitchen – then he would have been alright because he is making public food. Bullshit, it doesn't make sense, this is not human nature.
B19 – ICU specialist, M, private sector exclusively
In contrast to the quote above, a pediatrician working in the public sector elaborated on the privilege that he sees in serving society. 
The fact that someone gave you the license to be a physician… from a societal perspective, society entrusted healthcare in your hands. And to my view it’s a privilege. Like in my view it’s a privilege that society entrusted in your hands the right to educate.   
B6 – Pediatric ICU, M, public sector exclusively
The physician’s societal role was further stressed by another interviewee, who drew a comparison between the role of a physician and a Supreme Court judge. This serves as a radically different approach than the Physician-Chef analogy proposed by B19. 
…it is a problem that ruins the public system…. There is no other situation where a director of a public department also works in the private sector. There is nothing like that. Think about a Supreme Court judge that would also give private consultations as a lawyer. How can it be? 
B15 – Thoracic surgeon, M, public sector exclusively
When comparing the perspectives articulated by B19 with those of B15 and B6 one can appreciate two poles of the spectrum. The physician as an entrepreneur is characterized as having the freedom to choose whether to work in the private, public or both sectors, and is expected to pursue his own interests in the marketplace. On the other end of the spectrum the physician plays a societal role, and is committed to the public in general.

Time is money – physicians seeking a return on investment 
[bookmark: _Hlk29408119]Private practice, medicine is not less than Hi Tech	Comment by Author: Pp 10-13 - Private Practice, medicine is not less than Hi Tech. This section is still insufficiently developed. First, the section heading does not fit with the section content. The section is about producing and consuming as well as the choice to work in a public or private hospital. What is the investment and what exemplifies "human capital" in this section? 

…

Whereas the authors focus on the comparison between hi-tech/physician, the physicians' words quoted are also comparisons between physicians (working in public and in private hospitals). (See p. 23)
for the neoliberal subject, Time = money in at least two ways, time invested in education and time invested in labor (at the hospital).
In comparison with hi-tech workers, physicians have invested more time in education in exchange for less money
In a comparison between private and public hospital work, physicians in public hospitals invest more time in exchange for less money
Consuming is central for the reasons spelled out p. 12


Among interviewees working in private practice, perceptions of seeing one’s goal as achieving a return on investment were common. This equation of “time=money” served a fundamental role in this perception and manifested in two expectations: the return on the long-term investment in education and the return for the daily effort made in labour. In some cases, One of the motivations we found for working in the private sector was the unfulfilled expectation of some physicians to earn more. According to several of the interviewees, tthesehis expectation rose from physicians comparing their own financial situation with friends their own age, who work in the flourishing Hi-Tech or financial sectors, where higher salaries were attained after less years of study. In other words, these Pphysicians feel felt that wages in the public sector do did not make justice to their investment in human capital. According These perceptions were in line withto the the neoliberal understanding of subjects as enterprises, in which profits must be in accord with investment.
People aren’t living in a bubble… and people compare. I compare my salary to what my friends from Hi-Tech and Engineering professions and others did in contrast to me. Fifteen or twenty years have passed until I stood up [on my own] and began earning a good living. Where were my friends in this period?
B9 – cardio-surgeon, M, public sector exclusively
You see all your friends working in other sectors and earning much more, so you turn to private healthcare.
B8 – cardiologist, M,  (public and private)
Many of the interviewees who work in private practice spoke of the significant differences between their income from private practice, and that from the public sector. Health care is a commodity, thus time invested in care is measured in monetary terms:
They want me to work in the afternoon, I can make seven to eight times more in the private sector. Who would do that? To sacrifice an afternoon, when I can earn more [working privately] after my hospital work hours. 
B10 – Orthopedic surgeon, M, public & private sector
All the work outside [i.e. the private sector] is much more worthwhile than in the [public] hospital…. Meaning, the salary that I earn in the hospital in five days, I can earn outside in a day and a half. Not even a day and a half, but in about 8 hours.
B2 – Orthopedic surgeon, M, public & private sector
It is worth noting that some interviewees described themselves as willing to earn a lower income in-order to be spend more time with their family. The following interviewee also wished to avoid the emotional burden of working in both the public and the private sectors.
[Providing] healthcare is not all my life. It’s a main part, but I want to enjoy music, to play. I want to be a lot with my children, with my family. These are years that won’t come back, while I’m still young, while they are young… so it’s a price I’m willing to pay, that my income will be lower… and there’s also the psychological burden of doing surgery both here and there.
B20 – Orthopedic surgeon, M, public sector exclusively
But even those that choose non-commodified practices (enjoying music or spending time with the family) phrase their choice in terms of the price they are willing to pay. For the neo-liberal subject time, as everything else, becomes a commodity and has a price.
Consuming is central to the neoliberal subject. Homo economicus is, first and foremost, Homo consumptor. Thus, the possibility of earning much more in private practice, combined with the tensions arising when comparing their own capacity to consume with that of others, have been described by our interviewees as a strong force driving physicians from public to private practice. This is exemplified by the following quotes:
When the physician sees his neighbors go to a ski vacation in Saint Moritz, while he must go camping in a tent by the Sea of Galilee, he could be upset. And when his neighbor upgraded to a BMW and he is still with the Subaru, he is upset… And when this feeling conquers your soul, it becomes a power, enforcing pressure on you, and you are sucked into the race. And then you need to make more money… and it’s never enough.
B5 – ICU, M, public sector exclusively
Just because I am saving patients without cutting them, is this less valued?... It makes me crazy. This should not be like this …Yesterday I was talking with an orthopedic surgeon, he tells me “yes, we now moved to ‘U Towers’ [a very expensive building in Tel Aviv[, and so did she, and so did he”. Do I have money from my job to go live in ‘U Towers’? No… and it is frustrating because I am surely not worse than him.  
B14 – infectious disease specialist, F, public & private sector
To summarize, the quotes above illuminate the tensions stemming from the conflict between two types of subjectivity - the neo-liberal free choicer consumer, and the professional guided by an old tradition of considering care as a public good. Similar tensions are described by both interviewees, however there is a difference in perspective. While B5 who works exclusively in the public sector portrays these tensions from a spectator’s perspective, B14 who works in both sectors openly discusses her own frustration from earning less than one of her colleagues. In both cases, these comparison breed feelings of resentment towards colleagues earning more, who can afford a higher level of lifestyle. 
[bookmark: _Hlk29407931]CAccording to the quotes above, in some cases, one’s worth as a physician is reduced to the value of the commodities he or she consumes. Commodification of health care makes professional value depend on earnings, rather than on physicians’ contribution to “saving patients” (B14) and maintaining their wellbeing. This leads to feelings of resentment, clearly expressed by both B5 and B14.. Our findings suggest that as these feelings of resentment and perceiving oneself as “less valued” (B14) build up, physicians eventually get “sucked into the race” (B5) and shift their attention to maximizing revenues at the expense of providing equitable care.
[bookmark: _Hlk527629945]
Healthcare as a commodity versus health as a human-right
The understanding of healthcare as a commodity or a consumption item, such as a car, appeared in several interviews (B11, B13, B15). For some interviewees, this served the purpose of justifying “the combination of private and public healthcare” as something that is good for the patient, similar to how driving a Mercedes is good for the person who can afford one:
I think that, especially in our country, the combination of private and public healthcare is good for the patients… I think it's excellent for the doctors. We can make a proper living. At the same time, it's excellent for the patients. Like you have someone driving a Mercedes and someone using a bus, so also in healthcare you have patients that can afford private healthcare. So they should be cared for privately. 
B13 – cardio-surgeon, M, public & private sector
In other interviews, this analogy has been used to describe expectations certain patients have from their doctor:
People want to know that the person they refer to is really OK, that he’ll treat them well. There’s something natural about it. You go buy a car, you take the car to a check-up.
B15 – Thoracic surgeon, M, public sector exclusively
Interestingly, physicians who are critical towards private practice have also used the care/car analogy. This shows that the perception of health care as a commodity is general, notwithstanding the physician’s moral stand on the issue.
I  have 15 minutes per patients, people want more than that. People like to grasp it, to say: “I paid you, I deserve it now, don’t cause me problems”. I don’t like this costumerconsumer-provider interface in healthcare… It’s a natural expectation for a person that pays money. If I buy a new car, I expect it to be perfect… I paid him 2000 Shekel for a private consultation, I want him for half an hour.
B11 – Infectious disease specialist, M, public sector exclusively
The expectations depicted, which were part of a “costumerconsumer-provider interface”(B11), where described by both B11 and B15 as being “natural”, interpreted as in-line with expectations from other daily monetary transactions. The naturalization of the commodification of health care, the naturalization of neo-liberal social relationships, is an expression of the constitution of physicians as neo-liberal subjects.
It should be noted, however, that several physicians (B11, B21) who work exclusively in the public sector expressed that they do not feel comfortable when patients have to pay for care.
I don’t do private practice… Because, I guess, I don't know, there's something distasteful about it, that someone will pay me in addition to what I'm receiving here, in order for me to see him. I think that everyone deserves the same healthcare, this is what I think, no matter what. In healthcare there is no difference between a rich person, a famous person and a person who sweeps the street. They all deserve the same healthcare.
B21 – Infectious disease specialist, F, public sector exclusively
Similar to the quote above, several more physicians who work exclusively in the public sector emphasized that from their perspective healthcare is a human right:
I’m against differential healthcare, that’s the whole idea… Healthcare is a right. Meaning, it’s something that we have the right to receive.  
B17 – ICU specialist, F, public sector exclusively
I think that in my view this is the duty of society… There’s no doubt that there are fundamental rights to housing, to security, to health and to education. 
B6 – Pediatric ICU, M, public sector exclusively
As can be seen by the quotes above, the view of healthcare as a right, the provision of healthcare as an act of solidarity, and the resistance to the idea of “differential healthcare” sharply contrasts with the analogy of healthcare as a commodity. It can therefore be seen that while for some physicians, disparities in access may be acceptable since health care is understood as a commodity – just like “someone driving a Mercedes and someone using a bus” – for others “everyone deserves the same healthcare”. Also, while it is likely that the majority of physicians’ opinions lie between these two poles of the ideological discourse, within our sample of interviewees, the view on healthcare as a human-right was more frequently voiced by physicians working exclusively in the public sector than by their peers working also or exclusively in private practice. This expresses a double movement: institutions (in this case private health care ones) as strengthening the constitution of the neo-liberal subjectivity, the commodification of health care and the adoption of metaphors brought from the world of production and consumption; and neo-liberal subjects choosing the private sector in order to maximize their profit.

Your health or your car? A patient’s choice
In line with the analogy that purchasing health is like buying a car, some of the interviewees have described situations in which patients were faced with a decision to choose between the two. The following two quotes describe similar circumstances, however, major differences in the speaker’s own perspective and conclusions can be noted. 
There are places where they’ve said: you want me? Go out and come with me to [name of private hospital]. You want a cardiac surgeon and you know that your life depends on it? One is willing to sell his own car. Meaning, this shows you that his health is more important to him than his car.
B8 – cardiologist, M, public & private sector
I was shocked to hear from patients that after telling to a physician “we don’t have so much money” he replied: “don’t you have a car?” or “what is this watch?” and other comments that make you say: God, how far did physicians go? 
B15 – Thoracic surgeon, M, public sector exclusively 
The sharp contrast between the two physicians’ perspectives is based on how the speaker sees the situation in which patients have to choose between their health or their car. From a perspective of health as a human right, patients should not be faced with the choice of large financial sacrifices in-order to acquire access to a life-saving health service. To interviewees such as B15, it is particularly disturbing when patients are cornered to make this choice by their consulting physician. However, according to a perspective of health as a commodity, individual consumers are free to choose the health-services they would prefer at the price they are willing to pay from the provider they choose, just like any other product. Therefore, when saying that this circumstance “shows you that his health is more important to him than his car”, B8 uses a matter-of-fact description of a patient’s priorities, while dismissing the physician’s role. The institutional context frames the physicians’ perspective, since B15 works only in the public system, while B8 works both in the public system and privately.
Similar calls to “let people pay for the services they want” have been voiced by other interviewees (B19 & B1) working in the private sector. In the first quote, the interviewee questions why it is forbidden for someone to sell his own organ, in an extreme situation where the alternative is dying from hunger.  
I can imagine situations in which the adherence to strict principles of what can and cannot be bought can do more harm than good. If someone is going to die from starvation... and he is willing to sell a kidney to save himself and his family, but it is forbidden to buy organs… I can buy it from him and that would save both him and me. The alternative is that I wouldn’t have a kidney and he would die from hunger. So why is this forbidden?
B19 – ICU specialist, M, private sector exclusively
By using a very radical case, the speaker wishes to demonstrate that people in certain situations should be allowed to buy and sell organs. Organs, as healthcare, are commodities to be provided and acquired according to the laws of the market. It can be understood that according to the speaker, interfering with or prohibiting this particular transaction would “do more harm than good” (B19). In the following quote, a similar stance is taken towards limitations concerning which medical services people can purchase from doctors working in the private system. The speaker also describes to what lengths physicians may go if regulators would “get in the way”.
The public system doesn’t want to bring physicians – who have the ability to compete or studied for years and years and want to make a living – to ask those who require their services, to pay ‘under the table’. That’s what the health system can drive doctors to do. No one would like it, including the tax bureau… Let people make a living. Let people pay for the services they want. Don’t block it or get in the way.
B1 – Orthopedic surgeon, M, private & public sectors
To summarize, physicians that present patients with the choice “your health or your car”, do so because they consider healthcare as more of a commodity than a human right. Physicians who strongly oppose interference with the provision of medical goods and services to patients that are willing to pay, adopt a similar market logic. In neo-liberal times the main moral imperative is freedom to choose what commodity you want to consume, and what commodity you are ready to provide for the consumption of others. It is worth noting, though, that presenting these situations as the patient’s “free choice” can be somewhat misleading, when patients are faced with decisions they believe are critical for their health.

Risk aversion – keeping the private practice clean and simple 	Comment by Author: pp. 18-20 Risk aversion - keeping the private practice clean and simple
this is a promising addition to the paper but it is insufficiently developed - at present it consists mostly of a string of quotations from the interviews and a one sentence conclusion (p. 20). What are the risks?  Are they complications / complicated patients and job security? In the conclusion (p. 24) the authors write that "risky patients threat[en] profitability, both for the physician and the private institution." Is this all? Here, as in the section on risk aversion, the analysis oversimplifies what the physicians say in the interviews.
	Comment by Author: Please go through my revision in the middle and concluding parts of this section.
Choice is also central to the individualized management of risk. Commodification of care implies that physician and patient choose each other through a market-like, contract, relation. For patients As the patient is made responsible for the management of his/hertheir health, choosing the “right” doctor becomes a central priority. According to the physician’s interviewed, this choice is perceived to in one’s effort to reduce the risks implied in theassociated with the medical intervention, for patients who can afford this choice.  Simultaneously, the physicians aims to reduce his/her risksthe risks implied in treating more sever patients, and to improve the work/remuneration equation by choosing the “better” patient, as B2 calls them, a choice possible in private practice. 
There [in private hospital] there is an option of choosing the patient. Here [in public hospital] there is no option to choose the patient. It means if a patient arrives and you need to operate him, so you operate. You can’t say “no, go to someone else…”. 
B2 – Orthopedic surgeon, M, public & private sector

When we are looking on the financial remuneration, if I go to the private hospital and perform a short, elegant, beautiful, clean surgery … then I discharge the patient, and later I just see him at the clinic. All the time I invested was worthwhile for me. Now let’s say I operate on her [patient with complications]. I go there the next day, on the second day, on the third day… The ratio between hours invested and remuneration makes it not worthwhile for me. That is why in private practice we prefer cases which are straight forward. Simple, clean.
B1 - Orthopedic surgeon, M, public & private sector
The quotes above suggest that “time is money” and return on investment consideration ultimately manifest in choosing patients who are more “worthwhile” (B1) for the private practitioner. A risky patient implies loosing time, and loosing time means loosing money.  B1 for example, openly discloses how he calculates “the ratio between hours invested and remuneration” to decide who to treat. Both physicians agree that choosing the patient is a norm or practice that is accepted in private sector but not in the public one. The next quote further emphasizes how  Tthe institutional context determines the risk that some physicians are willing to take, as illustrated in the quote below:
“You don’t take severe cases to the private hospital, because you don’t want… all the complicated, difficult and prolonged procedures that cause loss to the hospital. If you do it too many times, then the [private] hospital will tell you: “we are sorry sir, you cause loses, this is a for-profit institution… don’t work here.” And it’s surely a legitimate consideration from the hospital’s perspective. As a for-profit institution, it needs simple, easy, procedures.”
B15 – Thoracic surgeon, M, public sector exclusively 
Several interviewees (B1, B5, B14 and B15) marked that private institutions adopt “cream skimming” in order to reduce risk of complications, and increase profitability. Complications in more severe patients not only reduce profitability here and now, but carry the risk of future losses, since “bad results” damage reputation. Public hospitals, on the other hand, were described as admitting all patients, regardless of their income and medical severity, including those rejected by private hospitals when ‘averting risk’.
All of the problems of the [private hospital] they bring here. … Every time I write to the hospital director “excuse me, why do you admit all the problems of [private hospital]? let them sort their own problems, or pay back the hospital, why should we handle the mess, why should we pay for all the complications? Let them spend the money on all the complications”. It’s very annoying, it’s like this [private] hospital is only for the beautiful and simple things and we need to pick up all the mess afterwards. 
B14 – infectious disease specialist, F, public & private sector
Whenever complications occur, they become once again patients of the public healthcare system... A [private] patient who had a bariatric operation that got complicated – where do you think is treated? In my unit. He is laying here for 1.5 months, with all the leaks, anastomoses, sepsis episodes, gastric lavage in the surgical ward… where it is taken care? In [name of private hospital]? It happens here.
B5 – ICU, M, public sector exclusively
Both B14 and B5 are aware that the public sector has no choice, and that having no choice means that it assumes the consequences, and pays the price, of the private sector risk avoiding behavior.
The findings in this section suggest that, when health care is commodified, risk-aversion becomes a central theme on several levels. On the micro-level, in physicians’ choices, driven by the profit motive, physicians in private practice avert risk by choosing patients with a lower likelihood for time-consuming complications, in accordance with “time = money” calculations. Similar considerations come in to play at  the meso-level, as private institutions act to increase their profitability by – passively or actively –  transferring patients with complications to the public sector. On the macro-level, beyond the scope of this article, private insurers also stratify their costumers according to risk and are more likely to provide services to those in better health. As a combination of ideology, policies and practices, neoliberalism is nested within each of the levels mentioned above. Our findings regarding physicians and their institutional contexts support a model of mutual influence, producing risk-aversion practices on both levels..
Entrepreneurial solitude 	Comment by Author: pp. 21-22 Entrepreneurial solitude
Again, insufficiently developed. the quoted passages from two physicians are from one that works exclusively in the private sector and one that works in both. What exactly is going on in the case described by B1. Is B1 describing team-work or protection from responsibility by sending a difficult patient to a public hospital? This physician moves back and forth (and apparently moves his patients back and forth). Is this a consequence of commodification, that is to put it bluntly, getting rid of as much responsibility as one can for damaged patients?
	Comment by Author: I am considering deleting this section all together, as we are reaching our word limit, and sufficiently developing the section will lead us to exceed it.
What do you think?	Comment by Author: While I like the section, I tend to agree with Alon. Eliminating this section brings us almost to the9000 word limit, while if we have to include the reviewers’ comments, we would reach almost 10000 words.
This theme relates with the perception of the physician as an entrepreneur, as presented earlier. Our findings suggest that when physicians perceive themselves as entrepreneurs, they feel alone in facing uncertainty and risk. From the following quotes of physicians working in the private sector (B1, B19) it can be noticed that in private practice the doctor sees himself as having a greater degree of responsibility regarding his own successes and failures – similar to an entrepreneur working alone.
In the public system physicians have a very very supportive environment. [whereas] in the private system the physician is working independently… When this [supportive environment] is missing, there is a problem. Firstly, the surgeon feels unconfident. He will not always be able to provide solutions. 
B19 – ICU specialist, M, private sector exclusively
I receive a call: “Doctor, are you interested?” I say, send me the imaging. I have a look... This girl underwent surgery five times already, each time worse... According to what I see it should be thousands of dollars so it would be worthwhile for me, so I’ll feel comfortable doing it. I say “don’t send it to my private practice, we are willing to see her at the public sector”. Then at least I won’t have the responsibility of being, what’s called, ‘the mother and father of this case’. And for what I’m paid I would have to solve all of her problems. And her problems are endless, from what they have sent me. And I am not interested in this, because this is how private healthcare works.
B1 – Orthopedic surgeon, M, public & private sector
The institutional context frames these feelings. Interviewees working exclusively at the public sector emphasized that for them “healthcare is team work”(B17), and that solidarity among medical colleagues is “a value that cannot be over-estimated” (B9). They have also experienced how these values “break when you start mixing the private healthcare within the public system” (B9), and how conflicts arise when a physician is pressed to work privately in addition to his public responsibilities. Physicians who work in the private sector also described the public system as having a more “supportive environment” (B19) and as a place where clinical responsibility is shared with others. In private practice, on the other hand, as put by B19 and B1, responsibility is individual. This confrontation between the individual and the common is expressed by the quote “don’t send it to my private practice, we are willing to see her in public sector” (B1).
 

Discussion
As against the claims of neoliberal ideology, human beings are not “naturally” born homines economici, they must be constituted as such (Davies and Chisholm 2018, Peck 2013). We are constituted as able subjects of the neoliberal project through a set of practices, such as measuring children performance in elementary school, or training to enhance our ‘human capital’, (Foucault 2008, Glass 2016, Makinen 2014, Read 2009,). In contemporary societies medicine plays a very central role in subjectification processes (Foucault 2005, Rose 1996,). Thus, assessing the ways in which physicians themselves become and behave as neo-liberal subjects contributes to our understanding of processes of neo-liberal subjectification. 
[bookmark: _Hlk29300367]Neoliberal subjects are entrepreneurs of themselves, managing one’s self both as an enterprise and as a product (Foucault 2008). For neoliberalism, not only public institutions, but also individuals, should be run like businesses (Leyva 2018). Neoliberal subjects are individualist and egotistic homines economici for whom “everything is…a sum of value realized or hoped for” (Slater and Tonkiss 2001). The self is a collection of skills and assets that must be continually cared for, invested in and developed, in order to compete better and increase your one’s market value (Gershon 2011:539). Neoliberal subjects are thus turned to be human capital, investment in which must yield profit. This is expressed, for example, by B9, when he compares the returns to his “investment” to that of his friends working in the hi-tech sector. The neoliberal physician expects a return (hi-tech salary) for his investment (years of hardship and struggle). Humphrey and Russell (2004) have found similar perceptions in their qualitative study among physicians engaged in dual practice in south-east England,:
“…I don’t think that 50 grand a year—which is what we get as [an NHS] consultant after probably the best part of 15 years of struggle—is that great… there’s friends of mine who I was at university with… who earn a whole lot more money for doing a whole lot less ...”
It is worth noting that in both studies physicians compared their salaries with associates earning more than them. Money as the measure of the physicians value creates resentment, as expressed by B14’s frustration when comparing her income with surgeons.  
Under neoliberalism, every human action, every human goal, love and relationships, child rearing, health, can be explained by the “laws” of economic science (Read 2009). Thus, individual success is a moral goal, financial wealth the mark of success, ownership is equated with happiness, and worth is measured only in monetary terms (Leyva 2018). This is expressed by B2 referring to work in private practice as being much more worthwhile in monetary terms. 
As a hyper-individualist, the neoliberal subject as an ideal type, perceives him or herself as “one of a kind”, the sole responsible for his/her own success or failure, , and as having a constantalways in need to invest on him/herself, since – as expressed by B5 – “you need to make more money… and it’s never enough.”. 	Comment by Author: I deleted the quote, since I think that the relationship with the text was not clear enough.
 In order to succeed, subjects must be flexible and fungible to adapt to changing environments. They must work on themselves constantly (Davies and Chisholm 2018). The body becomes an “autogoverned federation of temporary investment”, competing by investing in education, selling a kidney, or renting the womb as a surrogate mother (Mirovski 2014:25). This is clearly expressed by B19 when he argues in favor of reducing regulations on people selling their organs by claiming that both sides may benefit from the transaction.
[bookmark: _Hlk29397545]The neoliberal subject is the sole responsible of both his/her successes and failures, as can be seen in the quote by B1, when he discusses physician’s responsibility in the private sector. For the neoliberal subject, there is nobody else to blame, no expectations from society, and accountability is reduced to the individual level (Mirovski 2014 ). The world is dangerous and cannot be changed, only coped with  Davies and Chisholm 2018). As a business project, the ‘Entrepreneurial Physician’ is responsible for coping with innumerable risks.  Risky patients threat profitability, both for the physician and the private institution. Risky patients consume more physicians’ time, lowering their profitability, and consume more institutional resources, lowering private hospitals’ profitability (since they are paid by a DRG scale). Thus, at the institutional level, our findings suggest that private hospitals manage their risk through “cream-skimming”. This finding is in-line with other studies showing that private providers “cream skim” patients according to risk, accepting  patients who are younger, have less comorbidities and are from a higher socio-economical class compared with those treated in the public sector (Schizas et al. 2019, Mia et al. 2019, Cheng et al. 2015). Our findings contribute to the literature by showing how bi-directional influences between for-profit institutions and individual private providers’ may further exacerbate practices of cream skimming. As shown in the interviews, physicians are aware that private hospitals are not interested in patients that “lose money” (B15), and they themselves support cream skimming in order to improve their time/money equation (B1). 	Comment by Author: Since we deleted the part the section on entrepreneurial solitude, I have deleted the reference as well.	Comment by Author: In the conclusion (p. 24) the authors write that "risky patients threat[en] profitability, both for the physician and the private institution." Is this all? Here, as in the section on risk aversion, the analysis oversimplifies what the physicians say in the interviews.	Comment by Author: Nadav/Dani – can you please assist here?	Comment by Author: The authors have expanded the conclusion and linked their findings to those of other studies. This is an improvement.
p. 24, in line with
 Pp. 24-25 How do their findings show "bi-directional influences between for-profit institutions and individual private providers?" Spell this out more clearly
	Comment by Author: Nadav/Dani – can you please assist here?
As human activity is reduced to the market, choice becomes the utmost expression of human nature. Among our interviewees this view was expressed by both B1 and B19 in the section on “The physician's role”. Note, for example, B19’s use of the figure of the Chef to express that individual choice trumps commitment to the community. The moral neoliberal self is not one committed to the common good (working in the public sector), but one who takes responsibility for choosing freely.
Freedom of choice is conceptualized mainly in terms of the freedom of the market, it is the freedom of the contract that characterize market transactions, as illustrated by the recurrent use of the comparison between health care and buying a car. 
Moreover, choice becomes a central concept to explain society. In an extreme version of methodological individualism, social stratification is the result of good or poor choices. Poverty is the result of bad investment choices (in yourself or in the market), while belonging to the upper social strata is explained by good market decisions. 	Comment by Author: p. 25 Choice becomes a central concept to explain society. The authors give an extreme version of methodological individualism, but how does methodological individualism work in the case of physicians?	Comment by Author: Nadav/Dani – can you please assist here?
Our study shows the effects of neoliberalization in general – and the neoliberalization of health care in particular – on the ways in which physicians understand themselves, their practice and their patients. As we saw, commodification of care transforms collaborative therapeutic alliance into a market contract guided by the profit motive, while quality is understood not as the provision of needs but as the satisfaction of wants.
While our research shows that many physicians have internalized neo-liberal views and become neo-liberal subjects acting in the field of health care, it also shows that processes of neoliberal subjectification are not linear or all encompassing. The interviews with many of the physicians working solely in the public sector (B6, 11, 17, 21) show that there is a professional ethos constantly in tension with the main elements of neo-liberal subjectivity. This finding relates with those of Ashmore’s (2013) conducted in South Africa, where physicians interviewed valued the collegial atmosphere in the public sector and contrasted it with the social environment in the private sector, perceived as lonely and competitive.  Perceptions of ‘Entrepreneurial Solitude’ voiced by physicians working in the private sector (i.e. B1, B19) strongly conflicted with the ethos of ‘Team Solidarity’ in the public sector. A possible implication of our study for other countries is that this important ethos should be preserved and emphasized in health-systems’ discourse to resist pressure for commodification of health care. 	Comment by Author: Same here, I have deleted the sentence that referenced the removed theme.
Please remind me to review our figure before we send for publication.
The tension between neoliberal values and those traditionally associated with the profession is influenced by gender, age and institutional characteristics. While our ability to analyze the gender perspective is limited by the small number of female physicians among our interviewees, we observed that perceptions of healthcare as human right and the physician’s role as a public servant were more prominent among female specialists, and among younger physicians of both genders. These perceptions were voiced more by physicians working exclusively in the public sector. Moreover, gender, age and institutional framework can interact, since quantitative studies in Norway (Johannessen and Hagen 2014) and Brazil (Miotto et al. 2018) found that dual- and private- practitioners were more likely to be male and senior in their specialty field.  The fact that larger family size increased the odds of dual practice among men but reduced it for women, points to the relationship between traditional gender roles and public vs. private practice (Johannessen and Hagen 2014). 	Comment by Author: p.26 The authors have given far more attention to institutional context (private, public or private and public) in physicians' practices than they have either gender or age. And, they caution at the beginning of the paper that only 4/21 physicians are women (and marital status, family size is not reported for any of the physicians). Thus, what is the point of the statement that "the fact that larger family size increased the odds of dual practice among men but reduced it for women, points to the relationship between traditional gender roles and public vs. private practice (Johannessen and Hagen 2014)?"	Comment by Author: I have deleted the quoted statement from the manuscript.
 As neoliberal processes are contributing to growing health inequities, the processes described in our study, focusing on the intermediate level of practicing physicians must be better understood. Comparative studies could show whether the processes described in the present paper are specific to the Israeli context , or are part of the global processes related to neoliberalization. Further research should investigate the relationship between subjectification and institutional context found in our study. We should better understand the causal mechanisms of the correlation between the institutional context - private or public - and the degree in which physicians internalize the main characteristics of the neo-liberal world-view. In addition, we should better understand how the doctor-patient relationship in the neoliberal era is constructed and reinforce or challenge the processes described here. 
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Appendix 1	Comment by Author: Will be moved to a separate file after we finish the revision.
Physicians’ perspectives on private-public mix in Israel’s healthcare system  
Open ended questions of in-depth interviews – version March 22, 2017

1. What does “healthcare” mean for you?
2. What is your opinion on the Israeli healthcare system?
Note: follow-up questions to 1+2 include probing on how the interviewee perceives his/her role as a physician and what issues within the health-system he/she sees as important.
3. How would you describe the level of trust in the public health system?
Note: follow-up questions include probing regarding the physicians own level of trust and what he/she thinks is the level of trust of patients towards the public system.
4. What do you do if your patient is informed of having a long waiting time for a certain test or treatment?
5. Where do you encounter private healthcare as a physician?
Note: for a physician that already mentioned he/she is working in private practice, understand what the relationship between his work in private and public practices is.
6. What is your opinion on supplementary and commercial insurance schemes?
7. To your opinion, what is the reason for the rise in purchase of supplementary and private insurance schemes?
8. Can you please describe your relationship with other physicians?
9. What is your relationship with your medical center’s administration?
10. What is your opinion on the private public mix within the Israeli healthcare system?
1

