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Abstract
Background
Health insurers and managed care organizations often limit patient choice to in-network care providers through selective contracting, involving procurement agreements with service providers or ownership of healthcare institutions. Patient choice reforms, i.e., reforms which expand hospital choice and reduce the power of the selective contracting, were introduced in a number of countries since the 1990s, in order to address long waiting times and enhance hospital competition based on quality, services, and availability. This study was motivated by Israel’s 2023 health reform, which expanded patient choice by mandating broader hospital choice and enhancing transparency. This study examines reforms in selective contracting models in developed countries and assesses their impact on healthcare quality, accessibility, and socioeconomic disparities.

Methods
A search was conducted on PubMed, Google Scholar, OECD Library, and European Observatory using keywords related to healthcare reform, provider choice, and selective contracting. The search was limited to English-language articles published since 2001.

Results
Traditionally, NHS-based countries did not include patient choice in their systems. Reforms in countries like England and Portugal have since allowed patients choice between hospitals. In contrast, systems with multiple competing insurers, such as Germany, Switzerland, the Netherlands, and Israel, inherently incorporate some patient choice. Israel’s 2023 health reform further broadened hospital choice, while maintaing selective contracting, and enhanced transparency.
Patient choice is influenced by distance, quality, and availability. Patients often prefer nearby hospitals but will travel for higher quality care. Increased hospital competition generally improves care quality but may exacerbate socioeconomic disparities.
Successful components of patient choice reforms include publishing comparative quality indicators and establishing national appointment scheduling systems. These initiatives increase transparency, improve patient decision-making, and drive hospital improvements.

Conclusions
Expanding patient choice in healthcare enhances system efficacy and patient empowerment. However, addressing socioeconomic disparities is essential to ensure equitable access to high-quality care. Future policies should focus on tools and strategies that cater to all patient groups, including accessible and easily understood comprehensive quality assessments and national appointment scheduling systems. Further research should cover a wider range of healthcare systems to understand the challenges and opportunities in patient choice reforms comprehensively.
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Background
Health insurers and managed care organizations (MCO) often limit patient choice of care providers to a network of providers by determining procurement agreements with a limited number of service providers, i.e., Selective Contracting (SC), or by referring to self-owned healthcare institutions such as hospitals, or medical care firms etc. At times, patients may choose a service provider outside the arrangement (outside the network) for an increased deductible price, co-payment or without coverage. Some insurers1 provide full coverage solely to in-network care providers and hospitals, whereas others use soft incentives or administrative methods to direct patients to preferred service providers.
Insurers’ preferences for certain providers are sometimes based on the quality of treatment, but more often they stem from procurement agreements that offer significant discounts for services [1, 2].
SC has the potential to enhance efficiency and quality; however, its practical implementation does not always yield these theoretical benefits. Empirical evidence suggests several limitations: (1) Cost Prioritization Over Quality: Insurers often emphasize cost savings rather than service quality. While quality metrics may be part of contract negotiations, enforcement and monitoring mechanisms are frequently inadequate, leading to discrepancies between contractual expectations and actual service delivery [2, 3]. Market Concentration and Monopolistic Behavior: Volume-based contracting can concentrate care in a limited number of hospitals, potentially fostering monopolistic tendencies. This may result in increased patient loads and longer wait times rather than genuine efficiency improvements [3, 4]. Reduced Geographic Accessibility: Insurers may select contracts based on financial incentives rather than ensuring broad geographic coverage. This can disproportionately impact rural and underserved populations, limiting their access to essential healthcare services [5].
In addition, the SC models often lead to competition on the price of services provided on the basis of granting a large treatment volume. Countries with a system based on multiple insurers, such as Germany, Switzerland, the Netherlands, and Israel, make use of SC models to provide large basket of services to citizens, in a reality of limited resources and a need to manage market failures characteristic of healthcare markets [6–8]. National Health System (NHS) based system countries like England, Norway, Portugal, and Denmark make use of some of the components of the SC mechanism [9–11].
However, expanding patient choice has been increasingly viewed as a counterbalance to the limitations imposed by SC mechanisms. While patient decision-making challenges are acknowledged, increasing provider choice does not inherently diminish hospital competition. In healthcare systems with relatively low out-of-pocket costs (such as in Israel), hospitals are incentivized to compete not only on cost but also on factors that influence patient experience, including appointment availability, perceived care quality, and operational efficiency [12, 13]. These factors are often overlooked in selective contracting models that prioritize financial considerations. Since the 1990s, a number of countries, such as England [14], Norway [15], Sweden, the Netherlands, and Denmark [16], have introduced reforms to expand patient choice between hospitals, with the expectation that expanding choice would encourage competition, improve efficiency, and empower patients. In addition, the reforms were consistent with evolving cultural values which emphasized the centrality of choice [17]. While these reforms have demonstrated potential benefits, they also highlight the need to address information asymmetry between patients, hospitals, and insurers. To address the issue of information asymmetry and improve patient decision-making, we advocate for increased transparency through publicly available performance data: Providing access to clinical outcomes, patient satisfaction ratings, and efficiency indicators enables more informed decision-making [18] ;and a national appointment scheduling System: Allowing patients to compare hospital waiting times fosters competition and improves accessibility. These tools are essential to ensure that patients can make informed choices, thereby driving meaningful competition among providers.
Traditionally, in countries with a National Health System (NHS), patient choice was not part of the system. This caused a lack of competition a centralized system, leading to long waiting times, unequal access to care, and disparities in quality of service. As a response, many NHS based systems-initiated reforms to increase patient choice between hospitals. As part of the reforms, England and Portugal invested in developing the supply side by providing incentives to open private hospitals that would compete with public hospitals [9, 19].
In contrast to the NHS-based countries, in multiple competing insurers-based health systems such as Germany, Switzerland, the Netherlands, and Israel, choice is an inherent part of the system and is reflected first and foremost in the choice of an insurer [20]. Insurers often limit patient choice among service providers, including hospitals, [21] by making use of selective contracting. In Switzerland, Germany and the Netherlands, despite the SC practice the networks of providers are expected to be broad due to cultural characteristics that emphasize patient autonomy and right to choose [6, 7, 22].
To summaries, while selective contracting is beneficial for financial sustainability and efficiency, excessive reliance on insurer-led decision-making risks prioritizing cost containment at the expense of quality and accessibility. A more balanced approach, where both insurers and patients exert competitive pressure on hospitals, can lead to more comprehensive improvements in care delivery [23].
Israel’s selective contracting reform
In 2023, Israel implemented legislative changes to impose revised model that adds restrictions on the Israeli Health Plans (HPs) regarding their process for contracting with hospitals (i.e., selective contracting). These restrictions broadened the choices available to Israeli citizens in need of hospitalization. This reform was driven by increasing public inquiries, high national private health expenditures, a lack of competition among hospitals, and notable disparities in selective contracting across different HPs. [24, 25].
The Israeli state comptroller recommended a change already in 2010, and the German Committee followed him and recommended changes as well in 2012. [24, 26, 27] Under the revised model, the selective contracts between HPs and hospitals are now required to include at least four hospitals, two of which must be located in the patient’s residential area and two of which must be classified as high-capacity tertiary hospitals. [24, 25] Additionally, HPs are mandated to enhance transparency regarding these selection arrangements and are required to list all in-network service providers and their contact information on the payment authorization forms. This ensures that patients are empowered to actively choose their care provider rather than be channeled to service providers with whom the HP has favorable financial contracts. It is important to note that within the framework of this reform, five medical fields (namely: Oncology, IVF services, Mental health hospitalization services, gynecological surgeries, and neurosurgery) are exempt from the SC, allowing patients complete freedom of choice between hospitals.
Following Israel’s SC 2023 reform, this study aims to explore prominent models of selective contracting utilized in developed countries and assess their impact on key characteristics of health systems, such as quality of care, accessibility, and socioeconomic disparities.
The paper provides an overview of major selective contracting models across different health systems, discusses the factors influencing patient’s choice their impact on healthcare quality and access, and evaluates successful international components that could inform Israel’s evolving policy framework. Additionally, the study explores the limitations and challenges associated with patient choice reforms, particularly concerning equity and transparency, and concludes with recommendations for improving Israel’s system while ensuring both efficiency and accessibility, in the context of the Israeli reform initiated in September 2023.


Methods
A methodologic search was conducted on PubMed, Google Scholar, OECD Library, and European Observatory using the following keywords: healthcare reform, provider choice, limited contracting, selective contracting, patient choice, competition policy, provider competition, outpatient clinics, demand-driven care, managed care, value-driven contracting, and hospitalization system. The search was limited to articles published since 2001 in English.
From the articles that came up in the search, those dealing with selective contracting between medical service providers and insurers/MCOs were selected. In addition, the reference lists of all articles were reviewed. Many articles have been written on the subject, but this study focuses on countries where much research has been conducted, such as Denmark, Norway, Portugal, and England, and countries with a health system similar to Israel, such as Germany, Switzerland, and Slovenia. US-sourced work was excluded because of the fundamentally distinct nature of the healthcare system, which is largely private and operates under different principles compared to the predominantly public or mixed healthcare systems in the focus countries. In total 85 papers were included in the study.

Results
Factors influencing patient’s choice
Many factors influence the patient’s choice of service provider in general and hospital in particular, the main ones being: quality, availability, and distance [28, 29]. Hospitals compete on these three parameters to differentiate themselves and attract patients.
Distance
Distance is often one of the main characteristics that determines a patient’s hospital default. On some occasions patients are more likely to go to hospitals that are close to their place of residence or located in the area [30–33]. Until the changes in the 2023 regulations mentioned above, Israel was unique in that the nearest hospital was not always in the insured’s HP network. In Switzerland, patients are referred to a hospital in their area of residence (canton) and may receive coverage up to their canton maximum if they apply outside the canton [6] In the other countries we surveyed, there are currently no differences in coverage between areas, but it was found that older patients, non-White people, and those in a lower socioeconomic group tend to choose closer hospitals despite differences in availability and quality [30].

Quality
In contrast with the preference for a nearby hospital, there are other occasions when patients are willing to travel to reach higher quality hospitals. It was found in empirical studies from England [34], Germany, and the Netherlands that patients chose to turn to hospitals that have lower complication rates and a better reputation for medically significant procedures such as heart bypass surgeries [28, 35, 36], hip replacements [32], knee replacements [37] and heart catheterization [33]. In the Netherlands, it was found that 38–54% of patients turn to a more distant but higher-quality hospital for elective surgeries in the fields of orthopedics and neurosurgery.
Several studies have explored the impact of hospital competition on the quality of care, with findings indicating that increased competition often leads to enhanced care quality as arises from patient outcomes [30, 36, 38–47]. However, some studies have yielded mixed or inconclusive results regarding the competition-quality relationship [40, 48–52]. Despite research indicating a relationship between competition and improved care quality, the precise mechanisms and potential confounding variables remain unclear, necessitating caution when formulating policies that rely on competition to drive quality improvements. Furthermore, challenges in choice expansion implementation, including development of supply side health provides, loss rates, transparency issues, and disparities in choice utilization, need to be addressed.

Availability and accessibility
A review study found that on other occasions patients turned to hospitals with shorter waiting times, [30] which pushed hospitals to shorten the length of queues in order to attract patients. In a complementary study in Israel, it was found that the most significant criterion for a patient choosing a hospital is waiting time [53]. In England, Denmark, and Norway, long waiting times were the impetus for reform legislation to expand choice. In England and Denmark, private hospitals were brought in as service providers for certain procedures and conditions to shorten queues [17]. In countries with a limited private system (e.g. Norway, Netherlands) patients can be referred to service providers outside the country as an alternative to the private system. Similarly, in England and Denmark patients are referred beyond its borders for medical treatment [54].
It was found that following the reforms in the Netherlands and Norway, hospitals have made changes in their practice, such as introducing new services and lengthening the hours of service provision, which led to a decrease in waiting times [55]. However, in a reform to expand choice in Portugal, waiting times increased in quality hospitals. This may have been due to the fact that the reform did not include a mechanism for remuneration according to activity and the payments to hospitals remained as global budgets [56].


Successful components observed in models implemented in other countries
Publication of comparative quality indicators of hospitals
Many countries publish comparative information on the quality of care in hospitals to increase transparency and facilitate patient choice. For example, England established the NHS Choices website, which provides up-to-date and comparative information on the quality of hospitals [57]. As a part of increasing transparency, patients can provide opinions on their experiences in the hospital. Similar quality indicators are available in several countries, such as Switzerland, the Netherlands, Germany, and Denmark, with varying accessibility through government websites or non-profit/commercial channels [15, 17, 22, 31, 58–60].
These reports, although sometimes technically dense, influence patient decision-making and have encouraged improvements in medium-sized for-profit and non-profit supercenter hospitals, [37, 61, 62] following the publication of these indicators. Furthermore, these transparency tools offer benefits, particularly in cost-effective quality improvement scenarios, risk-standardized patient scores, and external oversight, to prevent potential patient selection [63]. These transparency tools strengthen the connection between competition and quality, making them vital for patient-choice expansion reforms.
Moreover, transparency initiatives have the potential to address challenges in healthcare decision-making. For instance, Kuklinski found that the recommendations of patients and the level of expertise of a hospital significantly influence the choice of hospital. This is in addition to metric indicators that also have an impact, although in a less significant way [37]. Similarly, Boonen et al. found that patients often select insurers that don’t limit their service provider options due to a lack of trust in insurers’ ability to choose hospitals effectively [64]. Increasing transparency regarding hospital quality can help overcome this barrier.
Using transparency tools comes with limitations, which in turn pose challenges to maintaining equality of access to care. Firstly, concerns about cream-skimming practices may disproportionately impact vulnerable populations, leaving disadvantaged individuals with limited choices and reduced access to quality care in hospitals with more resources and better reputations. Secondly, patients’ reliance on anecdotal information and word-of-mouth can lead to biased decision-making [65], disadvantaging those with limited access to comprehensive healthcare information, often impacting marginalized or less-informed communities. Thirdly, smaller non-specialized hospitals may struggle to enhance quality due to resource constraints, [61] which disproportionately affect local underserved communities, limiting their access to quality healthcare alternatives and exacerbating healthcare disparities.

National appointment systems and wait time transparency
A reform to expand choice allows the patient to contact more hospitals and thus gives him access to more available appointments. To allow patients to examine queues and estimate waiting times in a hospital, health systems in England [66], Portugal [60], and Slovenia [58] have established websites with up-to-date waiting times and/or online national appointment-scheduling systems.

Socioeconomic factors of hospital choice
Healthcare choice expansion reforms might increase gaps in healthcare access between different social groups, due to varied usage of the choice options. A study in 2017, which examined 26 papers from the USA, Italy, the Netherlands, England, Sweden, and Canada, showed that people from different social backgrounds chose hospitals differently. While patients are generally more likely to receive treatment from their nearest provider this tendency was more pronounced among older patients, non-White individuals, and those from lower social backgrounds. This trend remained even after considering other factors. As a result, non-White patients often face longer wait times, poorer quality care, and smaller, less technologically advanced hospitals [30]. This pattern, where disadvantaged populations—such as older individuals or those from lower social backgrounds—tend to rely more on the nearest regional hospitals, places these hospitals at a significant disadvantage. As healthier and more mobile patients are more likely to bypass local providers, these regional hospitals may be left to manage a disproportionate share of complex and costly patient needs, and without adequate compensatory mechanisms from the government or insurance companies to address these challenges, these hospitals face financial strain and diminished resources.
[30] Similarly, a study by Keating et al. [67] found that Latino or Black individuals with insurance usually chose nearby hospitals for breast cancer surgery. These hospitals were often lower in quality. The choice was influenced by distance and cultural factors. These hospitals also had more Medicare patients and more Latino or Black patients. Moreover, an English study discovered that after patient choice was expanded, people with higher social status managed to get shorter waiting times by using their social connections or by knowing more about waiting times [68] In addition, regarding the matter of inequality in exercising the right to choose a specialist consultant, Nadine & Clause state that patients with higher levels of education are more likely to exercise this right, and: “…this relationship is most pronounced in countries that provide a free choice of doctors” they suggest that investing in “…careful design of, decision-supporting structures…” may reduce these gaps [69].
While health care systems publish hospital quality comparisons to help everyone make informed choices, it was found that only specific groups of people use these resources. In Germany, for example, those who looked at hospital quality reports were usually older, better educated, women, and people with long-term illnesses [70]. In the Netherlands, less educated individuals and men were less likely to actively choose their hospital. Some said they depended on their family doctor to make the best hospital choice for them [71].



Discussion
Autonomy and choice are pivotal in shaping health system policies. The expansion of patient choice in hospitals and throughout the healthcare system, as witnessed over the past thirty years, has been a cornerstone of many international reforms. These reforms aim to foster healthy competition, enhance the quality of medical services, reduce wait times, and hinge on the principle of patient empowerment (German Committee Ministry of Health, 2014).
However, our review reveals a discrepancy in the actualization of this right to choose, which is heavily influenced by socioeconomic factors. This disparity is particularly pronounced among patients from disadvantaged backgrounds, who are less likely to exercise their right to choose. Such trends raise critical questions regarding the efficacy of reforms intended to widen patient choice. These reforms may be inadvertently perpetuating existing healthcare disparities rather than diminishing them.
To effectively bridge this gap, the development and implementation of tools and strategies that cater to significant variables influencing patient choice are essential. These include quality of services, availability of appointments, and proximity to patients’ residences. In terms of service quality, there is a clear need for mechanisms that make comprehensive and understandable quality assessments accessible to all patient groups. This could involve simplifying medical jargon or using various communication channels to obtain broader demographics. Moreover, the establishment of a national booking website or call center for appointment scheduling could be a step towards equalizing access, ensuring that patients from all backgrounds can easily find and book appointments at their hospital of choice.
The issue of geographical distance, often a secondary consideration in policy discussions, also requires attention. Ensuring high-quality care in peripheral and small hospitals is crucial. This would not only address geographical barriers but also support the decentralization of quality healthcare, thereby making it more accessible to patients regardless of their location.
Our study has several limitations, that could impact the interpretation and application of our findings. Our research primarily focuses on countries such as Denmark, England, Germany, Switzerland, and Slovenia, with healthcare systems that are similar in some aspects but quite different in others, from Israel’s health system. This specificity may limit the generalizability of our results to Israeli cases and other healthcare models, particularly those with distinct characteristics, such as the United States. Additionally, our reliance on literature in English published since 2001 might exclude pivotal studies, developments in other languages, or earlier scholarly work. This could potentially overlook significant historical contexts and insights from non-Anglophone research.
The methodological approach, emphasizing selective articles from databases such as PubMed and Google Scholar, could introduce selection bias, favoring certain types of studies or perspectives. This skew may not fully represent the diversity of views and experiences in the field. Furthermore, our study’s reliance on published literature may not capture the real-world complexities faced by patients and healthcare providers. The dynamic nature of healthcare systems and evolving patient preferences suggest that our findings, while informative, might not fully mirror the current or future realities of healthcare choices and their implications.

Conclusions
In conclusion, while expanding patient choice in healthcare is a crucial step toward empowering individuals and enhancing system efficiency, it is equally essential to address the socio-economic disparities that may emerge from such reforms. Our findings underscore the importance of well-designed policies and interventions that ensure equitable access to quality care for all populations. Key recommendations include developing a transparent and easily navigable information platform, implementing a national online appointment-scheduling system, strengthening peripheral hospitals to decentralize high-quality care, and introducing financial models that support healthcare providers serving disadvantaged communities. Additionally, proactive outreach and education efforts targeting populations with lower healthcare literacy are fundamental to reducing disparities and ensuring that all individuals can make informed healthcare choices.
Moving forward, future research should explore a broader spectrum of healthcare systems, linguistic contexts, and methodological approaches to fully grasp the diverse experiences and challenges in patient choice reforms. A more inclusive and comprehensive analysis will contribute to the development of healthcare systems that are not only competitive and efficient but also fundamentally equitable, accessible, and patient-centered.
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Footnotes
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