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ABSTRACT

TRANSFORMATION IN THE ORGANIZATIONAL AND FINANCIAL SET-UP
OF THE HEALTH CARE SYSTEM IN TURKEY - ITS REPERCUSINS AND
SIMILARITIES WITH THE ENGLISH MODEL

Demirci, Bengi
Ph.D., Department of Political Science and Publitrinistration
Supervisor: Prof. DiSinasi Aksoy

June 2012, 331 pages

This thesis analyses the transformation in healire csystem in Turkey with
particular emphasis on Health Transformation Prog(&ITP) which has been in
progress since 2003. This analysis is done fromitigall science and public
administration perspective where neoliberal restmiieg process and related
approaches such as New Public Management and mpgstemmunities are utilized.
This dissertation argues and verifies that headite ceforms in general and HTP in
particular mainly target organizational and finahcset-ups of the health care
systems and these reforms are not only highlynelted among themselves but are
also the ones which bring about the most seriotsomes. In this regard an attempt
is made to clarify the long-lasting confusion abwiitat decentralization means in
health care systems and to understand the trernteafth care reforms towards
producing hybrid models for organizational and ficial set-ups. The thesis argues
and explores that health care reforms targetingqrorgtional and financial set-ups
have been producing serious impacts regarding @cmngoolitical, managerial,
clinical, equity and conceptual aspects of the theedre system. This argument is
supported by primary data derived from the reseaaiducted in a public hospital

in the post-HTP period. In its efforts towards urstiending the repercussions of the



HTP, this thesis points to the value of referringtie English NHS - particularly its
way of reforming itself- where it not only extraaist the common points between
the two cases but also attempts at making infegefroen the latter for the incipient

former.

Keywords: Health Transformation Program (HTP), edyadization, finance, English
NHS Model.



Oz

TURK SAGLIK SISTEMINDE YERELLESME VE FINANSMANA YONELIK
DONUSUM CABALARI, BUNLARIN ETK ILERI VE INGILTERE MODELI ILE
BENZERUKLER

Demirci, Bengi
Doktora, Siyaset Bilimi ve Kamu Ydnetimi Bolumu

Tez Yoneticisi: Prof. DiSinasi Aksoy

Haziran 2012, 331 sayfa

Bu tez Turkiye'deki sglik sisteminin dongimini analiz etmektedir. Csina
agirhikh olarak 2003 yilindan itibaren yuratiimekttan Sglikta Do6nigum Programi
(SDP) uzerinde yaunlasmistir. Salik sistemindeki doniumun analizi siyaset bilimi
ve kamu yonetimi perspektifinden yapilimaktadir. lBaglamda neoliberal yeniden
yapilanma ve Yeni Kamisletmeciligi gibi ilgili yaklasimlar kullaniimaktadir. Tez,
salik reformlarinin ve SDP’nin esas olarakgbla sisteminin organizasyonunu ve
finansman yapisini hedef aithi; s6z konusu reformlarin birbirleriyle yakindan
ili skili olduklarini ve ayni zamanda da dgdintin en ciddi sonuglarinin buralardaki
degisikliklerden ciktgini iddia etmekte ve ortaya koymaktadir. Biglaenda salik
hizmetlerinin yerellgmesi konusuna 6zel bir 6nem verifmie bu konuda stiregelen
kavramsal kasikligl gidermeye yonelik derinlemesine bir analiz yaptm Buna
ek olarak, dongimun, sglhk sistemlerinin organizasyonu ve finansmaniylgiliil
olarak ortaya koydgu hibrid (karma) yapilanma dogiimi anlamada Raurulan
onemli bir yaklaim olmwtur. Tez, dongiimin, sglk sisteminin organizasyonu ve
finansman yapisini hedef alan reformlarinirgligahizmetlerinin ekonomik, siyasi,
yonetimsel, Kklinik, gitlik ve kavramsal yonleri Gzerinde ciddi etkileidugunu iddia
etmekte ve ortaya koymaktadir. Bu iddia ve ilgiiaéizler, SDP sonrasi donemde

meydana gelen dsiklikleri anlamak Uzere bir kamu hastanesinde apll

Vi



argtirmadan elde edilen birincil verilerle de destekhastir. Calisma, SDP’nin
etkilerini anlamaya c¢ajfirken, ingiliz Ulusal S&lik Sistemi (NHS)'nin - bilhassa bu
sistemin reforme edilme biciminin- analiz edilmesibnemine garet etmekte ve bu
baglamda iki model arasindaki ortak noktalari tespierek ingiliz modelinden

Turkiye'deki dongum hakkinda ¢ikarimlar yapilabilegei ortaya koymaktadir.

Anahtar Kelimeler: Sglikta Donsum Programi (SDP), yeredlme, finansman,
Ingiliz (NHS) Modeli.
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CHAPTER 1

INTRODUCTION

Health has been an important and a popular isstleeihistory of societies for ages.
Undoubtedly this is primarily related to its vitglifor the survival and thus in a
manner for the raison d’étre of these societieswvél@r, with the emergence and
consolidation of the modern state, health has daipelitical and economic
connotations that it has become an important domfdiegitimacy and power for the

modern state.

Within the course of capitalist development, hedlds become one of the most
substantial and also most targeted parts of théigpabctor. Besides various other
factors, this was highly related to and was alsspst by the phases of the capitalist
development processes such as the emergence weltage state and other crisis so

far.

The recent popularity that the issue of healthdased should be considered within
this context - which can be most broadly put asreliberal restructuring of the
state taking place since 1980s. It is mainly thigcpss which has brought about
serious attempts to transform health care systdosexr the world together with the
restructuring taking place in the public sectonaghole. Again it is within this same
context that ordinary citizens started to have neoré more “health care issues” on
their agendas during their daily lives, which baBic stems from increasing
commodification that have been taking place in theedre services as a result of the
neoliberal restructuring process. As it will be xped in the following relevant
section, while acknowledging its various peculiast the case of Turkish health care
reform can be (and should be) analyzed within theegal neoliberal restructuring

framework.

When the reforms undertaken so far to transfornitiheare systems in this regard

are analyzed, it is seen that they have been hasanigus repercussions for the

1



socio-economic, political, managerial, clinical aadltural aspects of health care
systems which make them an important focus of stadyot only medical sciences
but also for social sciences where a comprehengolgical science and public
administration perspective is also highly requiredfact this has been one of the
most triggering motives behind the launch of thiglg. Being the latest and the most
radical chain in the course of neoliberal transfation of the health care system in
Turkey which has been in action since 1980s, Helatiimsformation Program (HTP)
(Saglikta Donum Programf) which has been launched in early 2000s has been
having (and will continue to have) serious repestuss on the above-mentioned
aspects of the health care system in this couhtence, the desire to understand the
then incipient (and by now quite advanced) HTP mafoinitiated to transform the
health care system in Turkey and its aforementiangehcts highly motivated the

author for the conduct of this research.

In order to be more explicit in expressing the @nd the scope of this study, it
would be better to lay down the main argumentsechand the related findings put

forward by this study:

1. The very first argument of this study can beestas follows: Health care reforms
in general and the Turkish HTP in particular shob&l conceptualized within the

context of the neoliberal restructuring process.

As it is well-known neoliberal restructuring is eopess which has had its causes and
results. Cyclical crisis of the capitalist systehatt was experienced by the early
1970s can be taken as the most important caused#ths process which in turn has
led to a serious restructuring process within thpitalist system worldwide where
neoliberal restructuring of the state and the mubéctor has been one of the most

crucial end products.

Within the context of neoliberal restructuring dfet public sector, health care
systems have been one of the most important tavgetse the launch of the New

Public Management (NPM) reforms can be seen aefletion of this restructuring

! Salik Bakanlig (2003)



on the whole public sector realm. Health care ra®which have come to the fore
within this neoliberal restructuring context haveeb having serious economic,
political, managerial, equity and conceptual repsswns for the health care system

they have been targeting.

In fact when they are analyzed carefully, it canshil that health care reforms are
not only the end products of the neoliberal restniieg but are also the tools which
have been devised to provide/facilitate this tramsftion. Therefore in analyzing
health care reforms, as a first step, neolibesttueturing process should be taken as
one of the main reference points. More informatmm neoliberal restructuring
process and New Public Management will be giverrlah the section titled
“Theories to Conceptualize Health Care Reforms” mehbese arguments would be

made more clear and explicit.

When it comes to the Turkish case, besides it®uarpeculiarities - such as lagging
behind other counterparts in terms of timing obrafs - health care reforms in this
country can be and should be read within the condéxneoliberal restructuring
process. As it will be seen in the following senpsince the formulation of the
national health policy and the foundation of theéioral health care system in the
Early Republican Era, there have been various at®rfor reform. From 1980s
onwards the above-mentioned neoliberal restrugysiocess has been affecting the
Turkish health care system. During 1990s variotesrgits were made to realize the
neoliberal transformation in health sector, howegeeat majority of them could not
be finalized. It was in early 2000s that the mestais transformation in health care
system could be initialized by the Health Transfation Program (HTP). By now
quite a lot has been accomplished in terms of toamsng the health care system
within the context of the HTP which can be constdeas the last - and to a certain
extent a bit late - chain in the neoliberal restiting of the Turkish health care
system which has started in 1980s. Once the detml$ the quite serious
repercussions of the HTP on the economic, politicahnagerial, equality and
philosophical aspects of the health care systendeeply analyzed in the coming
sections, its peculiarity within the context of hieeral restructuring process will be

understood more clearly.



Thus it can be repeated once more that as thesteptin understanding health care
reforms worldwide and for those undertaken in Tyrke particular, neoliberal
restructuring process should be taken as one ahtie conceptual frameworks and

must be studied carefully.

2. Second argument voiced in this dissertatiomas in order to explain health care
systems that have been undergoing reforms, it seemsssary to refer to “hybrid

models”.

First of all this provides an explanatory framewaskit is not possible to explain the
health care systems that have been undergoingnwefaith the mainstream health
care system typologies. In addition to this, it ¢enargued that having recourse to
hybrid models is quite compatible with the requiesits of the neoliberal
restructuring process and its accompanying Newi®danagement Reforms which
find it easier to have recourse to (and createjitlyhodels that would respond to the
ups and downs and the requirements of the neolib@m@sformation targeted and

thus to attain rather smoother and less problemegicucturing.

As it will be explained later, there are varioupdipgies to explain health care
systems. Among these the most frequently cited isrtbe classical classification
which groups health care systems as the BeverBigeparckian, Liberal and the

vanishing Semashko models.

Since each of these models have been undergoingfdrenations themselves and
since it is not possible to explain the health systems that are produced by health
care transformations with just one of these classicodels and in line with the
above-mentioned tendency of the neoliberal resirung process to have recourse to
hybrid models, hybrid model approach will be anotiramework utilized by this

study to understand the health care reforms.

In the same line of thought it can be argued thealth Transformation Program
(HTP) which was launched in Turkey in 2003 has bemaing up in a hybrid model



together with its similar catalyzing and smoothirmde within the context of the

neoliberal transformation process.

Characteristics of the hybrid model will be analyza detail in the forthcoming
sections. Before that to make a brief definitioyhid model in this study refers to a
health care system which is created by adoptingowarcharacteristics of the
Bismarckian and relatively more than that variotmaracteristics of the Liberal

model on top of the Beveridge model characteristics

When the reform attempts in England (which is talkenthe stereotype of the
Beveridge Model of health care systems) and othlated countries that have been
undergoing health care reforms (including Turke analyzed, it can be seen that
with each reform attempt, impact of the liberal mlodharacteristics have been
intensified on the health care system in questibileamaking it even more hybrid.
In this regard it can be said that hybrid mode#t tltave been emerging as a result of
health care reforms have been contributing to #dilmeral restructuring processes
in the countries in question as they can also le@ s the end-products of these

processes as well.

To be more explicit on the argument on how the gmgrhybrid model in Turkey
has been helping the neoliberal transformationealth care system; it can be said
that with the HTP reforms now Turkey has a headtte system which is more open
and vulnerable to the dynamics of market mechaniaimare it is easier to have
private actors in the provision of health care &y, there has been an increase in
out-of-pocket payments, there has been more cdipatian in public hospitals
which are now more efficiency and performance-dadnthere has been contraction
in the content of health care services providedHhsy public sector packages and
everyone has to pay certain amounts of premiuniset®fit from these health care
packages. These are only some of the charactsristithe hybrid model that has
been emerging in Turkey which is not only the enadpct of the neoliberal
restructuring process but also the one which fatds and perpetuates this process
together with providing the means required for thegitimization of this

transformation.



3. Third argument raised is that organization (d&edization) and finance are the
two most critical aspects targeted by health caferms that have been taking place

within the context of neoliberal restructuring pees.

While trying to understand health care reforms @@k legacies, it is seen that they
have organization (which is usually expressed il term decentralization) and
finance at their center as the main targets tosfomm - which therefore should be

the main focus of the studies which attempt at tstdading these reforms.

It should be noted that reforms targeting orgaiorall and financial set-up not only
constitute the most critical parts of the transfation, they are also interrelated

among themselves that change in one of them affieetsther and vice versa.

In fact this study argues that health care refoars mainly oriented towards
transforming the financial set-up of the healthecaystems in question. However
achieving this transformation requires transfororatin the organizational set-up
where decentralization (and depending upon theesome-centralizatiof) emerges

as a critical issue. Thus there is a mutual andsecloelationship between
transformations in financial set-up and transforare in organizational set-up of the
health care system that is undergoing reformsatn this trend is also compatible
with the New Public Management (NPM) reform apploacich highly stresses
decentralization and cost-efficient financial madeh the provision of public

services where health services are of no exception.

Regarding the above-mentioned close relationshiwdsn the reforms targeting the
organizational set-up (decentralization/re-certedion) and those targeting the
financial set-up of the health care system, itlearsaid that within the context of the
HTP, the former highly supports the achievemertheflatter which altogether make

it easier to have more marketization in the pravisof health care services. For

2 As it will be explained in the following relevasection, although health care reforms usually stres

the importance of achieving more decentralized thegdre systems, in many cases it is seen that
decentralization attempts go together with (re)edization which are made either in simultaneous or

continuous manner. This trend is also compatiblin Wie hybrid model approach adopted by these
reforms.
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example the emphasis on having administratively &ndncially autonomous

hospitals and on the establishment of family dosimtem at the primary care level
has been having serious financial implications.HiMithe context of autonomy given
to them, these health entities are asked to meat énds which makes them adopt
cost-efficient techniques and purchase more sesViimen the market in a way to
contribute to their competitiveness - all of whichthe final analysis have serious
repercussions for the overall financial set-up loé thealth care system. More

examples of this kind can be - and will be- giversaipport this argument.

As has been the case for the majority of the health reforms worldwide, HTP has
also been attempting the organizational (decemtitatin) and financial aspects of the
health care system - both of which should be studgthe two most critical focuses
for the transformation in question. In this line tifought, in its attempt at

understanding the transformation brought about Hey HTP, this study has also
mainly concentrated on organizational (decentratm and financial aspects of the

reforms.

To have a bird’s eye view of the situation, it ¢ensaid that decentralization is more
utilized for attaining transformation in the orgaation of the health care system,
particularly in the provision and purchase of Healire services where the Ministry
of Health which is left with less responsibility the direct provision of health care
services and where autonomous hospitals and fadolgstors are presented as
prominent components of the new system which akedagso meet their needs
themselves and in this regard provide and purcbaseces on a decentralized basis.

Regarding finance it can be said that actual trendowards (re)-centralization

although discourse might be directed towards deakgdtion through emphasis on
financially autonomous hospitals and family doctdevertheless with the recently-
founded Social Security Institute (SSI), healthecdinance has become quite
centralized as now it is the SSI which is the npasterful actor and has the final say

on the majority of the financial issues.

While this is the general trend, it should be ndatemt decentralization is a process
which has often been going together with (re)cdéimtion where regionalization has
7



also emerged as a meso-level solution in certaguistances. For example as it
will be mentioned below, HTP complains about cdigation in the Turkish health
care system and emphasizes the need to decenitalinethis regard it foresees a
system where the role of the Ministry of Healththie direct provision of services is
minimized, hospitals are given administrative américial autonomy and a family
doctor system is established at the primary carel.|l&élowever within the context of
the Health Transformation Program, Social Secunfitute has been established to
carry on the financial issues of the new systemmftioe center. Finally, with the very
recent Statutory Decr&enow the Ministry of Health has a new organizagioset-up
where the central bureaucracy has been highly ggdlaand Public Hospital Unions
and Regional Hospital Unions have been establishieds it would not be wrong to
say that there is a mutual and interactive relati@tween decentralization and
(re)centralization attempts within the context adalth care reforms which are
formulated according to requirements of the tramsédion process that they may
either go together or in a consecutive manner. iBrépparently compatible with the

hybrid model approach discussed above.

4. Fourth argument is that the English National ltheService (NHS), particularly

its way of reforming itself, exhibits a model fdretincipient health care reforms in
Turkey. In many respects the model put forwardhey HTP resembles the English
model. In this regard, while acknowledging the elifinces between the two
countries, it seems quite possible to draw lesdoms the English case for the

incipient Turkish case.

England has been one of the leading countries wheraeoliberal transformation of
the 1980s has emerged and flourished. The couaspben singled out for its public

sector reforms which have been carried out arolmedNew Public Management

% Statutory Decree on Organization and Functionsthef Ministry of Health and Associated
Institutions (Sghk Bakanlgl ve Bali Kuruluglarin Tekilat ve Gorevleri Hakkinda Kanun
Hukminde Kararname), (Resmi Gazete 2011).

* NHS is the official name for the health care systtinded by the public sector in England.
However, it is also commonly used to denote theliplykfinanced health care services in Wales,
Scotland and Northern Ireland as well. In this gtothin area of interest will be the NHS in England.
However while talking about the health care systamthe NHS in England expressions such as
“British” or “UK” Health Care System/NHS will be ed interchangeably with the “English” Health
Care System/NHS.



(NPM) tradition and England became a country whederm style has become a
model for many other countries undergoing simitansformations. Besides various
public sector reforms, this has been the caseHerhealth care system that the
NHS’s way of reforming itself has been adapted H®y ¢ountries transforming their

health sector.

It has already been argued that HTP could be utwtersmuch better if it would be
conceptualized within the context of neoliberahfarmation and the accompanying
NPM reforms framework. Drawing upon this argument g&he leading role of
England in terms of devising and adopting NPM naef®r(while also referring to the
convergence/divergence dichotomy and policy transfiscussions that will be
touched upon in the following sections), it coulel &rgued that England’s way of
reforming its health care system has become a nfode¢he succeeding reforming

countries including the incipient Turkish case.

This argument is compatible with the above-mentbigbrid model approach

proposed for the explanation of health care reforAssit can be recalled, hybrid
model has been briefly explained as a health gamtes where the Beveridge Model
is added with elements from the Bismarckian Moadhel particularly with those from

the Liberal Model. That is to say, the hybrid modglproach can be used to
conceptualize NHS’s way of reforming itself - wheeach consecutive reform
attempt has been bringing about more elements finenfiberal model- as well as for
many other countries transforming their health sytems in the similar neoliberal
tradition. Characteristics of the hybrid model wie examined in detail in the

following relevant section.

NHS and its reforms, common points of the HTP wiith NHS reforms and lessons
that could be derived from the English case forTthekish case will be discussed in
a separate chapter. However in order to make tbeealmentioned argument more
clear it would be better to give examples on sorh¢hese common points and

lessons that can be derived.

Regarding common points between the NHS reformglaméi TP, it can be said that
both attempt at the creation/consolidation of thkofWing: universal coverage and

universal health insurance; internal market witthie health care system together
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with its complementing elements of provider/pur@rasplit and competition; family
practice system within a staged model of healtle ca@rvices; managerialism and
managerial principles within the health care systaotonomous hospitals; public-
private-partnership (health campuses) model ande parate provision of health

care services and private health insurance.

When it comes to the lessons that could be derfv@a the British case for the
Turkish case, it could be argued that with furtimplementation of HTP reforms,
Turkish health care system would become more mankented and more
competitive with more commaodification of health easervices. There would be
more regulatory activities and more regulatory bedivould be introduced to the
system. Hospitals could be expected to work morenanagerial principles rather
than the principle of public good which would natlypcreate problems in terms of
equality in access to health care services butwamadd make hospitals cope with
competitive challenges which might even lead thaoe foankruptcies. It could also

be inferred that health sector would become a rpoliécized policy realm

Thus, this study argues that it would be quitegiténing to examine the English
National Health Service (NHS) - particularly itsyvaf reforming itself- while trying

to understand the transformation of the health sgséem in Turkey. That's why the
British case of NHS is studied in this dissertatias a part of its conceptual

framework.

5. Fifth argument is that, as pointed out earliemsformation in health sector has
had and will have serious impacts on economictipalji managerial, clinical, equity

and conceptual (cultural/philosophical) dimensiafsthe health care system in
Turkey which should not be considered as mutuadfusive but on the contrary as

highly interrelated outcomes in most of the circtanses.

As for the economic impacts, there has been araser in the following since the
adoption of the HTP: total expenditure on health%aof GDP), total expenditure on
health per capita, out-of-pocket payments per aapiansfers made to social security
system from the general budget and payments mabeatith care providers by the

Social Security Institution.
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When it comes to the political impacts of the HoRe of the most striking examples
can be the adoption of the public-private-partngr{RPP) model in the form of
“health campuses” which points to emergence of rigpes of relations and
regulatory activities in the organization and finarof health care services where
private law, private investments and contractuédtiens are held prior to public
investments and ‘public’ characteristic of thesevises. In addition to that
emergence and strengthening of new actors in théhhsector vis a vis some old
ones (such as the Social Security Institution amdape hospitals have become more
powerful vis a vis the Ministry of Health and DoxtbAssociation), increase in the
number of foreign direct investments since 2005teqgstriking increase in the
number of private hospitals since 2002 and theees® in the amount of public
funds channeled to private sector can be takenoase sof the other political
repercussions of the HTP which certainly have sgfrecsonomic connotations as

well.

Managerial impacts of the HTP can be briefly exefigol as the adoption and
internalization of managerial principles in the ltle@are system as a whole and in
public hospitals in particular. In this regard d¢rea of internal market and
provider/purchaser split together with autonomoaspitals which are expected to
compete with each other and thus adopt managetiaiples attract attention as
these have serious implications not only for theaggment of hospitals but also for
all the stakeholders within the system including thealth workforce and the
patients. For instance performance-based paymesérayhas highly affected the
working conditions of the health workforces andaisis created various ethical and
solidarity problems which in the end have also ciffd the quality of the services
provided for the patients. In addition to that pabhospitals working more on
efficiency and profit-based orientations not ondyise patients to make more out-of-
pocket payments but also do challenge the publaraditer of the services they

utilize.

HTP’s impact on clinical aspects of the health cargtem are more visible as it is
possible to draw upon exemplifying parameters tasuee this impact which can be

backed by statistical data as well. For instanceber of total hospital visits has
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increased since 2002 for all the sectors howevéh wiore striking increase in
consultations held in private hospitals. (i.e. nemtf total hospital visits to Ministry
of Health hospitals has increased from 109,793jh%8ar 2002 to 235,172,924 in
year 2010 where this increase was from 5,697,1787t312,540 for the private
hospital). It is possible to detect some other changeses2@03, such as the
increase in number of per capita hospital visitd anmber of surgical operations or
improvements in various health indicators suchifaselixpectancy at birth or infant
mortality rates. However insufficiency in the numbef doctors per 100,000
populations (which is still far below the Europeawverage) or the loss in clinical
autonomy of health workforce (particularly in that doctors) should also be
discussed among the impacts of the HTP on clingsgdects of the health care

system.

HTP has serious implications for equity mattersghéligh now it is easier for the
patients to reach health care services, the comteestquality of these services are
said to have deteriorated due to various HTP mestwhich in the end point to
equity issues. One of the major components of th@® ks the Universal Health

Insurance (UHI) and it is based on compulsory puempayment. That is to say only
those citizens who paid their premiums would beeced. In addition to that, UHI

would provide health services in the form of staddaealth care packages which
would make many people get complementary priva@tihansurance and make
more out-of-pocket payments to get better serviteshis system where ‘service

follows money’, equity of the overall health caystem would be highly challenged.

In addition to that, as has been argued by someoeytHTP reforms have brought
about new state-citizen relations and new citizgnspractices which have
challenged the so called pre-HTP hierarchy amoegptople insured by the then
social security institutions (Ustlinglaand Yoltar 2007: 91-92). As Ustlngand
Yoltar claim, although now every citizen is saido® subjected to equal norms and
procedures, inequalities do still emerge on varibases other than premium
payment, such as having information on the faesitprovided by the new system,

®> Ministry of Health of Turkey (2011: 97, Table 8.1)
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which altogether in the end create more inequalitrteich are mostly experienced by
the unemployed, poor and women (Ustifndad Yoltar 2007: 91-92).

Last but not the least, conceptual change brougbttaby the HTP is of serious
importance. In fact most of the above-mentionedactp have contributed to this
change where change in the definition of healthises and the one on the attributes
of the medical professions together with the changie roles and responsibilities
of the state in the provision of health care s&wideserve serious attention. With the
HTP, health service has started to lose its “pubkevice” characteristic while
becoming more a commodity purchased and sold imiduéet. This was added with
the recent statutory decree which has abolishedote@ious mandate which read
“doctors practice their profession to serve pulsiterest®. Another example that can
be given to show the change in the conceptualizatiohealth care services is the
change that will be made in the names of “publtéshospitals” which will be titled
as “city hospitals”. How this change in the conceptualization of Heatire services
is internalized/reacted to by the actors affectgdttand how it is fostered by the

reformers are of critical importance for the futeoairse of the HTP.

This was just to give a brief idea on some of theacts of the HTP on economic,
political, managerial, clinical, equity and conaggt aspects of the health care
system in Turkey. Repercussions of the HTP on tlesees will be discussed in
detail in the relevant succeeding sections.

In order to see how things have been changingantige and thus to conceptualize
the above-mentioned impacts of the HTP betterseareh was conducted in a public
hospital in Turkey. Idea was to lay down a flow¢hauhich would show the
processes that patients go through from their r&fés discharge from the hospital in
the post-HTP era. Data obtained in drawing sudbvachart would not only provide

the information on what have been changing in thgphal system but also would

® Statutory Decree on Organization and Functiorta@Ministry of Health and Associated
Institutions (Sglik Bakanlgi ve Basli Kuruluglarin Tekilat ve Gorevleri Hakkinda Kanun
Hukmunde Kararname), [Article 58(3)} (Resmi Gazete 2011).

" Medihaber (2011)
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provide information which would help in understamglithe repercussions of the HTP

reforms in various aspects.

To this end this research employed various methOtdservation was one of them as
the processes that were passed through by patedtsnedical and administrative
staffs in the hospital were observed. In additiorthtat interviews were made with
random groups among them. Moreover various intervigvere also made with
people who were thought to provide reliable insideormation both from the
hospital and from other relevant institutions suah the Doctors’ Association.
Finally, document analysis was another method eyeplavhen it was possible to

reach necessary official documents.

Details of this research can be found in Chapteks3it will be seen there, primary
data obtained from this research was such thaa# supporting the arguments put
forward at the beginning of this study and compdywith the discussions made on
the impacts of the HTP and with the theoretical andceptual framework drawn
initially. To give a few examples, HTP’s impact oraking hospitals work more as
corporations functioning around managerial prirespbr strict control of the Social
Security Institution over “autonomous” hospitals reveonly some of the critical

issues observed during this research regardingrpacts of the HTP.

HTP is an on-going process which has not yet begrmnpo practice fully. As it has
been mentioned, those already realized componeats brought about serious
changes to the health care system. Nevertheless dine other critical components
which have not yet been put into practice, suclthasUniversal Health Insurance
which will make every citizen pay compulsory premaito benefit from health care
services or the establishment of Public Hospitailobs with which public hospitals
will become more corporatized and work around managprinciples. In fact it is

with its full implementation that HTP will have ientire and exact effects.

One of the most difficult issues to cope with dgrthis study was this on-going and
to a certain extent rather incremental charactesistf the HTP that the author had to
up-to-date with the constantly-coming new legislas and practices — which
sometimes contradict with the previous ones - aftkat these changes on this

study. One such reform attempt was made the vetyrimute when this dissertation
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was almost finalized. A Statutory Decree which Igfttuabout serious changes was
issued. In fact this Decree has realized the aforemestiomissing components of
the HTP which were said to bring about those @itimpacts that were discussed
throughout this dissertation, thus verifying thguanents put forward so far. These
last changes will be elaborated on in the conclusiection. Nevertheless it should
be noted that they should be analyzed quite cdyefogether with their legacies,

which might be the subject matter of future studies

Thus, in the light of what have been put forwardl aliscussed so far, it can be
argued once more that HTP is a process which is@erious repercussions for
various aspects of the health care system in Tuvidegre particularly economic,
political, managerial, clinical, equity and conaegdt changes deserve careful
attention. Therefore, it should be studied att@hyiwhere adopting a critical outlook
and deriving possible lessons for the future arecratial importance which was

something that this study tried hard for.

1.1 Methodology

This is aqualitative researchwhere the main Independent Variable is the Health
Transformation Program (HTP) - particularly the nsBbrmations it foresees
regarding decentralization (organization) and foean and the main Dependent
Variable is the impact of these reforms on the ®irkHealth Care System —
particularly its impacts on the socio-economic,itpral, managerial, clinical, equity

and conceptual aspects of this system.

To a certain extent this is @xplanatory research particularly when analyzing the
English case and the case of Turkey in the presrefera. However, this is also an
exploratory research particularly in trying to extract out inferencies the incipient

Turkish case from the British case.

8Statutory Decree on Organization and Functions@Ministry of Health and Associated Institutions
(Sazlik Bakanlgl ve Bali Kuruluslarin Tekilat ve Gorevleri Hakkinda Kanun Hukminde
Kararname) (Resmi Gazete 2011).
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In operationalizing the main issues mentioned apoesearch is made mainly
throughdocument analysidn this regard data collection is made in a wsat any

relevant pieces of writing such as articles, bookports, legislative texts, reform
proposals, draft laws, court decisions, journal :eamd web pages may all be
analyzed within the context of this study. Avaikaldtatistical data is also utilized,
particularly in analyzing the legacies of the HT#Paxonomic, political, managerial,
clinical, equity and conceptual aspects of thethezdre system, which allows better
conceptualization of the changes that have beamghtabout by the transformation

process.

This dissertation utilizes botprimary and secondary resource¥/hen available
(published or may be unpublished) documents are satisfactory or revealing
enough information, somield work — such adnterviewswith relevant actors or
observationgn settings such as hospitals — are made. Inviat a field work has
been conducted in a public hospital which intendedunderstand the practical

changes that have been brought about by the HT&.so

In this research primary aim is to understand tteegsses that patients go through
starting from their referral to their dischargenfréghe hospital. It mainly attempts at
figuring out a flowchart showing those stages, haavesuch an effort is expected to
help in the conceptualization of the changes tla&thoccurred within the internal

functioning of the hospitals - particularly thodgaoges pertaining to administrative
and financial capacities of the hospital system tangrovide the chance to see how

things go on in practice.

Methods employed in this research abservationof the processes passed through
by the patients and by the relevant medical andirddirative staff in the hospital
and interviews that are made with a random group chosen among.thMéhen
necessary, this research is supported by intervigitis people working in other
relevant institutions such as Doctors’ Associatiorattain required information. In
addition to these, analysis of the documents obthion the processes that are

thought to be of close interest is also employedradher supplementing method.
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Besides document analysiBjterpretative Textual Methods also employed in
certain parts; e.g. in analyzing how decentralmais conceptualized and practiced

in the organization and provision of health camwises.

Descriptive Historical Analysiss another method that is utilized in this study;
particularly in understanding the development & ktealth care system and health
care reforms in Turkey from the foundation of thepRblic till today, where the

main aim is to provide a descriptive picture on tlevelopment of health reforms
and of the health care system in Turkey togetheh whe dynamics and related

factors that paved the way for them.

It should be noted that this study does not ainpraviding a critical historical
analysis of the health care system and its refonmisirkey but to make a descriptive
historical analysis. However, this will not prevehts dissertation from adopting a
critical outlook on both the above mentioned issues and in othetroes of this
study. When the on-going character of the HTP rssictered it is evident that there
are many critical legacies to come along which tmake the adoption of critical
outlook rather essential. Therefore it can be Haad this study heavily depends on
the method obverall critical reflection,as critical outlook is preserved throughout

the research.

It is obvious that this research adoptse study methods it attempts to make a
systematic analysis of the British case and th&i$hrcase of health care systems
together with the reforms they have been undergoegarding decentralization

(organization) and finance.

Nevertheless it is acknowledged that it is not fmdsdo make a fully comparative
analysis which is mainly due to the on-going chimastics of the reforms in Turkey
which are not yet fully accomplished. Thereforésinly possible to make certain
inferences from the British case for the incipig@ntkish case - which is still quite
valuable in understanding and analyzing the HTBrmne$. Here it should be noted
that in figuring out similarities between the twases, extra care and attention is paid

to the differences between them in certain othpeets such as the institutional set-
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ups, regulatory patterns, policy-making traditiorsgicio-economic and cultural
concerns.

Health care services and health care systems altedimiensional and complex
issues. Therefore research in this area has toimprehensive, encompassing and
multi-disciplinary. The recently-developed concejgalth Services Research (HSR)
highly acknowledges this quality of research in #énea of health care. It is stated
that

HSR is about trying to make sure that health care
technology and services are effective, acceptaifiiejent,
equitable and that such services are implemented. -
interventions and services are appropriate and igh h
quality... Since these domains overlap they need
integrating through multidisciplinary research (ppe
2005: 9-11)’

Thus being multi-disciplinary in research - i.eetmvolvement of people from

different disciplines or approaches is said totessential part of a good HSR.

In this regard this research could also find itsefflace within the context of HSR,
which highly encourages and welcomes research aithheare systems from

different disciplines including social and politicziences.

®Health Services Research (HSR) has been deviséd sst of techniques used in applied health
research with the aim of improving health, healthecand its delivery ...[whose main purpose has
been determined as an] attempt to integrate the fmain requirements of a good health service-
namely effectiveness, efficiency, equity and acakfity- and to research methods of implementing
such services” (Dieppe 2005: 7). In this regand &rgued that anything done to improve health and
health care should be effective, efficient, impreaguity, be acceptable by the public and have
impementability by the people concerned.

18



1.2 Organization of the Chapters

This dissertation is organized in two major paRgrt | sets the theoretical and

conceptual framework and includes the followingefohapters:

Chapter 2 gives basic information on the orgamratf the research and it contains
the sections on literature survey, theories thdk @ utilized in conceptualizing
health care reforms and the HTP and the sectioohwxplains how this research is

operationalized.

Chapter 3 deals with the definition of health arehlth care system where the
development of modern health care systems anduéstign of how health care has
become a social right and gained public servicaatter are elaborated on. This
chapter ends with analysis of different types diltiecare systems in the world and
with various classifications made for analyzing Itlteacare systems. Such a
descriptive chapter on health and health care mgste believed to provide a useful

framework to be used in the analyses that woulch@ée in the succeeding chapters.

Chapter 4 lays down an in depth discussion ongsei of decentralization in health
care systems. In this regard an attempt is madedaide long-lasting confusions in
the conceptualization of decentralization and othelated concepts such as
deconcentration, delegation, devolution and praaditon in health care services. In
so doing, besides elaborating on the pros and ebhaving a decentralized health
care system, a discussion is made on the questitnvehat extent the assumptions
made on the impact of decentralization in healtte c®rvices match with real life

practices.

Another important question asked and searched forthis chapter is why

decentralization is so much emphasized in heald edorms? As it has been argued
at the very beginning of this dissertation decdiattion (organization) is one of the
most targeted aspects in health care reforms. difapter tries to understand why
this is so and what is behind the increasing istene decentralizing health care

systems.
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The question of whether it is possible to talk abthhe emergence of a common
global trend for the health care systems aimindeaentralization is also attempted
where the emergence of various trends such asotexistence of decentralization
and re-centralization and that of regionalizatisnalso discussed. This discussion
also contributes to analysis made regarding therganee and consolidation of
hybrid models within the context of health careorefs.

Chapter 5 introduces main methods of health car@ntie and their relations with
different types of health care systems. Besideda@xpg general tax revenues,
social health insurance, private health insuraocg;of-pocket payments, medical
savings accounts, community financing, loans, grawonations, transfers and
foreign aids as different methods for funding heakre services, the chapter touches
upon the advantages and disadvantages of theseodsefbr countries having
different characteristics in terms of socio-econordevelopment, fiscal capacity,
implementation capacities, political accountabiléywd the like. Moreover this
chapter deals with the questions of why financgligp is so much targeted in health
care reforms, what could be repercussions of @iffechoices of finance methods on
resource allocation and equity, and whether thenerges any common trends in

health care reforms targeting health care finance.

Chapter 6 attempts at understanding the health smtm in England where the
main focus is to give a brief explanation on themaracteristics of the National
Health Service (NHS) — particularly on those chamastics related to its
organizational (decentralization/recentralizatioahd financial set-up. This is
followed by analysis of the reforms that the NHS lgane through regarding these
two main aspects so far. In this regard most cltugtorm subjects such as the
creation of internal market (provider/purchaseitsglithin the health care system,
managerial reforms, public-private partnershipsicpasing services from private
sector and the like are all covered. This chapserexpected to provide quite
supportive data on the above-mentioned claim thetet are many things common
between the HTP and NHS’s way of reforming itseldl #hat inferences can be made
from the NHS reforms for the incipient Turkish casewhich are going to be

elaborated on at the end of the succeeding chapter.
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Part Il is devoted to the transformation of theltheeare system in Turkey. To this
end Chapter 7 gives a detailed analysis of thetthealre system in Turkey including
its development and reformation processes so fasol doing organizational and

financial structure of the health care system lagentain focuses.

Special emphasis is made on the Health Transfooma@&rogram (HTP) which is

examined and discussed in detail. In this contedides studying its goals, basic
principles, main components, general context (nati@nd international dynamics)
within which it has emerged and complementary raguhs issued to perpetuate it,
HTP is analyzed with respect to the characteristitghe transformation it has

brought about. In this regard what kind of decdization (organization) and

financial model is foreseen by this transformationthe Turkish health care system
are two questions attempted at. This is followedlaiscussion on the effects of the
HTP on economic, political, managerial, clinicatjugy and conceptual aspects of
the health care system in Turkey. This chapter antihselaborations on the common
points of the HTP reforms with the NHS and its refe and on the inferences that

could be derived from the British case for the pmemnt Turkish case.

After such a detailed analysis on the Health Tramsétion Program (HTP), Chapter
8 attempts at a taking a cross-sectional phottn@fHTP through findings from the

research conducted in a public hospital with a viewunderstanding the practical
changes that have been brought about by the HTR. rékearch is based on
observations, interviews and document analysis lwarie also supported by relevant

data obtained from other resources such as Dodisssiciation, etc.

In conducting this research primary aim was to wstded the change in the
processes the patients go through from their r@féordischarge from the hospital in
the post-HTP era. In figuring out such a flowchguite valuable information was
obtained to help capture the changes that have rreccuwithin the internal

functioning of hospital system - particularly thosecurred in their administrative
and financial capacities which made it possibleltdorate on the effects of the HTP

on hospitals (their functioning), patients, healtbrk force and the conceptualization
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of health care services while also pointing tofée that primary data derived from
this research supports the arguments and the detheeretical framework put

forward at the very beginning of this dissertation.

The very last chapter of the dissertation — nanti@yconclusion — recapitulates the
main findings and underlines the authentic contrdms that can be said to have
been made to the literature and to the researehtgrhis dissertation. In addition to
these, it draws attention to the potential of fartresearch that could be and needs to
be done on this topic while emphasizing the on-gaiharacteristics of the health

care reforms.
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PART | THEORETICAL AND CONCEPTUAL FRAMEWORK

CHAPTER 2

ORGANIZATION OF THE RESEARCH

2.1 Literature Survey

While making a literature review on the Health ®fammation Program (HTP) in
Turkey no studies were found which analyze thed$ermes by prioritizing their
organizational (decentralization/re-centralizatiamd financial aspects - which are
argued to constitute the core elements of thesemaf by this dissertation. Neither,
any of the work written on the HTP studied the iBAtNHS - particularly its way of
reforming itself - with a view to extracting outrcespondences between this system
and the incipient health care reforms in Turkeyedé two points were highly

influential in making this research start off.

Although in Turkey the subject has only recentlyngd popularity in academic
circles other than medical schools, organizatiod fimance of health care systems
and health care reforms have long been studietianworld- not only in medical
schools but also in related social sciences diseipl Health care reforms -
particularly reforms in organizational and finan@at-ups of health care systems -
not only have their roots in the general socio-ecoic and political context but they
also have serious socio-economic, political, manaelinical, equity and cultural
repercussions. Therefore they should be analyzeslobial sciences - which is an
issue quite lacking in Turkey so far.

Literature on health care systems, health carexé@and decentralization of health
care services are quite dense particularly in westeiting and the writings coming

from these countries on health care systems ofrdedeloped countries. Within the
context of this study literature on NHS and itsorafation process will be examined

in the relevant section.
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When it comes to the socio-economic, political, agarial, clinical, equality and
conceptual repercussions of health care refornesgthave been various studies on
these issues in the world, however not much shbealéxpected from these studies
most of which end with words such that “there tHdior inconclusive evidence to
state the impact of this aspect of health carermefon that phenomenon”. As
Peckham et al. put it, lack of any literature anadyg decentralization in terms of key
criteria such as equity, access, responsivenesshentdlke and lack of qualified
empirical evidence verifying assumptions made enativantages of decentralization
in health care services is one of the most prollienssues in this subject (Peckham
et al. 2005: 77, 131). Nevertheless it is stilltguiseful and enlightening to analyze
these studies while trying to understand the secmmomic, political, managerial,
clinical, equality and conceptual impacts of thealte Transformation Program in

Turkey.

In analyzing effects of decentralization/recengatiion on economic dimensions of
health care systems, inspired by Oates, Magnudsaln #tate that there is generally
not much evidence on the relationship between Ifdeeentralization and economic
performance (Magnussen et al. 2007: 107). Nevalelthey say that it is still
possible to draw conclusions regarding economiecgdf of health care reforms -
particularly those that target decentralizationtHhrs regard they highly emphasize
taking the following issues into account as theedaeining factors of the impacts on

economic dimensions (Magnussen et al. 2007: 107-108

- number and type of agents to whom power is traresleeither power is
transferred to local authorities such as munidiigalior provincial local
authorities or it is transferred to administratw@hancially autonomous
health authorities such as the primary care trostsegional health

authorities.

- degree of financial discretion given to the locatharities and/or to
autonomous health enterprises: do they have tHe@iyt to determine

their budgets or not.
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relationship between local authorities and/or aomeous health
authorities: are they directed towards strict coitipa among
themselves as in the case of Tiebout effect or rtdsvalimited
competition as in the case of strict partitionindnene geographical

boundaries or rules of the market are strictly set.

types of decisions that are decentralized: are thakywed only to
purchase the services that are already decidetidogdnter or are they

allowed to decide which services to provide.

organization and selection of health care providare local authorities
and/or autonomous health authorities both providadspurchasers? Are

they free to contract with any health care suplier

the flexibility and type of contracts used betweproviders and

purchasers: do they use global budgets or refinespective payments?

Among these issues those that are relevant toase af Turkish health care reform
can be employed in analyzing the effects of deaénéition reforms on economic

dimensions of health care.

In their study where they looked at the NorwegiasecMagnussen et al. (2007: 110)
detected that the decentralized model did not weatkisfactorily either from cost

containment or from efficiency perspective.

They argue that in the Norwegian model of deceimxibn the central government
served as the principal and the counties which wewdted powers regarding health
care services as the agents with the responsiltiitffinance county services.
However with centrally- determined tax rates coemtiad little financial discretion.
Moreover they detect that counties and hospitads alad another principal-agent
relationship among themselves where the formemdaaseprincipal and the latter as
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The authors argue that in the end this model o€wfealization has brought about
soft budgeting where the hospitals’ budgetary busdsere passed on to the central
government via counties which in the end has lemhéfficiency and unsatisfactory
cost containment. Therefore they claim that thennagsumption of fiscal federalism
did not hold true as the counties which seem terento competition for services
created duplication of services and reduced teaheiticiency.

In 2002 Norway experienced a move towards reduliogl autonomy, reinforcing
central planning and reducing incentives for sofideting by transferring ownership

to central government. Results are to be seen.

In their analysis on the adoption of the internarket in the UK, Magnussen et al.
(2007: 114) state that there is lack of evaluafwhich according to them is also due
to the poor quality of data in the NHS) on whettieere has been any increase in
efficiency in the NHS with the creation of intermalarket and provider-purchaser

split.

It is known that under the New Labour while the mfsatures of the internal market

remain there occurred a movement towards moreaiergntrol.

In their analysis on the adoption of the internalrket in Sweden, Magnussen et al.
(2007: 115) state that there has been an incregagechnical efficiency in the
Swedish counties that adopted provider-purchadértspvever they also point out
that there has been a lackaafst controlin this process. They add that Sweden has
also experienced more direct political control & internal market and thus a

certain degree of re-centralization.

Magnussen et al. also analyzed the case of propigehaser split in Italy where
they quoted the studies conducted in Italy to meathe efficiency of hospitals by
using Data Employment Analysis (Magnussen et aD720L15). These studies
suggest that autonomous hospitals have had hidfielercy rates than those that
are part of the central system. However they add these results are not that

trustworthy due to several deficiencies inhererthinmeasurement methods and due
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to some other incentives used in those autonomosgitals that might have highly
affected the results (Magnussen et al., 2007: 116).

In analyzing effects of decentralization/recensatiion on political dimensions of
health care systems Maino et al. start by askingraéquestions (Maino et al. 2007:
120-123):

- What is the of impact decentralization/re-cetitedlon in health care system on the

relationship between different levels of governfent

- What is the impact of decentralization on theaoigation and delivery of health

care services?

- What is the impact of decentralization on commumvolvement in health care

decision-making?

- How decisions are made in order to determine gdits what, when and how and
who pays in health care?

- Which types of decisions (formal and informalipo$ of planning, prioritization,
delivery, financing, coordinating health servicasg taken at what levels and what
are their implications for different actors?

- How is the coordination and power- sharing betwaed across levels and units?
(What are the formal and informal coordination madbms? In this regard what
types of mechanisms can be employed in order todowate political decision-

making vertically (between levels) and horizontalbetween sectors and parallel

decentralized units)?
- To what extent does change in the formal politicganizational structure affect

the “real politics” of health care which is argueedtake place outside of the formal

political arena as it may well occur in corporateaagements and in day-to-day
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decisions of health professionals in their serdegvery which may again well be
influenced by pharmaceuticals companies, medidarad advocacy groups?

- Are decisions concerning clinical practice andhtelogy taken at the same

political levels as decisions regarding funding anglinizing health care services?

- To what extent are local decision-makers consticiby national agreements on

salary and working conditions for professionals?

- Is there any relationship between more collectivemarket-based decision-making

and the closeness to patients’ needs?

- To what extent the municipal/regional role iswgnog?

- To what extent the management of provider instihs has been decentralized?

Although all these questions make any researchemiemnng the political impacts of
health care reform quite enthusiastic, finding thatir answers is not that viable - at
least for all of them at a time- for various reasadn this regard Maino et al. (2007:
122) suggest concentrating on the “changes inrtkgtutional structure underlying

health politics” as a more feasible practice.

In their study where they examine several counkgngples, Maino et al. (2007:
137) figure out that attempts to decentralize headtre services have usually gone
hand in hand with attempts to introduce reformsatas creating internal (quasi)
markets with their complementary provider-purchasgplit and managed
competition, which in the end have led to the gjtieening of local levels vis a vis
the central government. They also detect that aitento create internal/quasi
markets have led to the emergence and strengthehingeso levels (e.g. regions,
counties, autonomous communities) as the levelsntiertake the implementation

and administration of these internal markets (Mahal. 2007: 137).
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Besides this the authors point out that in all foauntries that they studied they
detected an increase in differences among healghseavices at different units of the
meso level and thus draw attention to the risk egfianal disparities and equity
concerns in health care services which might ire@eas a result of implementing
decentralization and internal market reforms inltheaare systems (Maino et al.
2007: 137). In this regard they also mention tloemé trend towards re-centralization
where they observe that national governments amgtrto get (back) more

responsibility in terms of coordinating and monigrhealth care services (Maino et
al. 2007: 137).

The authors also highly stress that political daedimation can produce inequality in
service provision therefore the state had to uadlerta stewardship role for those
regions that are lagging behind. They also arguat tthe trend towards

regionalization in health care also requires th@nal level to take on these kinds of
stewardship responsibilities in order to eliminatequalities and to provide quality
assurance through various ways including theticadil public health measures and
the like (Maino et al. 2007: 122).

It seems quite worthy to at least try to adapt sofrthese questions and concerns to

the case of Turkey as there are nearly no studi¢kig issue in this country.

When it comes to analyzing effects of decentratirdtecentralization on managerial
dimensions of health care systems, first of alledé@lization in managerial terms is
basically defined as the “shift in the scaling alimanistrative decision-making” (
Axelsson et al., 2007: 141)

Axelsson et al. suggest that effects of decenaaim on managerial aspects of

health care systems can be analyzed by lookirtg affects on the following:

- administrative costs

- managerial competence

- efficiency

- coordination and integration of different headtid health-related services.

29



In their analyses of country cases, Axelsson ethalie detected the following
impacts of decentralization (and (re)centralizgti@iorms on managerial aspects of
health care systems (Axelsson et al. 2007: 162:163)

Decentralization of health care services could keaihcreasing bureaucratization at
the institutional level where health care serviaes concentrated into large district

health authorities (e.g. Sweden).

Decentralization could lead to increasing transacticosts especially when
accompanied with internal market regulations andrtiqdarly with its

complementary contractual relationships betweerptbeiders and purchasers.

There are also administrative costs tied to thcess. (This kind of increases in
transaction costs and administrative costs aracpéatly seen when health care
systems are decentralized to regional county ctsineis has been the case in

Sweden and Spain).

Nevertheless as Axelsson et al. point out, the toqpresiere is whether increases in
transaction costs are compensated by any increasficiency in the management
and delivery of health care services. However asatlthors state there is very little

evidence to answer this question (Axelsson e2@0D7: 163).

Decentralization of health care services has alsenbreported to have led to
intensive training and development of managess this is required by the
decentralization of authority and responsibilifiesthe administration, financing and
provision of health care services. However as Asaiset al. underline effects of this
on managerial competence and efficiency remainetgden. (Axelsson et al. 2007:
163).

It has been reported that in certain countriesh wie decentralization of health care
systems, there have been some indicators of imgrowerdination and integration
between the health systems and other sectors addtiety (Axelsson et al. 2007:

163). In Spain, France and Nordic countries exampfenorizontal integration such
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as networks and partnerships have been attribotedet devolution of health care
services to autonomous communities (Spain) and egiomnalization attempts

(France).

Although it is not possible to fully detect whiclhanges are the pure results of
decentralization/centralization and to fully iselahem from the effects of other
changes in different health care systems (Axelsgoal. 2007: 163) adapting the
aforementioned aspects to the extent that theyialde and feasible to the case of
Turkey could be somewhat enlightening in effortsvdads understanding what

would be the managerial impacts of the on-goindthe&are reforms in this country.

Regarding the effects of decentralization/re-cdizaion on clinical dimensions of

health care systems, the study by Kinnunen et laictwtried to analyze the effect of
decentralization/centralization on health statusipout that since health status is
influenced by many factors it is not that easy t@l@ate how decentralization
reforms affect health status (Kinnunen et al. 2Q@7-188). Therefore they say it is
important to look at which dimensions of healthecare decentralized - its finance,

delivery, planning or regulation (Kinnunen et &0Z: 168).

The authors argue that in analyzing the impactemfedtralization/centralization on
clinical aspects of health care systems the follgwissues should be examined
carefully (Kinnunen et al. 2007: 168):

- Its impact in terms of population health (its eff@n participation of
communities, whether it contributes to improved lenpentation of
health programs, whether it leads to more effectallmcation of

resources)
- Its impact in terms of individual health care seeda (which can be

measured by the quality of services which in tuam be measured in
terms of process, safety and outcome of care ageption)
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As the authors emphasize clinical outcomes andttheshtus of a population are
highly affected by a variety of factors and measuseich as “demography,
geography, socio-economic status of the populagdaogation, income, employment,
genetic endowment, nutrition, environment, accidamgvention, housing, lifestyle,
health awareness, historical experiences, publielttheand health financing
infrastructure, resources (e.g. hospital beds/liffulation or percentage of GDP
per capita spent on health), process of care mesgerg. utilization rates or PYLL-
Potential Years of Life Lost), outcome measuresnofbidity, mortality, indicators
such as DALYs (Disability-Adjusted Life Years), QXk (Quality-Adjusted Life
Years), anemia rates, peer review, knowledgepd#g and practices (of consumers,
providers and the population), and cost-benefityasia. (Kinnunen et al. 2007: 168-
169).

Nevertheless they report that few studies have bleee to measure the impact of
decentralization on these factors. Basing theiuments on the limited available
evidence they claim that decentralization/receiztatibn could play only a small

role in influencing clinical outcomes compared bhege more fundamental factors
(Kinnunen et al. 2007: 169).

Although it seems even more complicated to exantivee effect of health care
reforms on these aspects of health status for éise of Turkey, it would still be
valuable to touch upon those aspects which areleviabd feasible, at least as a

starting step for their future discussions.

When it comes to effects of decentralization/ret@ization on equity dimensions
of health care systems, first of all, in terms ehlth care systems, equity is usually
defined as “receiving treatment according to need the financing of health care

according to ability to pay” (Koivusalo et al. 20089).

Koivusalo et al. point out that equity dimensionaofy health care systems is highly
related to its financing and organization structuinethis regard they draw attention
to the following issues for attaining equity in hbacare services (Koivusalo et al.
2007: 190):
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- Ensuring that access to health care is based od nather than
geographical area or capacity to pay and that tyuafliservices does not
differ between population groups, health conditiars geographical

areas.

- Progressivity of overall health care financing lza$ot to do with the

equity dimension of that particular health cardaeys

- Inequalities in health outcomes are also imporitagitators of equity in
health care services - however it is not alwayssipbs to draw
conclusions about the equity of any health caréesysimply by looking

at inequalities in health outcomes.

Basing their arguments on their analysis of différ@untry examples, Koivusalo et
al. (2007: 192, 201-202) put forward the followistatements regarding the impact
of decentralization/re-centralization of health ecaervices on equity dimensions
(Koivusalo et al. 2007: 192, 201-202):

- Without mechanisms for cross-subsidization decénéition of

financing will always be problematic for equity.

- Decentralization could be problematic if local démn-making is left
without guidance on citizen rights and respongibsgi of the local level
as local decision-makers may use resources in atlwedycould increase
or decrease inequity in access to health care.

Moreover inequalities between areas may arise fildfarent capacities

to use resources efficiently.

- It is possible that there may be cases where |pc@rities might

contradict with national policy priorities (e.g.nfnd, Sweden)

- Inequities may arise if local governments are gim@re responsibilities

than resources for the provision and financing edilth care services -
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which usually leads to local resource gatheringough regressive

financing and to user cost-sharing.

It is noted that even applied with cross-subsidiratthe freedom of
local governments to impose fees and allowing fasteess to care via
cost-sharing or subsidies for the use of private ag&rease inequities.

In this context it should be noted that the levied@centralization matters
as the existence of risk pools regarding healtle casts may not be a
problem in regional units but may well be a problemsmaller local
units which may not be able to afford hospital sostithout cross-

subsidizing mechanisms.

- Emphasis of health care reforms on choice aretsatduse problems in
decentralized administration and financing becapspulation-based
estimates become more difficult to make. Moreoveisiknown that
“choice” option usually benefits those highly ediechpeople who are
usually healthier and have access to health cazeywhere. Also it is
reported that due to specialists’ tendency to rantaiurban centers and
different capacities to choose and utilize servigesquities get more

intense between different disease groups

The authors argue that equity is a matter of palitichoice and the impact of
decentralization and health care reforms on edugiily depends upon the political
context and the overall political choices. In thégard they touch upon the NPM
reforms which according to them reflect some idgiglal preferences besides merely
technical preferences where cost-cutting and pzaaon have been the most clear-
cut aims of the overall reforms and where efficiemims usually dominated the
aims for equity. (Koivusalo et al. 2007: 194, 2@2p

They also draw attention to another important igkaé in a highly globalized world
where regulatory framework for trade and commeraveh been becoming
increasingly international i.€. centralizeyd equity concerns become more

complicated. This global context is highly influehton the regulatory means that
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are applied at national, regional and local lewdigch aim at equity especially where
health care services are provided by a mix of pudoid private actors (Koivusalo et
al. 2007: 202).

All in all the authors conclude that although decaization is expected to increase
equity there is little evidence of this. However gantrast it is more likely that
decentralization of health services causes mornati@r mainly due to the increase
in local/regional autonomy. Therefore decentralrat usually needs to be
complemented by re-centralization and coordinatiaativities such as re-
centralization of regulation, standard setting, fqrenance criteria and cross-

subsidization across areas and population groups/(Kalo et al. 2007: 101).

The issues raised by Koivusalo et al. regardingitmgact of decentralization/re-
centralization on equity dimensions of health c@®vices can be adapted to the case
of Turkey to the extent that it is possible in arde better analyze this very

important aspect of health care reforms.

2.2 Theories to Conceptualize Health Care Reformsa the HTP

2.2.1 Neoliberal Restructuring of the State

Together with other public sector reforms that haeen initiated from early 1980s
onwards, health care reforms should be analyzddmite general framework of the

neoliberal restructuring process.

As it is well-known the global crisis of the 1970&l challenge the capitalist state,
particularly its the then prevalent form, namelg thelfare state, which paved the
way for the rise of new right and neoliberalism atitus have had direct

repercussions for the re-definition of the staltes public sector and state-society
relations (Aksoy 2003; Bedirhaglo and Yalman 2010; Ataay 2006; Maino et al.
2007).
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In general it is argued that although neoliberalimmhistorically shaped, it is
practiced and managed contingently at differen¢lethrough alternative strategies
of structural adjustments (Bedirhaio and Yalman 2010: 107). In addition to that,
taking these alternative strategies as “hegemonigeqts” which the new right
ideology have had recourse to in order to facditaie transformation required by the
then state of affairs of the capitalist systemnesther commonly used perspective to
understand the post 1980 transformation in stateesorelations (Bedirhargu and
Yalman 2010; Tunay 2002). From this perspectiveisitfurther argued that
consolidation of the neoliberal hegemony projectisociety in general is highly
related with its consolidation in the sub-fieldsclsuas education, law or media
(Sengul 2007: 87). In this regard health sector cainidely be seen as one of the
main sub-fields at which the neoliberal hegemorojgmt has been targeting. A final
remark in this context could be that the way/stratéollowed by this project in
penetrating any sub-field is highly dependent snatithentic characteristics and its
level of relative autonomySengul 2007: 88).

The necessity of analyzing health care reformsasad the HTP within the general
context of neoliberal transformation of the statdnighly emphasized by this study.
Thus, it seems quite useful to adopt the aforeroratl theoretical framework where

the following remarks are worth making:

First of all, although the new right’s attempt a&glkemony and the transformation it
launched in the post-1980 Turkey did have its anttbecharacteristics, this process
had many resemblances to the Reaganizm and Thigtohef the same era (Tunay
2002: 177). The two periods of neoliberal consengere by and large experienced
in Turkey in a similar way with the world. Washiongt Consensus, which is said to
continue until mid-1990s, was followed in Turkey eve free market ideology
pointing to a “strong state to eliminate the basia front of the free play of the
market forces”, deregulation and liberalization trade and finance led to first
generation structural adjustment reforms within tleentext of neoliberal
restructuring, which was a process accompaniedhiy attempt of the civilian
government of the post-coup d’état of 1980 at “dimvie@g an expansive hegemonic
project” (Bedirhanglu and Yalman 2010: 110). In the same way post-\ivigsbin
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Consensus which was favoring social market ideoledly its implications for “the
state to get on crucial roles in the constructibthe institutions through which the
market forces would play properly” has also beeop#ed in Turkey, particularly
during the last two governments (Bedirhglioand Yalman 2010: 110- 11). Itis in
this period that the Turkish government has attechpat “an acceleration in
neoliberal institutionalization under the guidammelMF and the EU” where the
“need for an institutional turn in the neoliberafarm process” started to be felt
since 1990s with the Customs Union, the Helsinkm8it and the stand-by
agreement with the IMF (Bedirhagla and Yalman 2010: 111, 120). It is argued that
neoliberal restructuring in Turkey exhibits a cantty since its launch in the early
1980s, together with the continuation of the authoan form the state has taken
right after the coup d’état of 1980 and has beesgrwing throughout the neoliberal
transformation era, while also retaining the “dissit but hegemonic discourse”
(Bedirhanglu and Yalman 2010: 119, 122; Yalman 2002b; Yitdi8010: 2).

As it has been mentioned above, neoliberal transdtion process proceeds through
consolidating itself in the main sub-fields whemahh sector has been one of the
most attractive ones. This has been the case ikeyuhowever, compared to other
countries transformation in health care sectohia tountry has been realized quite
late, which besides other factors that would béaaed on in the relevant section
of this study, could be explained with the aforetimred explanation which points

to the authentic characteristics of the field aisdevel of relative autonomy within

the general transformation project.

At the end of this section it could also be noteat tDavid Harvey’'s model on “the
circuits of capital” by which he tries to explaimetcapital accumulation problem and
the capitalist system’s strategy to overcome thisic by investing in built
environment can also be enlightening in understapthe health care reforms of the
post-1980 period where as the state draws back iimgesting in health care sector,
private sector is highly encouraged to invest ims threa and allocates the
accumulated capital in this sector. (Harvey 20038-115;Sengul 2001: 12). It is
also the case that while a built environment isatme around the health sector

through models such as health campuses as a fopubdit-private partnerships, it

37



is obvious that via health sector reforms as seciogs amounts of public resources
are channeled to the private sector. In additionthis, while talking about
corporatization and privatization of public assefthin the context of neoliberal
restructuring, Harvey touches upon the issue dafs'lof rights” regarding “right to
national health care” and right to a state penswomhe private domain which he
denotes as “one of the most egregious of all pEdicif dispossession pursued in the
name of neoliberal orthodoxy” (Harvey 2003: 148eppky 2011: 75-76).

2.2.2 New Public Management

Although neoliberalism has had an anti-state rietand an anti-state hegemonic
discourse, it does not reject the state at allthencontrary it has had recourse to the
famous “minimal but effective state” which in faws been highly required in order
to facilitate the required neoliberal transformati@edirhanglu and Yalman 2010:
109; Aksoy 2003: 546). Therefore reforms targetimgnsforming the public
administration systems and various public secttwsulsl be understood in this
context as both the main reflections of and alsorttain means for the neoliberal
restructuring of the state.

When the issue is public administration and pusdictor reforms within the context
of neoliberal transformation, New Public Managem@®M) should definitely be

touched upon as one of the most important thealdtiameworks that have backed
these reforms in the post-1980 era. It is arguatl thgether with its variations such
as New Public Management and Re-inventing the Guowent, Public Management
Approach have had exhibited serious compatibilitithwthe New Right and

neoliberalism both in theory and practice (Usti@@®0: 25). It is argued that NPM
and the managerial principles and practices it ¢fnbabout for the public sector has
been quite attractive within the context of theremaic downturn of the 1970s which
made the governments cut down on public expendit(Cele and Jones 2005: 567).
Therefore as Clarke and Newman put it, while tajkibout managerial state,
managerialism is located “as a cultural formatiod a distinctive set of ideologies

and practices which form one of the underpinnindsan emergent political
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settlement” (Clarke and Newman 1997: p. ix quotedPollitt and Bouckaert 2004:
9).

NPM approach basically emerged with the claim oljming kind of a third way for
the dichotomy between the public and private sedtmough adopting private sector
principles and practices to public sector which weagpected to bring about
efficiency and improvement to the latter (Cole dathes 2005: 567; Ustiiner 2000:
16). Since the reflections of NPM on health cafnmms will be analyzed in the
relevant sections of this study — particularlyhe section where HTP is examined —
detailed explanation of this approach is not attexhghere. However it could be

quite useful to remember the basic tenets of thidigpmanagement approach.

According to Hood seven doctrines of the NPM ageodlald be summarized as

follows:

- professional management with public managers havimgnagerial
autonomy and being held accountable for their astio

- definition of targets and evaluation of the serl@cperformance in
meeting those targets

- greater emphasis on output controls with resouatiesated on the basis
of results achieved

- shift to a disaggregation of units by breaking @mtcalized units into
smaller manageable ones

- introduction of greater competition to public sedtoorder to encourage
higher standards at lower costs

- emphasis on private sector styles of manageriatipes

- emphasis on greater discipline and parsimony iroue®e use to
encourage public sector bodies to maximize tharaigublic resources

(Hood 1991, quoted in Cole and Jones 2005: 568)

A similar summary of the basic tenets of the NMmrapch could be found in

Ustuiner, where the author draws upon the ten mi@siput forward by Osborne and
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Gaebler in their study on re-inventing the governtregpproach. In this study NPM
approach is said to have the following charactesst

- a catalyzing government which steers rather thars ro

- an enabling government which enables its citizemsptoduce the
services rather than doing this itself

- acompetitive management

- atarget-oriented management

- aresult-oriented management

- acustomer-oriented management

- an entrepreneurial management

- afar-sighted management

- adecentralized management

- a market-oriented management

NPM approach has highly influenced the public sertforms of the post-1980 era,
particularly those that have been taking placéé@ECD countries (Cole and Jones
2005: 5673°. In this regard health sector reforms in genendl as it will be seen in
the relevant section of this study the HTP in jpattr carry serious traces of this
approach. It should also be noted that having agléA8axon origin, NPM have

been quite influential in the UK where the NHS b been one of its targets.

At the end of this section to recapitulate brigfig influence of the NPM approach
on health care reforms, the following concepts ddad underlined once more with a
view to their penetration into the health care eyt that have been undergoing

reforms:

decentralization, creating administratively andafinially autonomous health units
(hospitals), entrepreneurial government where theidity of Health has taken its
steps back from direct provision of health carevises, injecting managerial
principles and market mechanisms into the healttosecreating internal market and

1 For a detailed report by the OECD itself on NPKbrms in OECD countries, refer to OECD
(1995)Governance in Transition — Public Management ResomOECD Countries.
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the provider/purchaser split within the health sectompetition’® privatization,
creating public-private partnerships for the pransof public services, contracting-
out public services to private providers, resuleotedness, performance-based
payment systems, recruiting public personnel ontractual terms rather than on
permanent cadre-base, evidence-based policy-makiomst-benefit/efficiency
analysis, encouraging user charges, patient chamdecustomer-oriented practices,

less stress on the public character of health seméces.

2.2.3 Hybrid Models

This is actually an incipient theory- like approaghich this study considers quite
helpful in understanding the health care reformghiwithe framework of the new
public management reforms. The basic idea is tHaMNeforms highly rely on

devising ‘hybrid’ models in their efforts to transi the public sector that they
target. Having recourse to such hybrid models itequagmatic for these reformers
as these models provide them with the chance tptadathe requirements of the

transformation at hand.

When the reforms that have been attempted in takhhgector both in Turkey and in
the world are analyzed, it is clearly seen thay theve produced hybrid models for

both their organizational and financial set-up.

Utilization of “hybrid models” by new public managent reforms is not explicitly
written down as a theory or an approach yet —adt e haven’t encountered such a
theory/approach so far. However it is possible étect the implicit utilization of
hybrid models in explaining the health care systdmashave come out of the reform
processes in certain countries. For instance thi@omd Health Insurance (NHI)

Hitis highly believed that the idea of creatingeimial (also called “quasi”) markets within the pabl
sector and its complementary provider-purchaseét diol emerge from the New Public Management
understanding and that the creation of internalketarcan also be attributed to the consolidation of
the idea of decentralization in public sector referwhereby autonomous agencies are created
particularly on the providers’ side (Magnussen [e2807: 113). This was barely seen in the NHS
reforms of the 1990s where in line with the ided\N&fM, it was believed that by creating an internal
market within the health sector and by splittingypders and purchasers there would be competition
among providers and this would lower costs, in@ezfficiency and improve quality (Magnussen et
al. 2007: 113).
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Model, which Lee et al. elaborated on in explainimg health care systems that have
come to the fore in South Korea and Taiwan by #ferms of the 1990s, can be
considered as a hybrid model (Lee et al. 2007 h®dgh the authors introduce the
NHI as a new typology of health care systems itnsemore appropriate to take it as
a hybrid model which provides a combination of thainstream health care types.
As it will be seen in the following sections, NHl @& model which basically aims at
universal coverage through a single system foetitee population, where however
private sector (i.e. the liberal model) has monrgisahealth care finance. In addition
to that Kutzin et al. also mention the emergencearmfther hybrid model in the
health care system of Kyrgyzstan, which they defis€Bismarckian system meets
the Beveridge”; pointing to the emergence of a tdybrodel in health finance which

carry characteristics from both systems at the damee(Kutzin et al. 2009).

In the same regard it has been argued that in gesritke Turkey which has not
experienced any settled form of welfare state,thezdre reforms have produced a
model which on the one hand aims at universal @meerdictating compulsory
participation of all citizens and on the other hamchs at market-oriented reforms
targeting efficiency in the provision of health eaervices and increasing the share
of private sector within the whole system (Keydérat 2007: 8). As it will be
analyzed in detail in the following sections ofstlstudy, health care system that has
been brought about by the HTP does point to a dylbnobdel which carries

characteristics from mainstream health care sysypoiogies.

Therefore it can be said that neoliberal restrustuprocess has been using hybrid
models in order to make the transformation easidria order to have a rather easier
adaptation to the conditions that are at hand. Thysid model approach could

provide a useful tool in understanding the headtle ceforms within this context.

2.2.4 Convergence-Divergence Dichotomy

This dichotomy basically refers to the question thke it is convergence or
divergence which characterizes health care refdaking place all over the world

for the last three decades.
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According to a group of authors it is convergendgciv dominates these refortfis
They argue that with the particular motivation amgbositions coming from certain
international institutions such as the World Ba@ECD, WHO, WTO, there has
been a trend towards convergence in health canennsef This implies that countries
undergoing health care reforms are adopting sinsti@tegies (Lister 2008: 22, 24;
Palier 2004: 78). In a similar way, while discugsiime converging effects of the
European integration process on national health sgstems of European countries,
Bieling talks about certain tendencies of “convetdeybridization® (Bieling 2011:
41).

It should be noted that discussions on convergenctosely related with the idea
and practice opolicy transferwhich has become a common practice in the public
sector reforms of the post-1980 era. NPM-guidedrnae$ of this period first emerged
in Anglo-American countries such as the UK, USAs#alia and New Zealand and
later they were transferred by both developed ancldping countries (Pollitt and
Bouckaert 2004: 31). As for the health care reforings argued that particularly
with the motivation coming from international ac@uch as the OECD and the WB,
a global reform model has come out, which in the &as made countries of
different development levels adopting similar refopackages (Palier 2004: 78;
Agartan 2007: 38).

Another group of authors on the other hand argaeé ithis divergence rather than
convergence which dominates health care refbtnigis implies that in line with
their specific economic, political, social and oudtl characteristics, countries adopt

reforms diverging from one another’s.

12 Pfaller et al. 1991 and Rhodes 1995 quoted inn@iand Manow 1999; Mechanic and Rochefort
1996, Chernichovsky 1995 and Wessen 1999 quotBthitk and Burau 2006.

13 Bieling defines “convergent hybridization” as “tkenergence of mixed types of formerly distinct
health care systems brought about by specific meforeasures such as more competition between
different kinds of health insurance, clinical piees, hospitals etc; privatization of hospitals;
restriction of the catalogue of services; outsmgodf medical services from compulsory offering;
introduction of supplementary insurances and médieatment charges; standardized medical care
guidelines and so on” (Bieling 2011: 41).

1% Giaimo and Manow 1999; Garrett and Lange 1996t Giaimo and Manow 1999; Nemec and
Kolisnichenko 2006; Hassenteufel 2001; Arrowsmitld &#0sse 2000; Blank&Burau 2006.
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When health care reforms adopted so far in diffepants of the world are analysed,
it should be admitted that there is very strongreegf convergence among these
reforms. However this should not be taken toodasliscure the reality that countries
have also put forward their own way of reformatiorvarious respects which again

points to the emergence of hybrid models by hezdtle reforms.

2.2.5 Epistemic Communities

Epistemic communities have been quite influent@hlbon NPM reforms in general
and on social policy and health care reforms irtipaar (Stone 2001 and Lister
2008: 76). In line with the arguments on convergeirt NPM and health care
reforms, role of epistemic communities in thesecpsses has become more of a
focus of interest. Therefore understanding thetepie community approach can be
quite enlightening in analysis of health care nefer

Haas defines epistemic communities as “networks lafowledge-based

experts...with recognized expertise and competence particular domain and an
authoritative claim to policy-relevant knowledgethim that domain or issue-area”
(Haas 1992: 2-3). He states that drawing upon th@ver which stems from their
control on knowledge and information, epistemic owmities take their role in

articulating complex problems the states face, liedpn identify their interests and
propose specific policies. As a result of these lwae more convergent state

behavior and international policy coordination (Bld892: 2, 4).

Role of epistemic communities for the design andcekon of the HTP in the
Turkish case is an important issue to examinet Agllibe mentioned in detail in the
succeeding sections, since 1990s Ministry of Hela#the been undertaking various
projects in collaboration with the World Bank taliee the transformation in health
sector and it is known that epistemic communitiadan the leadership of the WB

have been quite influential on these wdrkS. Finally, HTP has also been highly

1%1n 1990 the Project Management Support Unit wésbéished within the Ministry of Health in
order to carry out the health projects in collatiorawith the World Bank.
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supported by such WB projects. In addition to tiiss also possible to detect a
proliferation in the number of policy/research eatand think tanks dealing with
social policy and health policy issues, which cantéken as new chains that have
been added to the epistemic communities’ netwoherdfore it can be argued that
epistemic communities have already been taken tipdice in the health
transformation process in Turkey which in turn p®ito more policy transfers and

more convergent policies and international poliogrdination.

2.3 Operationalizing the Research

1. As decentralization (organization) and financetaken as the core aspects of
the transformation in health care systems, the eunof decentralization and its
meaning within the health care system and the stibjehealth care finance will be
studied. In so doing the concept of health, healire system and typologies of

health care systems will also be touched upon.

2. In order to understand the change in the healte sgstem that has been

brought about by the HTP, characteristics of bbthgre-HTP and post-HTP systems
will be analyzed with a view to understand the denthat have been taken place
regarding the organizational (decentralization&atralization) and financial set-up.

It is this analysis which would help in understangdthe characteristics of the hybrid

model that has been produced by the HTP.

3. Impacts of the HTP on economic, political, manageglinical, equity and
conceptual/ philosophical aspects of the healthe cgystem in Turkey will be
analyzed by looking at various parameters - pdertuto those for which statistical
data are available for the period between the lawfithe HTP and present time.

In this regard effects of the HTP on economic disi@ms of the health care system

will be examined by looking at the following paraers: total expenditure on health

18 World Bank is known to be one of the most powerdgtors in the formation of epistemic
communities in countries undertaking health cafrms - thanks to its financial strength and
capacity to finance such transformation projectstér 2008: 76; Stone 2001: 352).
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(% of GDP), total expenditure on health per captaylic expenditure on health (%
of total expenditure on health), public expenditanehealth per capita, out of pocket
payments as % of total expenditure on health, éuytoaket payments per capita,
share of public and private health expenditure PGhealth insurance coverage for
a core set of services, share of private healtlramee coverage, share of the budget
of the Ministry of Health in GDP, allocations mafie the family practice system,
transfers made to Social Security Institution fritre general budget, payments made
to health care providers by the Social Securitytitintson, expenditures made on

pharmaceuticals and medical technologies and sligmablic expenditures in this.

Effects of the HTP on political dimensions of theahh care system will be analyzed
by looking at what kinds of new relations have ageérin the organizational and
financial set-up of the health care system by tA@Hwhether there occurred any
change in the balance of public/private investmentshe health sector, whether
there occurred any change in the amount of fordiggct investments in health care
services, whether there occurred any change inntmeber of private hospitals,
whether any incentives have been given to privafetal to invest in health sector
and whether any change has occurred in the nunitagplications made to private
hospitals (any incentives have been given to pi&tiém go to private health care
providers), whether there occurred any monopobrain health care sector, whether
any change has occurred in the number of privageramce holders, whether HTP
has played any role in the channeling of accumdlatgvate capital to the health
sector and also became a means for channelingcpiubrlds to the private sector,
whether there emerged new actors within the heath system and whether there
occurred any change in the balance of powers ohgnite previous actors, whether
there occurred any change in the “public” charaofethe health care services and
what kinds of changes have occurred in the poliefgpences of the state regarding
the number of hospital beds (and their allocatiebmeen primary, secondary and
tertiary level) and the number of medical schaoidg the number of students that

would be accepted to these schools.

Effects of the HTP on managerial dimensions of liealth care system will be

analyzed by looking at whether HTP has adopted neamagerial models and
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principles for the provision of health care sersioghich have perpetuated the
consolidation of managerialism in health care syséad what have been its effects

on hospitals, patients, health workforce and omunedity of services.

Effects of the HTP on clinical dimensions of theltle care system will be examined
by looking at what kind of a change has occurredhan clinical autonomy of the
health workforce and by looking at what kinds oéiege have occurred in the health
status of the country with the adoption of the HIFPthis regard the following basic
health indicators will be analyzed for the timeipdrbetween the launch of the HTP
and the present time: total hospital beds per 1p@(fulation, average length of stay
for inpatients, number of doctor consultations qegsita, per capita visits to Ministry
of Health Care Centers, number of per capita visifsrimary, secondary or tertiary
level health care centers, number of total visitEamily Medicine Centers, number
of total hospital visits in the public and privatector, number of per capita hospital
visits in the public and private sector, changeh@ number of surgical operations
both in the public and private hospitals, numbedadtors/specialists and nurses per
100,000 population, change in life expectancy d@hbpichange in infant mortality,
change in the incidence of certain infectious diseachange in risk factors such as
obesity rates or tobacco consumption rates, changenmunization coverage,
average number of follow-ups per pregnant, ratibidhs realized in hospitals and

the use of MRs, CTs, mammography devices, etc.

Effects of the HTP on equity dimensions of the tieahre system will be analyzed
by looking at what kind of a change has occurrethareach of the population to
health care services after the adoption of the HiFhis regard it is important to see
what kind of a change has occurred in the coveadghe population in terms of

reach to health care services- whether are thirpesbple who are de facto not able
to reach health care services. To this end it [gontant to understand whether there
occurred any change in the amount and share ofobypocket payments or

contribution payments in health care finance. Alss necessary to see whether
there are any mechanisms in the new system togeorcentives for those who are
not well-off to reach to health care services andoi how these mechanisms do

function. In this regard the Green Card Systemmeseattention. In addition to this
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it is also vital to understand whether HTP has edusny change in the previous
system in terms of the reach of different groupgibtens to health care services.
Moreover it is also necessary to see whether HT®ldwh to any change in state-
citizen relationships and citizen practices defiaenund consumption of health care

services.

Effects of the HTP on conceptual/philosophicaliatdt dimensions of the health

care system will be analyzed by looking at whethere occurred any change in the
conceptualization of the health care services-iqdarly by the patients. In this

regard it is important to understand whether tlemeurred any (further) change in
the “public” character of health care services at kind of a change has been
experienced in the balance of responsibility betwtee citizens and the state in
reaching health care services. Moreover it is atsportant to see whether there
occurred any change in the satisfaction rates tofecis from health care services
after the adoption of the HTP.

In addition to these a research will be conducted public hospital to take a cross-
sectional photo of what has been taking place attpre. Since hospital is the core
venue where the change in question can be obsémni&xl practical context, such a

cross-sectional photo is expected to give a bde&ion the change that occurred in
economic, political, managerial, clinical, equitydaconceptual aspects of the health
care system by the adoption of the HTP.

In investigating whether the British NHS has emdrgs a model for the recent
health sector reforms in Turkey, en effort will beade to figure out the common
points between the NHS and its reformation strategnd the reforms proposed for
transforming the Turkish health care system byHM®, after which an attempt will

be made to make inferences for the incipient Tilrkesse from the British NHS.
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CHAPTER 3
ON HEALTH AND HEALTH CARE SYSTEMS
3.1 What is “Health"?

It seems quite appropriate to start this study @ittection on the definition of health

and health care system.

It is possible to define health in many differerdays which implies that there is not

one single definition on which everyone would agree

In its narrowest sense of meaning health is defagetthe absence of disease/illness”
(Dieppe 2005: 3; Alban and Christiansen 1985ccording to Dieppe prevalence of
this rather narrow outlook in defining health hasny things to do with the
consolidation of modern health services which heather “concentrated on the
prevention or treatment of disease rather thaneatdili’ (Dieppe 2005: 3). He states
that it is the biomedical revolution which has wibie struggle against lay and folk
remedies particularly in the western world. Althbug suffers from uncertainty on
behalf of the society about their health and ingbih coping with chronic illnesses
which has been rising severely in the last decades, still dominant vis a vis
complementary and alternative medicine (Dieppe 2085). Therefore Dieppe
argues that this leads to the prevalence of theeabwentioned definition of health

particularly in practical terms.

In addition to this Dieppe refers to “super spezalon and increasing

fragmentation of health care ...around systems aadiss” in western health care

" Here it might be useful to briefly touch upon theances between the concepts “disease”, “iliness”
and “sickness” in the English language althoughal not be that obeyed by the authors studying
health policy in this languagBiseases defined as “an abnormality of the structuréumrction of the
body”. llinessis “a symptom experience which can include featsteh as pain or distress,
restriction of normal activities or reduced abilityparticipate in life in the ways in which an
individual would like”. “Disease and illness catadktosicknessvhich is the role played by people
with iliness in the society” (Dieppe 2005: 3). litosild be noted that so far we have not come across
with wide use of such nuances in the Turkish laggua
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systems which is highly helped by the rapid dewelept in health technologies
(Dieppe 2005: 6). It is this fragmented outlook g¥hieads to lack of comprehensive
and integrated health care for individuals and thdds a lot to the deficiencies of

these systems.

According to World Health Organization (WHO) heai$h“not merely the absence
of disease and infirmity” but is “a state of compl@hysical, mental and social well-
being” (WHO 2009b). This reflects a rather compredige outlook which implies

reference to multi-dimensional characteristics @lth and health care. This is also
the definition that is most commonly referred tacademic literature on health care.

Here it seems quite possible to argue that ther® been a change in the
conceptualization of health with the advent of fehl policies. In this regard the
most fundamental change has been that health lcasnkeea commodity as the state
has been rolling back from the direct provisionheflth care services where there
has been rapid increase in private provision ofthezare services together with the

increase in the number of people getting privatdthensurance.

In addition to this as the market for health carewg there has been increasing
emphasis on “healthy living”. This has also beeppsuted by the advance in health
technologies, pharmaceuticals, cosmetics indusid/ia many other related areas
ranging from organic foods to healthy clothing amatural care. The fragmented
outlook for health care which foresees separate fmar different parts of the body
also added to the growth of this market. In faad thvo — i.e. the growth of the
market for health care and prevalence of the notdnhealthy living have

perpetuated each other. This in the end has ledcteange in the definition of being
healthy which has now been extended to include nthmgs which are being

provided in the rapidly-growing health market.
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3.2 What is a “Health Care System?

Different definitions have been made for explainvitat a health care system is.

In its broadest and most pragmatic sense healtbrayis viewed as a system “made
up of users, payers, providers and regulators...[atid relations between

them...[where] relations referring to four key fumcts of health systems are
regulation, financing, resource allocation and miow of services” (McPake et al.

2002 & Mills and Ranson 2001 quoted in Nolte 2@05: 12).

Adopting a rather narrower perspective, Andersdimds health care system as “...a
system with entry and exit points, hierarchies arspnnel and types of
patients...[which consists of] the officially and fessionally recognized helping
services regarding disease, disability and deahtérson 1972 quoted in Nolte et
al. 205:13).

Field defines health system as “the aggregate mihtitments and resources (human,
cultural, political and material) any society dea®to or sets aside to or invests into
the ‘health’ concern as distinguished from othamaawns such as general education,
defence, industrial production, communications, itedpconstruction and so on”
(Field 1973 quoted in Nolte et al. 2005: 13). Fialdo puts forward another more
specific definition in which he defines health gyatas a “societal mechanism which
transforms generalised resources or inputs (mandatewledge, personnel and
resources) into specialized outputs in the forrhedlth services aimed at the health
problems of the society [...] - namely the five Dseath, disease, disability,

discomfort and dissatisfaction” (Field quoted inlfdcet al. 2005: 13).

Roemer, who is an author highly referred to by mahthe studies analysing health
care systems makes the following definition forltreeare system: “the combination
of resources, organization, financing and managénhen culminate in the delivery
of health services to the population” (Roemer 16@tted in Nolte et al. 2005: 13-
14).
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As it can be seen definitions put forward by boikldc and Roemer reflects a
structural-functional perspective with emphasis tba structures used to deliver
health care (Nolte et al. 2005: 13-14).

Drawing upon the definition of health made by thél®/Weinerman defines health
system as “any set of arrangements in a society.clwhssigns social roles and
resources to achieve the goals of protecting otorieg health to the eligible

population” (Weinerman 1971 quoted in Nolte et 2005: 14). In the same line,
Long states that “any service designed to imprdwee ghysical, mental or social-
well-being of one individual or groups of individeamust be considered a health
service” (Long 1994 quoted in Nolte et al. 2005). 1%

Thus, according to Weinerman and Long a healthesysncludes any activity of a
society aiming at restoring health where educatiutrition, housing, environment
and the like come into the picture (Nolte at al 20D4).

Finally WHO (2007: 12) put forward the following @anation for health care
system:

A health system consists of all organizations, peand
actions whose primary intent is to promote, restore
maintain health. This includes efforts to influence
determinants of health as well as more direct healt
improving activities. A health system is therefanere
than the pyramid of publicly-owned facilities thasliver
personal health services. It includes, for exampgle,
mother caring for a sick child at home; privateviers;
behaviour  change programmes; vector-control
campaigns; health insurance organizations; ocaupelti
health and safety legislation. It includes intectseal
action by health staff, for example encouraging the
ministry of education to promote female educatian,
well- known determinant of better health.

'8 | ong differentiates medical care from health catere he takes the former as one of the several
types of services identified as health care sesvidde defines medical care system as the
“organization, financing and delivery of medicateaervices that comprise... preventive care, acute
care and long-term care” (Long 1994 quoted in Nettal. 2005: 14). Nevertheless although it seems
to be a rather encompassing definition than thes onentioned above, Long’s definition for health
care system also reflects a narrow perspectiveobysing on the provision side of health services
(Nolte et al. 2005: 14).
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As it can be seen WHO adopts a very broad defmifiim health system where “the
crucial determinant of whether something is witbmoutside a health system is the
intent to improve health” (Nolte et al. 2005: 14). this regard it reflects an
understanding which makes it rather easy to embaageprivate activity directed
towards the maintenance or improvemenhedélth (care services) within the health

care system.

It is possible to define health care systems byonat borders. There are many
activities which may be considered within the Healgstem in one country but not in
another country- such as social care for elderlgpfee training of health care

professionals or production or regulation of pharendicals and medical technology.

However with the advance of globalization, natioba@rders have become less
determining than they were before in defining Healare systems at the national
level. For instance, with the General AgreementToade in Services (GATS),

international corporations can take part in serdekvery within any national health

care system with their own way of provision. Morepwhat is common in nearly

every country is that each has a complex mixturelifférent health care systems
making it difficult to define health care systemghweference to national borders
(Nolte et al. 2005: 12-13). Nevertheless it shdagdkept in mind that any health care
system reflects the historical paths that have Ipeesed through by the country in
guestion in terms of political, economic, sociadlaultural developments.

At the end of this section it should be noted tiedlth care system is related to a
wide range of issues such as public health, fo@ademand air safety. So this is quite
a broad topic. However this study will mainly deaith its organizational and

financial aspects- particularly the transformattaving been undertaken regarding
these aspects and their impact on the provisidrealth care services and the overall

socio-economic, political and cultural legaciesalbthese.
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3.3 Development of Modern Health Care Systems - Hila Care as a Right and
Public Service

This section will mainly elaborate on how moderraltie care systems came into
being and evolved in time. In this regard issueshsas how health care became a
(constitutional) right and subject of public servim many countries some decades
ago will also be touched upon. Understanding tipeseesses will make it easier to
understand the transformations health care seriaes been undergoing since late

1970s all over the world.

Development of health care systems is highly rdlatgh the general context within
which national governments started to take on nesipdity for the provision of

health care services. Boundaries and charactarigfithese responsibilities in turn
determined the basic features of the health castesys being experienced in the

world today.

In this regard it is possible to pinpoint severalelopments which can be regarded
as the cornerstones in the emergence and develbopim@iodern health care systems

as they played serious roles in determining théchdmaracteristics of these systems.
In this context nation state formation process,téte world wars and rise and fall of

the welfare state and social state understandingoeataken as the major breaking
points in the development and evolution of moderalth care systems. These can be
added with the recent reformation/transformationcpsses which have been the

predominant characteristics of any type of headite systems since 1980s.

Modern health care systems, which were highly amgghcompared to the long-
lasting traditional health care and which werenid to benefit the majority of the
population, emerged almost a century ago (WHO 20@): Although hospitals have
a much older history, modern health care system&wbpe started to emerge
towards the 19 century when the previously established hospitetéch were
mostly designed for the very poor and usually madday the churches or charities
started to be taken over by local public bodiedi¢Pa005: 9)™.

¥ In England starting from the 16th century, witte thaws enacted for the poor, local public
authorities started to take on the responsibilifasthe health care of the poor, which had been

54



It is evident that development of health care systéollowed some different paths
due to their particular socio-economic, politicaldacultural contexts, where the
industrial revolution and the successive natiotestarmation practices and political

developments played key roles.

Emergence of Western European Social Insuranceei@gshas many things to do
with the great change brought about by the indaisteivolution in the lives of people
and the following strong sets of relationships lestw employers and employee
associations in Germany and France following tloigtrial Revolution (Nolte et al.
2005: 14). With the industrial revolution, health workforce started to be taken
seriously by the company owners, particularly idesrto secure productivity aims.
After a while health of workers became a politisaue in some European countries
such as Germany where in 1883 Bismarck - the tHean€ellor of Germany- passed
a law demanding employers of low-wage workers irtaie occupations to pay
contributions for the health coverage of their esypks. This was done in an
environment where the German government wanteddore support from the rising
workers’ movements. Later this was made to applgtteer groups of workers and
subsequently leading to the establishment of the# &xample of “state-mandated
social insurance system” (WHO 2000: 12) which idatp widely known as the

Bismarckian Social Insurance Model.

Another example could be Russia where the BolshBekolution dictated that the
entire population would be provided with free medlicare within its huge network
of provincial medical stations. This was the fiesample of “completely-centralized
and state-controlled model” of health care systé&/rQ 2000: 12) which is widely-

known as the Semashko System.

Finally it is argued that individualism which cheterizes much of American way of
living has been highly influential on the formatiaf the US health care system
(Nolte et al. 2005: 14) which is today known faniied state involvement for only
certain population groups and leaving the scenetlynts private health insurance

previously undertaken by the churches or charifib® same thing was done in France right after the
French Revolution (Palier 2005: 9).
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companies (WHO 2000: 13). This is usually knowrthes Liberal Model of Health
Care Syster’

The two World Wars highly influenced the developinagmd evolution of health care
systems. It was after the First World War that Basthkian Social Insurance Model
started to spread outside Europe. In 1922 Japaptedidhis system where its
tradition of managerial paternalism also playedmaportant role in its provision of
the Japanese workforce with health benefits (WH002@2). Chile and Denmark
also adopted work-related social health insuragséems in 1924 and 1935 (WHO
2000: 12).

Second World War did have two-dimensional effecttlom development of health
care systems. On the one hand during the war, qushtestablished health care
systems were highly damaged. On the other handtima experience paved the
way for the emergence of new types of health cgstems. For example it was
during the occupation of the country in the Sectarld War that Social Health

Insurance System was introduced in Netherlands (\W28@D: 12). Also it was the

war-time experience which did highly influence teenergence of the British

National Health Service (NHS) (Nolte et al. 2008) Where the country’s national

emergency service to deal with casualties during War was helpful in the

construction of this system in 1948 (WHO 2000: I®)is is the most commonly-

cited example of the Universal Health Insurance &ladhich is also known as the
Beveridge Type Health System which mandates theigiom of comprehensive and
free health care for everybody irrespective of pation, age, sex or means (WHO
2000: 12).

After the Second World War, particularly in the imdmate post-war period, the
process of founding modern national health careesys were almost completed
around the four major models briefly touched upbove- namely the Bismarckian
Social Insurance Model, the Beveridge Model of @nsal Health Insurance, the
Semashko Model and the Liberal Model. This holds for the developed world, the

% Health Care Systems and their different clasdifics will be analysed in detail in the following
section.
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then Second World countries and more or less ferdiwveloping world. It was in
this period that health care systems did experieapel developments thanks to the
economic growth and the following socio-politicawlopments of the era (Palier
2005: 8).

The rise of welfare state and social state undsalgtg in the later post-war period
highly influenced the evolution of health care sys$. Starting from this period
health care services have been regarded more &8 sexvices rather than private
business in the majority of western European statdsch was reflected in the
public expenditures on health care (Axelsson 2G07: 142).

It is widely argued that apart from being a respgottsthe market failures that have
been experienced in health care services, thisals@sa lot to do with the rise of
values that regard “access to necessary health asare human right” (Esping-
Andersen 1990; Axelsson et al. 2007: 142). It wad948 that the right to health
care was included in the Universal Declaration afrtdn Rights, Article 25 of which

reads as follows (United Nations 2010):

(1) Everyone has the right to a standard of living
adequate for the health and well-being of himsetf af

his family, including food, clothing, housing anckdical
care and necessary social services, and the rimght t
security in the event of unemployment, sickness,
disability, widowhood, old age or other lack ofdlihood

in circumstances beyond his control.

(2) Motherhood and childhood are entitled to sdexaae
and assistance. All children, whether born in ot ol
wedlock, shall enjoy the same social protection

As Esping-Andersen mentions, welfare state conedipad health as a right and as
basic constituent of citizenship (Esping-Anders@8@). In the same line of thought
Axelsson et al. emphasize that health care hadhgtmtizenship entitlement

(Axelsson et al. 2007: 142). Since it regardedtheas a right, the notion of social
state foresaw some definite responsibilities far #tate to undertake in terms of

health care provision for its citizens.
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Here it should be underlined once more that thipleasis on health as a right for
every citizen was made possible with the post-wamemic growth and with the
consolidation of the Keynesian welfare state urtdading particularly in Western
Europe. According to Keynesian approach, objectofegolitical economy and that
of social policy were highly compatible and puldixpenditures made on health care
would contribute to economic growth besides themtcbutions on the health and
living conditions of the population (Palier 2008)2This approach of Keynes was
shared and adopted to a serious extent by theeBguhich were in charge of health
policies in Europe in during 1950s and 1960s sualiam Beveridge who is
known as the founder of the Beveridge System inldatyand also by Pierre
Laroque, the founding father of the French Socedusity System (Palier 2005: 24).

However with the collapse of the welfare state dhd succeeding neoliberal
restructuring of the public sector, citizenshipitgrment of health care started to
loosen and the conceptualization of health asta started to be replaced with the
understanding which sees health as a commodityfath with the neoliberal
restructuring process, health care systems andhhesle services have become one
of the most central and critical focus of transfation. In this regard state started to
take its steps back from the provision of healthecaervices and limited its
responsibilities to planning, standard setting @nsome other strategic isstledhis
has been added by the increase in the number aflatemns coming from
international organizations such as the WHO, WT@,\U which have direct or
indirect impacts on health care services. Thissfiamation process will be analysed
in detail in the following sections.

To recapitulate, it is possible to identify four joratypes of health care systems
being established in the post-war period and tealehat they got consolidated with
the Keynesian policies. It is these models - nantedyBeveridge Model (National
Health Systems), the Bismarckian Social Insuranode\ the Liberal Model and the

Semashko Model (although it is quite difficult tmd pure examples for this last

2L As has been the case in many other countriespitssible to observe this kind of a transformation
in the conceptualization of health care in Turkéshile 1961 Constitution clearly defined the rigbt t
health, 1981 Constitution foresees a more reguylaod a less servant role for the state in health c
services which has also been perpetuated withebent public sector reforms. This transformation
will be explained in detail in the section on trevdlopment of the health care system in Turkey.
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model) which are still taken as the framework dérence when studying health care
systems. However it should be underlined once rimebesides the serious degree
of convergence observed in health care reformst stlibalso holds true is that since
different health care systems developed in diffel@untries in accordance with
their particular social, economic and political d®pments within their particular
historical contexts, these differences in turn ha@en highly influential on their way

of reforming (Axelsson et al. 2007: 162).

The following section will elaborate on classificet of health care systems.

3.4Types of Health Care Systems in the World

The issue of classifying health care systems has bealt with by various authors

for so long.

In the majority of texts written on health care teyss, the most widely-used
classification taken as framework of referencehis bne which classifies health
systems as the Beveridge Model, the Bismarckianéljdde Liberal Model and the
Semashko Model - to which some authors also adeloping Countries as another

separate category.

Before explaining this classification in detail,seems quite useful to have a brief
outlook on some of the other attempts made atitjass health care systems. Such
an effort is expected to shed light on the issedisdutside or untouched by this
rather classical classification which is found diistic by some authors (e.g. Nolte et
al. 2005: 15).
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3.4.1 Classification Made by Field (1978)

Table 1Classification by Field

General Position of| Role of| Ownership | Economic | Prototypes
Definition Physician Professional | of Transfers
Associations| Facilities
Type 1 Health care| Solo Powerful Private Direct USA,
Private as item of| entrepreneur Western
personal Europe
consumption
Type 2 Health care| Member  of| Very strong | Private and Direct and| USA in
Pluralistic | as consumer variety of public indirect 20"
good or| groups / century
service organizations
Type 3 Health care| Member  of| Strong Private and Mostly Sweden,
National as an insured medical public indirect France,
Health / guaranteed organizations Canada
Insurance | consumer
good or
service
Type 4 Health care| Member  of| Fairly strong| Mostly Indirect Great
National as stateq{ medical public Britain
Health supported organizations
Service consumer
good or
service
Type 5 Health care| State Weak or| Entirely Entirely Soviet
Socialized | as a statet employee and non-existent | public indirect Union
Health provided member of
Service public medical
service organizations

Source:Nolte et al. (2005: 16(Types of national health systems, as classified by

Field)

In this classification Field takes the role playey the state and/or market as the

factor which determines the general character efhialth care systems. In addition

to this the author takes the position of the phgsicrole of professional associations,

ownership characteristics and economic transfeteeasther factors that help define

a health care system.
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3.4.2 Classification made by Roemer (1977)
Another classification was made by Roemer who ttiedgroup national health

systems along lines of economic level (GNP/capdap the level of market

intervention in health policy.

Table 2 Classification by Roemer

Market Intervention
Entrepreneurial &| Welfare- Universal & | Socialist &
permissive oriented comprehensive | centrally
planned
Affluent& USA W.Germany | G. Britain Soviet Union
industrialized Canada N. Zealand Czechoslovak
= Japan Norway ia
3
© | Developing&tra | Thailand Brazil Israel Cuba
% nsitional Philippines Egypt Nicaragua N. Korea
) S. Africa Malaysia
2
2@ | Very poor Ghana India Sri Lanka China
o Bangladesh Burma Tanzania Vietham
E Nepal
8 . : .
w | Resource-rich Libya Kuwait
Gabon S. Arabia

Source:Nolte et al. (2005: 16) (Types of national healfistems, as classified by

Roemer)

3.4.3 Classification made by Elling (1994)

Adopting a Marxist perspective, Elling classifiecational health systems by

concentrating on the strength of labour movemenmtisthis regard the author

identified five groups of countries with their asgded health care systems: (Nolte et
al. 2005: 17)

a. Core Capitalist Countries: These countries aaracterized by low strength of

workers’ movements, market-oriented health systetmsh may have elements of a
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national insurance system and great inequitiescoess to health services due to
class, ethnicity, gender and the like. E.g. USAit&wvland, Germany.

b. Core Capitalist-Social Welfare Countries: Theseantries have stronger labour
movements and they do have health insurance systemational or regional basis.

E.g. Canada, UK, Scandinavian Countries.

c. Industrialized- Socialist Oriented Countries:e$é were the countries existing
before the collapse of the Soviet Union where lahoovements were integrated
within the Communist Party and where there werdoredized national health

services with fewer disparities than they had ireamapitalist countries.

d. Countries having Capitalist Dependencies: Lalmovements were suppressed in
these countries and they have very little or ndective provision of health services

with inequity in access to health care. E.qg. Brdadia, Philippines.

e. Socialist - Oriented Quasi Independent Countflé®se countries have strong
labour movements and they are characterized bypmaltized health services where

there is more equity in access to these servicgshina, Cuba, Tanzania.

As it can be seen even from these very brief sunesiathe above-mentioned
classifications reflect the political conjuncturé the era in which they were
developed. In some of them one can see a forced &ffextract out a typology or to
place a country in one of those typologies creaisliertheless it is still useful to
have a look at them to get insights for the analftsat will be made in the following

sections.
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3.4.4 Classification made by Frenk and Donabediari987)

Table 3 Classification by Frenk and Donabedian

Basis for population eligibility
Purchasing | Poverty Socially perceivedCitizenship
power priority
Regulation| Private Private charity| Company-based| Social insurance
% enterprise services (German model)
o Financing | - Medicaid Incipient  health| National  health
S E (USA) insurance insurance
g*qc‘)‘ Delivery - Public Social  security] Socialized
@B = assistance (Latin  American| (national  health
s model) service)
[
< .=
(8}
(]
=

Source:(Nolte et al. 2005: 18)

This classification of health care systems takesntiechanisms of state intervention
in health care and the population’s eligibility receive health care services as the
two main dimensions in classifying health careayst. As Nolte et al. point out, this
approach helps one to see different modalitiedaié sntervention existing together
in a health care system of a particularly courfiagr. example in the American health
care system financing and delivery of health sesiare provided by both private
employers (for their workers) and by the state {fa poor- state financed Medicaid
and services provided by the state for veteransht¢het al. 2005: 18).

3.4.5 Classification by the OECD

Being one of the most important supporters for theedre reforms, OECD has been

working hard in figuring out frameworks for compagihealth care systems.

In this regard besides publishing reports on théopmances of different health care
systems from different parts of the world, OECD sl@dso publish OECD Health
Data on a regular basis for comparing health sizgiacross OECD countries. In this
regard they also publish Health at a Glance on @nhasis where they provide
comparable data on different aspects of the pedoo®s of health care systems in

OECD countries.
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In addition to these OECD devised the SHA - SystdniHealth Accounts - as a
framework for standard reporting for expenditurashealth and its financing and as
a framework for international data collection. g Hiiamework would complement
National Health Accounts and provide comparabiityoss different countries with
different health care systems (OECD 2000: 11).

In 1992 OECD put forward the following framework erke they differentiated
between seven models of health care systems whak wlassified according to

their sub-systems of finance and methods of pagtogiders (Nolte et al. 2005: 18).

Table 4 Classification by the OECD

Model Example
Voluntary, out-of-pocket payment Supporting roldypre.g. purchase aof
over-the-counter = medicines,  cost-
sharing for prescribed medicines
Voluntary (insurance with) Private sector in UK and Netherlands
reimbursement of patients
Public (compulsory insurance withElements retained in the social health

reimbursement of patients insurance systems in France and
Belgium
Voluntary (insurer/provider) contract Individual detice Association and

prepaid group practices in Spain
(private sector)
Public (insurer/provider) contract Primary care@ermany, Netherlands,
Ireland, UK; hospitals in Belgium,
Germany, Netherlands, UK
Voluntary insurance with integratignJSA: Health Maintenance
between insurers and providers Organizations
Compulsory insurance with integratioispain; public hospitals in France and
between insurance and providers Ireland (previously public hospitals |n
UK)

Source:Nolte et al. (2005: 19)
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3.4.6 Framework derived by Checkland based on Systes Theory (1981)

Checkland adapted systems theory to health careersys According to this

approach, as any other systems (living organisnigadth care system is composed
of sub-systems and that it has a purpose, it anmtdecision-making processes which
are themselves systems as well, it interacts w#henvironment and it has some

degree of continuity thanks to its ability to adepenvironmental changes.

This classification implies that in the face ofstlkind of complexity, it is necessary

for health care studies to be multi-disciplinatyislalso argued that one should move
away from the understanding of evaluating healtlte sstems as a whole to an
understanding which evaluates its separate furetiaramely its sub-systems - that

contribute to the overall health care system (Nettal. 2005: 20).

As it will be seen in the following section this pgpach was adopted by the

framework developed by the WHO.

3.4.7 Framework by the World Health Organisation (\\HO)

In World Health Report 2000, WHO examined and camegaarious aspects health
care systems around the world. The report brougdether the available data in
order to assess the performance of the health sgtems of WHO member
countries. In so doing, to a certain extent in méh the systems approach, “the
functions” (and sub-functions) of health care systewere depicted where
comprehensive explanations on health care systewhgheir objectives in general
were made. In this context the functions and suigtfons of health care systems
were stated as follows: stewardship (Oversight)aricing (collecting, pooling,
purchasing), creating resources (investment anphingg, provision (delivering
services) (WHO 2000: 25).

In line with this approach Nolte et al. state tiiatould be possible to proceed with
the CATWOE model developed by Checkland (1981) @l@ATWOE symbolizes

the acronym for the elements making up the heddife system which reads as
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follows: Customers (beneficiaries of the systengtofs (who carry out or cause to
be carried out by the transformation), Transfororagprocess (the means by which
defined inputs are transformed into defined oufpMgeltanschauung (vision of the
world assumed for the system to function), Ownergtiithe system (someone with
prime concern for it and the power to cause it @ase to exist), Environmental
constraints in the environment (geography, natiom@alth) or in related systems

(legal, educational, financial) (Nolte et al. 20@3).

3.4.8 The “Classical” Framework for Classifying Hedth Care Systems

It was not possible to find out who was the invemiothis classification. However it
is certain that it is still this classification whi is referred to in the majority of

studies dealing with health care systems.

3.4.8.1 Beveridge Model

This is also called National Health Care Systems Ihamed after Lord William
Beveridge whose 1942 RepSrtidentified health care as one of the three basic
prerequisites for a viable social security syst¥HQO 2000: 12) and who proposed

a National Health Service for the UK in 1940s, befthe war was over.

This Report was followed by a White Paper from gozernment in 1944 which
stated the policy that “Everybody irrespective adans, age, sex or occupation shall
have equal opportunity to benefit from the best amabst up-to-date medical and
allied services available” and that “those servislesuld be comprehensive and free
of charge and should promote good health as weleasing sickness and disease.”
(WHO 2000: 12

In line with the developments in the field of sdaigelfare and with the help of war-

time experiences (particularly those regarding geecy services) the year 1948

%2 Its full name is “Social Insurance Allied ServiceReport by Sir William Beveridge” however it is
often known as the “the Beveridge Report” (Socidfisalth Association, 2010).
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pointed to the date for the establishment of tosldgmous National Health Service
(NHS) in England.

Since then the NHS turned out to be “the most coniyrated example of the
Universal Health Insurance Model” and almost “thestrwidely influential model of
health system” (WHO 2000: 12).

The most characteristic feature of the Beveridgal®lds that it provides “universal
coverage” and in this regard “it mandates the mioni of comprehensive and free
health care for everybody irrespective of occupatage, sex or means” (Nolte et al.
2005: 12; WHO 2000: 12; Palier 2005: 28).

The system is principally publicly financed - ifeom (general) taxation revenues
(Nolte et al. 2005: 12; Palier 2005: 28). Resouraes traditionally distributed by
budgets, sometimes on the basis of fixed ratiosvdm populations and health
workers or facilities (WHO 2000: 13).

Although it relies primarily on public provision wdh is principally organised by the
state (WHO 2000: 13; Palier 2005: 28) “substartidlime of health care is provided
in the private sector, both to those that havegbeihealth insurance and increasingly

for those who choose to pay directly” (Nolte et24105: 12).

Although it is the UK which is taken as the profmyfor the Beveridge type of
Health Care Systems, it was New Zealand which Wwaditst country to introduce a
National Health Service in 1938 (WHO 2000: 12)wés followed by Costa Rica in
1941, South Africa in 1944, Soviet Union, Japanyw&y, Sweden, Hungary and
Chile in the post-war period which attempted takksh National Health Systems
similar to the British model (WHO 2000: 12-13).

As a result of the evolution of health care systamttese particular countries, today
not all of them are included within the Beveridgedél. After Englantf, the most

23 “There have been growing differences in the wayvhich health care is organized in the four
constituent parts of the UK- in particular Scotlandving increasingly away from the model evolving
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amplifying examples of the Beveridge Model are terdic Countries such as
Sweden and Norway, Canada - however with more f@iyaoviders-, Denmark,

Finland, Ireland, Italy, Spain, Portugal, Greecasthalia and New Zealand.

Since it is principally planned, organised and ficed by the state, Beveridge Type
of Health Systems are known to be rather centdhlggstems. However there have
been many attempts to decentralise these systearicuparly in the Nordic

countries and also in England where decentralizagitblempts go together with re-

centralization at various times.

According to Palier, Beveridge Type of National He&ystems generally guarantee
greater equality in access to health care andivelgtlow level of health care
expenses. However the quality of health care sesvibey provide is disputed and
they are usually characterised by very long waitiatg of patients who are to see
specialists (Palier 2005: 29). Moreover he arghasit is the national health systems
of the Nordic countries whose budgets are not tinath restricted and which have
the best results in terms of health outcomes amhéial and social success (Palier
2005: 27).

3.4.8.2 Bismarckian Model

This is also known as the Social Insurance Modeis Inamed after the German
Chancellor who introduced Social Insurance in ttoantry towards the end of the
18" century (Nolte et al. 2005: 15). As it has beeplaixed above, emergence of
this first state-mandated social insurance systeihmave many things to do with the
socio-economic and political developments takirngcplin Germany and in most of
the European countries in that period.

It is an insurance-based health care system whiamainly financed by the Sickness

Funds which are the central institutions of thetesys Drawing upon the system

in England” (Nolte et al. 2005: 12). As it has beeantioned at the very beginning of this study,mai
area of interest in this study is the NHS in Endlan
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established by Bismarck in 1883, it is mandatonythee employers, the employees
and the government to contribute to these funderdoty to the premium rates
designed for them separately. The aim is to colf@ranost of the citizens through
compulsory employer and employee payments to Ssskieinds (WHO 2000: 13).
Nevertheless in practice it covers only those peagio are entitled with a specified

scheme.

There is structural split between finance and iowi of health care services
(Axelsson et al., 2007: 162). However, health garprovided through both public
and private providers (WHO 2000:13). Provision ehlth care is partly privatised
(e.g. ambulatory care, certain hospitals or cliniasd partly provided by public
organisations (notably the hospital services) €P&lD05: 28). Whereas costs and the
expenses incurred as a result of the health cavecss provided are in the charge of
different health insurance funds and are financgdhk social contributions (social

premiums) collected in these funds (Palier 2005228

In general patients’ choice of doctors is guarathtee well as the doctors’ right to
private practice (Palier 2005: 28).

The earliest such social insurance systems useaibived from small, initially
voluntary associations and the later versions weseally created ex-nihilio by
public action (WHO 2000: 13). Although the firstteahpts taken during the
Bismarckian era were to cover some low-wage workershe later periods social
insurance scheme was extended to cover other gafupsrkers as well. It was in
the post-war period that social health insuranctesys became more consolidated

thanks to the Keynesian climate that the world exgseriencing then.

As has been mentioned above, Bismarckian Sociatdnse Model started to spread
outside of Europe after the First World War andidéis adopted in countries such as
Japan and Chile. Today other than Germany, Fradegjum, Luxembourg, Japan,

Holland before the Dekker reform and certain caeatin central and eastern Europe
are referred to as the countries having some kiral social insurance-based health

care systems.
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Organisation of the system might exhibit certairifedénces among different
countries. For instance the system in France leratentralised while the one in

Germany is organised according to the Regions (ke dPalier 2005: 29).

According to Palier, Bismarckian Type of Social Urence Systems guarantee
patient choice and comfortable and often qualitglthecare. However he concludes
that this is quite often achieved at the expengegif levels of expenditures made on
health care services and sometimes at the expdneequality in access to health

care as it only covers those who are entitled wiicheme (Palier 2005: 29).

3.4.8.3 Liberal (Privately-Funded) Model

It is mainly based on private insurance where thegiment has very little role to

play.

In general it is used to define the American headtte system. However the reforms
that have been undertaken in central and easterap&an countries and Latin

American countries are also examined within thiategt by some authors (Palier
2005: 29). In fact as it will be seen in the upcagnsections, health care reforms of

the post-1980 era can be said to have seriousstfem® the liberal model.

The American health care system is usually regamed rather heterogeneous
system which combines three possible types of ingmtitection with their different
payment plans: 1. Free health care provided forveérg poor - the Medicaid and
SCHIP. This scheme shows many variations from daat 20 another. 2. Health
insurance for the very old - the Medicare. 3. Raviasurance for the middle classes
and the well-off (which is financed by the emplsyeor by the individuals
themselves) (Nolte et al. 2005: 12; Palier 2005: 29

In addition to this there is a range of other fatlgffunded programmes such as

those for the armed forces, for veterans and ferrtative Americans (Nolte et al.
2005: 12).
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As it can be seen the most characteristic feattirtnis system is that it foresees
limited state involvement which is only for certapopulation groups. Public
protection for illnesses is residual. Only peoplghvgreat urgency of health care,
those very poor, of very old age and the disabteht from public support for their
health care needs (WHO 2000: 13; Palier 2005: 2®3.rest of the population is left
with the search for private insurance implying ptev finance, provision and
ownership of health care facilities (WHO 2000: 1Bhat is why it is called the

liberal (privately-funded) model. In such a systins not difficult to consider how

powerful the private insurance companies are.

As it has been mentioned above the limited statelwement in health care services
and it's leaving the scene mostly to private ineaea companies and private
provision and private finance of health care s@&wids said to be related to
individualism which has come to define American wéyiving for so long (Nolte et
al. 2005: 14).

In this system provision of health care serviceslmost entirely private (Palier
2005: 29). An important part of the population regthout health insurance.
However, the American health care system is knownhfiving highest levels of
health care expenses. These are the two most iamp@spects for which this system

is highly criticised.

As Palier argues the American Model of Liberal HeaCare System exhibits

technologically high-performance and it permits enaomfortable access to better
health care. However he says it is characterisedvéry strong inequalities

(particularly in access to health care and in tealth status of the population) and
high level of health care expenses (Palier 200%h: 29

3.4.8.4 Semashko Model

It is the name given to the health care system hvinas introduced in the Soviet

Russia and was implemented in the former USSR hadfdrmer Eastern Block
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Countries where the state was the main owner, geovand financer of the health
care system.

It was named after Nikolaj Semashko - the minidter health of the Russian
Republic during 1918-1930 (Mossialos and Dixon 2®¥j.

The basic characteristics of this model were thatais a centrally-planned and state-

funded health care system.

In the case of the Soviet Union the health caréegysvas known “to contain a large
number of parallel systems for those employed & dhmed forces, the railways,
Aeroflot (the Soviet airline), as well as the Norkiatura (the Communist Party
elite)” (Nolte et al. 2005: 12).

As Atun argues these countries are known to hawn Eapting health sector
reforms since 1990s whereby the UK reform modelldeen highly followed (Atun
2007: 250).

3.4.8.5 Health Care Systems in Developing Countries

The above four are the main models that have la®n lrited in studies on health
care systems. However in the recent years it hasnbe a common trend to add the
category of “Health Care Systems in Developing Goesi’ as the fifth model to the

classification of health care systems.

Due to the influence of the reforms they have bemhergoing - especially with the
imposition from international organisations suchtss World Bank and OECD, this
model is being called the “World Bank Model” by sewuthors (Lister 2008: 180).

It is mainly this category which is said to be dtet center of the
convergence/divergence debate where most of themsgsn this group are said to
have converged to one of or to a mixture of thet finree models cited above (thus

also questioning the existence of this category).
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Nevertheless it is not only the health care systemdeveloping countries which

undergo changes. Health care systems in other resifitave also been undergoing
changes. In Spain the health care system has ahdnge an insurance-based
Bismarckian System to a tax-financed BeveridgeesystThe French health care
system has been following a similar path no mdtterstructural split between the
finance and provision of health care services ramantact as one of the

fundamental signs of the Bsmarkian system of souiaurance. The Nordic

Countries on the other hand had originally Bevezidigpe of health care systems
however they have been undergoing many change3amada health care system is
based on public financing as in the case of a Begersystem however with private

providers of health care services (Axelsson e8l7: 162).

One other way of classifying health care systenfschvalso complements the above
mentioned classical classification is by lookinghatv the supply of health care is
regulated(Palier 2005: 74-78):

Regulation by the Statd&his usually occurs in countries which have natldrealth
care systems and where the regulation of the heal#h supply is done by the state,

which is the main financer of the system (e.g. UK).

Regulation by Negotiationin this model health care supply is negotiatethwine
participation of relevant national actors such he Sickness Funds, Doctors’

Organizations, etc. (e.g. Germany).

Regulation through the MarkeHere the majority of the health care supply is
provided by the private sector (e.g. USA).

As it can be seen this classification correspomds reasonable extent to the so
called classical one. However this one concentratese on the regulation of the

supply of the health care services. In this regaegjulation by the State could

correspond to the Beveridge Model; Regulation bgdliation could correspond to

the Bismarckian Model and Regulation through thelkdacould correspond to the

Liberal Model.
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While analysing the so-called classical models eélth care systems, it is also
possible to relate them to the famalassification made by Esping-Andersien
explaining different welfare state regimes whicteg@s follows (Esping-Andersen
1990: 26-27):

Liberal (Anglo-Saxon Type) Welfare Statddhey are characterised by

modest benefits, low taxation, state encouragiegnilarket, growing middle classes
directed mainly towards private market schemes,nswasting, modest universal
transfers plus social insurance plans.

(e.g. USA, Canada, Australia, UK).

This type can be corresponding partly to the LibéMadel in a Welfare State

Regime.

Corporatist (Conservative) Welfare StateBhese are characterised by

corporatist actors which are active in decision-imglon welfare issues, universal
social insurance especially by payroll contribusiprsocial insurance based on
occupational segregation, limited role for the nearkgrowing middle classes
absorbed through social insurance, limited de-cothfication.

(E.g. Germany, Austria, France, Italy).

This type can be corresponding to Bismarckian Madel Welfare State Regime.
Social Democratic (Nordic Type) Welfare Statd$eir main characteristics are

high benefits, high taxation, universalism and decwdification of social rights

which are extended to middle classes where masksrbivded out.

(E.g. Scandinavian countries).
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This type can be corresponding to Beveridge Madel Welfare State Regime.

It should be noted that today systems having aitiytinaracter and embodying
features from the different models cited here angegoprevalent. Therefore it is not

that easy to find pure examples for any of thesdeiso

However like the majority of the authors who write this field, this study also
appreciates these kinds of classifications whiclkertae quite complicated issue of
studying health care systems simpler, particulathgn intending to make inferences
from one case for another. These kinds of clagdifios are also necessary to be able
to make critics and to see the trend in what waliesé models are
converging/diverging and to see whether any of tkemerge as the dominant model
for the others. For instance one of the claimshaf dissertation is that the English
National Health Service (NHS) - particularly its yaf reforming itself seems to
emerge as a model for transforming the health sgseems in the world in general

and in Turkey in particular.

The issue of “benchmarking” is usually referredrtstudies on health care systems
and particularly on health care reforms. In heaéttor benchmarking refers to
“looking at countries similar to one’s own in incenand spending levels, whose
health system performance is particularly effectigRoberts et al. 2008: 25).
Benchmarking is often utilized by health reformiers

comparing national performance with  various
standards...which can be in the form of ethical
benchmarking (comparing performance to widely-
accepted norms), internal benchmarking (comparing
performance across groups or regions in the coyntry
historical benchmarking (comparing performance to a
nation's own prior performance) or external
benchmarking (comparing performance with that oot
similarly situated countries) (Roberts et al. 20033).

As Nolte et al. (2006: 9) emphasize benchmarkinglthecare systems is a

challenging activity in the face of the reality tinealth systems are complex and have

multiple functions. They also criticize the curreapproaches to performance
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assessment and benchmarking health care systeragskeof the fact that they are
“related to underlying definitions and availabilif data, selection of indicators,
methodological issues, interpretation of data, ateon in information needs of
different users and possible time lags betweemvatgions and outcomes” (Nolte et
al. 2006: 9).

The issue of benchmarking will get into the waytto$ study in the relevant sections,
as the WHO, the OECD and various other internati@manational organisations
working on health reforms elaborate and highly depen these kinds of efforts
where the World Health Report 2000 by the WHO ded@ECD Health Care Quality

Indicator Project can be given as examples inrdgard.
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CHAPTER 4

DECENTRALIZATION IN HEALTH CARE SYSTEMS

Main tenets of public sector reforms having beeopéed since 1980s can be clearly
seen in health care reforms. In this regard itasspble to refer to almost all main
principles of (New) Public Management when analysmeforms/transformations

having been undertaken in health care systemseuwgth in varying degrees and
effects.

This study will mainly concentrate on the two magepects of health care reforms-
decentralisation and finance as it argues thas ithose reforms made under the
banner of decentralization and finance which hanidght about the most critical

transformations in health care systems not onllurkey but also in other countries.

It should be noted that these two aspects of healtle reforms are interrelated
among themselves and affect each other reciprocaliftempts towards

decentralizing health care services usually go hanldand with attempts towards
creating an internal market and a provider/purahapht in the health care system,
which has clear implications for health care firan®aino et al. 2007: 137).
“Decentralization of health finance” and in thagaed “financial decentralization”

(also called “fiscal federalism”) are highly refedrto within the context of health
care reforms (Bankauskaite and Saltman 2007: 14nMssen et al. 2007: 106).

Therefore in analysing health care reforms in #gtigly, main areas of concern are
limited to decentralization (organization) and fica. Thus other aspects of health
care reforms will only be touched upon whenevey tire relevant to the discussions

and analysis being made on these two main axes.

Nevertheless as Roberts et al. also point ouhatlsl be kept in mind that reforms
usually affect more than one aspect and changeerobthese aspects affects change
in others (Roberts et al. 2008: 28-29). Culturaldural factors, changes in other
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sectors, changes in macro-economic policies alecaffhealth sector reforms.
Therefore a comprehensive approach is needed mpfameffective reforming but

also for understanding these reforms. In this m@hgdre issue of payment might be
touched upon while studying health care finance.irOthe same way this study
might have to elaborate on the issue of regulatiorarious sections as an umbrella
term affecting reforms directed towards both deedization and finance in health

care.

4.1 The Concept of Decentralization

This section will mainly attempt at conceptualiziwhat decentralization means in

health sector and what does it refer to in healtle ceforms.

In this regard basic definitions put forward foethoncept of decentralization in

genera and those made within the context of health systems will be covered.

To start with it should be stated that decentréibrais a concept which has been
used in many different contexts ranging from pcditito organizations or from
economics to decision-making. What is more is thatearly none of these contexts
there exist any sound consensus on its meanintheascholars and practitioners

working in any of these fields have come up wittfiedent definitions.

As Conyers point out “everyone knows roughly whigcentralization” means, but
defining it precisely presents problems becauseait be used in a number of
different ways and in significantly different corts” (Conyers 1984: 187 quoted in
Hutchcroft 2001: 24). The literature on decentedlan is found in a large range of
disciplines and theories, often with few links beém them (Peckham et al. 2005:
22).

It would not be wrong to say that the great densitlterature on decentralization in

fact reflects the extent of disagreement on itsindefn among scholars and

practitioners. Serious disagreement holds alsotlier definition of the related
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concepts such as deconcentration, devolution ategaton as well as for the
advantages/disadvantages and limits of decenttializa

Decentralization has been an issue quite attractivieoth literature and practice
since a long time. Particularly discussions on auityh and power, formation and
nature of state, democracy and the like all madesiderable references to the issue
of decentralization (Hutchcroft 2001: 24, 28). Tdfere it can be said that starting
from the 18' century the discipline of political science haweeh the most important

scene for the development and discussion of theegin

In this regard Peckham et al. quote Chadwick andriim Smith as the forerunners
of the discussions on two poles of centralizatienghtralization in local government
within the context of political science (Peckhamakt2005: 23). They also refer to
Mill, Hobbes, De Tocqueville, Burke, Cole and Weldss the contributors to this
debate. They make references to fields such as decaocracy, democratic theory,
central control and central domination thesis agmtral-local and intergovernmental
relations. They also refer to discussions on negallsm, federalism, politics of
government grants and political devolution as otleeas contributing to

decentralization debate from the UK perspectivekRam et al. 2005: 23).

Moreover as Hutchcroft summarizes, while classittedorists draw considerable
attention to territorial dimensions of authoritydapower modern political inquiry
focus more on power relations within particulartitosions and among major social
classes as they extend across territories. AcagrdirHutchcroft although scholars
of state formation provide insights into historipabcesses of centralization they do
not formulate the conceptual vocabulary for desegb centralization and
decentralization. However he says these scholagghasize the inextricable link
between the process of administrative centralinadiiod the very creation of modern
states (Hutchcroft 2001: 24, 28).

In addition to Political Science, elaborations oec&htralization came from the

disciplines of Economics, Public Administration, ganizational Theory,
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Management, Development Studies, geography, hisjoynalism and the like
(Peckham et al. 2005: 23).

In the field of economics, public choice theory distal federalism made strong
references to decentralization. While Public Chdibeory argues that efficiency is
associated with competition, information on orgatianal performance and small
organization size; Fiscal Federalism is based daragéning the optimum size for

units carrying out the basic functions of publinaince. Fiscal Federalism put
forward a measurement for decentralization - saigenditure at the local level as a

percentage of national social expenditure (Peckéiaah 2005: 23).

There has been a great deal of work on decenttalizavithin the context of
Development Studies (Peckham et al. 2005: 23). €Theceptual framework
developed by Rondinelli has become the dominargsiflaation in these studies.
This framework of Rondinelli was later adapted tealth sector in developing
countries by Mills (1990) and then by other authtorbealth care systems in general
(e.g. Vrangbaek 2007; Roberts et al. p.231).

There are many sub-areas within the field of mamee such as quantitative
approaches, accounting approaches and organizhgony where decision-making
approaches make serious elaborations on deceatratiZPeckham et al. 2005: 23).

Moreover as has been analysed in detail in thevamtesection of this study, New
Public Management Approach, which has been highllpential in public sector
reforms since 1980s, puts great emphasis on datieation. As Pollitt et al. put it
“[decentralization] is a miracle cure for a host lmireaucratic and political ills
(Pollitt et al. 1998: 1).

As it has been mentioned, in this study attentiolh lve limited to the meaning of

decentralization in the context of health sectdrer€fore only those definitions of

decentralization made within this context will beatt with.
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In their study where they try to understand deediztition attempts in European
health care systems, Saltman et al. point to tlenmfdexity of the definitional

question” regarding decentralization. As the editof the book which seeks to
understand the trend towards decentralization iro@@an health care systems they

state that

[they] choose not to impose one exclusive definitad
decentralization on contributing authors ...but eeabl
them to define and use decentralization in theaptérs

as they feel best fit the aspects they addresstlaad
particular country experience they describe [since]
Europe contains a number of political, economic,
organizational and legal variants of decentralarattach

supported by its logic (Saltman et al. 2007: 1-3).

As has been the case in the other fields it has bsed, “far from being a unitary,
clearly-defined concept, decentralization breaksrtapnto a kaleidoscope of
different, sometimes contradictory definitions, ledmwllowed in its own theoretical

and practical context” in the field of health systestudies (Saltman et al. 2007: 1).

Nevertheless in this study it is quite necessaryawee a look at this “complexity of
the definitional question”. At least it will be usé to recapitulate the basic
terminology in the existing literature- even ihiay not be possible to get at “unitary
definitions on which wide consensus would be a#dinOr may be an attempt could
be made to figure out the commonalities in the aalyemade definitions or as
Saltman et al. underlined it could be an attempt&dine and use the concept(s) in
the way we feel best fit the aspect we are addrgssi best fit the particular country

experience we are trying to understand” (Saltmaal. &007: 1-3).
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4.2 Decentralization in Health Care Systems

4.2.1 Decentralization

It seems quite enlightening to start with the débn and classification made by
Rondinelli et al. (1983), which has become the nfosfjuently cited definitional

framework in studies analysing decentralizatiohealth care systems.

Rondinelli et al. define decentralization as

the transfer of responsibility for planning, manageat
and resource raising and allocation from the céntra
government and its agencies to: (a) field uniteaitral
government ministries or agencies (b) subordinalfiés u
or levels of government (c) semi-autonomous public
authorities or corporations (d) area-wide, regional
functional authorities or (e) non-governmental atévor

voluntary organizationéRondinelli et al. 1983: 13).

In line with this definition they classify four n@jtypes of decentralization:

deconcentration within the central bureaucracy,
delegation to semi-autonomous or quasi-public @@fons,
devolution to local governments and

privatization as the transfer of functions to rgmvernmental organizations.

The classification made by Rondinelli et al. (198%)s been adopted by many
authors (e.g. Mills 1990; Vrangbaek 2007) and tnstns focusing on health care
reforms [e.g. the OECD and the European ObservaboryHealth Systems and
Policies (EOHSP)]. In this section attempts madéedihing decentralization within
the context of health care sector will be review#dgether as they look at the issue
from the same point of view — which is in fact {reth opened up by Rondinelli et al.

(1983) - namely by the Rondinelli framework. Howewathough in principle they

82



follow the same line of thinking, as it will be sedhese definitions do also reflect

serious nuances among themselves.

Decentralization has been defined by the OECD laes titansfer of responsibility to
democratically independent lower levels of governméhereby giving them more
managerial discretion, but not necessarily moranamal independence” (OECD
1997: 17).

European Observatory on Health Systems and Poli¢ESHSP}* defines

decentralization as

changing relations within and between a variety of
organizational structures/ bodies, resulting inttl@sfer

of the authority to plan, make decisions or maragaic
functions from the national level to any organiaatior
agency at the sub-national level [...] or more gelhera

from higher to lower levels of governmefi.

Mills who has made an extensive study on the cdoedipation of decentralization
in health care systems has adopted the definitiadeniby Rondinelli et al. (1983) in
nearly the same words as they were used by theomutiThus she defines
decentralization as “the transfer of authority, dispersal of power, in public
planning, management and decision-making from titemnal level to sub-national
levels, or more generally from higher to lower levef government” (Mills 1990:
11).

Finally Vrangbaek who elaborates on “a typologydecentralization in health care”

defines decentralization as

24 The Observatory is a partnership between the WhHddlth Organization Regional Office for
Europe, the Governments of Belgium, Finland, Norw@lpvenia, Spain and Sweden, the Veneto
Region of Italy, the European Investment Bank, \tierld Bank, the London School of Economics
and Political Science (LSE), and the London SchafoHygiene & Tropical Medicine (LSHTM)
gWHO 2009a).

® WHO (2009a)
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the transfer of formal responsibility and powerntake
decisions regarding the management, production,
distribution, and/or financing of health servicesually
from a smaller to a larger number of geographically
organizationally separate actors (Vrangbaek 2@@7:
46).

When the common points made in these definitionsexplain the concept of
decentralization within the context of health caystems are examined, it can be
seen that they all take the “transfer of respohsitauthority” as the core definitive
phrase for decentralization. However although fbr cd these definitions this
“responsibility/authority  transfer” comprises thoseesponsibilities/authority
regarding planning, decision-making and managéuiations for some it does/does
not - may/may not cover “financial responsibilifeasthority” such as the authority to

raise and allocate resources.

The second most crucial point in these definitimsghat they all mention about a
transfer of responsibility/authority “from” somewiee“to” somewhere, however
these “locations” vary among different definitionss it will be seen below in this
section, different forms of decentralization arassified mainly according to these

differences in terms of the locations where resjtilitg/authority is transferred.

All in all to extract out a definition from the ab®mentioned attempts,
decentralization in health care systems could b&nekk as the “transfer of
responsibility/authority for decision-making in plang, management and/or
financing of (i.e. raising and allocating resourdes) health care services from
higher/central/governmental units to lower/sub-cafrton-governmental units”.

As we have already mentioned, following Rondinetlial. (1983) all these studies
that we have quoted here for their definitions decentralization classify the main
forms of decentralization as deconcentration, dgleg, devolution and

privatization.
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4.2 .2 Deconcentration

According to Rondinelli et al. deconcentration reféo “handing over of some
amount of administrative authority or responsipilio lower levels within central
government ministries and agencies” which entaitshéfting of the workload from

centrally located officials to staff or offices side of the national capital” (Rondinelli
et al. 1983: 14).

The authors state that in deconcentration someedisn is given to field agents for
planning and implementing programs and projectsmaty be to adjust central
directives to local conditions however within theubdaries of the guidelines set by

the central ministry or agency headquarters (Raelliiet al. 1983: 14).

OECD on the other hand defines deconcentrationtas ttansfer of responsibility

from central ministries to field offices or more tamomous agencies, thereby
becoming closer to citizens while remaining partcefhtral government” (OECD

1997: 17).

According to the definition made by the Europears@batory on Health Systems

and Policies (EOHSP), deconcentration denotes

passing some administrative authority from central
government offices to the local offices of central
government ministries [where] only administratiand
not political, authority is transferred to one oona lower
levels [as] in reality, all decisions continuedld® made

in the capitef

EOHSP states that this term has also been cakethtimisterial” model.

To make things more concrete EOHSP gives an exasapiag that deconcentration
in a Ministry of Health would mean that sub-natib(district/regional/local) level
administrative units of the Ministry take over admstrative duties which were

previously undertaken by the Ministry. However in doing the sub-national

26 \WHO (2009a)
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administrative units of the Ministry would remaimb®rdinate to the national
government (e.g. health authorities at provincratlistrict level, health management

boards).

According to Mills deconcentration refers to “theanlding over of some
administrative authority to locally-based officek aentral government ministries”
and it entails “the transfer of administrative etithan political authority” and thus

is “the least extensive form of decentralizatiollil{s 1990: 16).

Mills distinguishes between two different pattewfsdeconcentration- the vertical

pattern and the integrated pattern:

Under Vertical Pattern of Local Administration, theeal staff of each ministry is
responsible to his/her own ministry although somenf of coordinating structure

(e.g. district development committee) may be set up

Under Integrated Pattern of Local Administratiofs@dacalled Prefectoral Pattern) a
local representative of central government (ejgyedect, governor or district officer)
who is accountable to a central government agesugh(as the Ministry of Interior
or the Ministry of Local Government) is made resgble for the performance of all

government functions in his/ her area.

The author states that

for the Ministry of Health [deconcentration] imgdie
establishing local (e.g. district level) managemetith
clearly defined administrative duties and with grée of
discretion that would enable the local officialsttanage
without constant reference to ministry headquarters
(Mills 1990: 16).

According to her deconcentration may be accompabjedmalgamation of central
and local government health services within newridisorganizations in order to

facilitate planning and management of health ses/en an integrated basis across
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the whole distric?. Or it can be in the form that certain servicéthin the district,

such as referral and specialized hospitals, magireairectly under central control
while other services are set as local respongibititg. in England in the pre-1974
period, primary and secondary health care servigese managed locally but

teaching hospitals remained directly responsibiagocentre (Mills 1990: 18).

Finally Vrangbaek defines deconcentration as the

transfer of responsibility and power from a smaller
number to a larger number of administrative acigtkin

a formal administrative structure (vertical
deconcentration) or from central management torothe
non-managerial groups such as health professionals
(horizontal deconcentration) (Vrangbaek 2007: 48).

For a typical example of vertical deconcentratiorhealth care systems Vrangbaek
quotes the transfer of power from central authesitio Strategic Health Authorities

(which are seen as the local representatives afe¢htral level) in the UK.

To extract out a definition for deconcentrationdrawing upon the aforementioned
attempts made in this regard, deconcentration cbaldlefined as the “transfer of
some amount of administrative responsibility/auttydirom the central government
agency to its field units where some discretion gisen for planning and

implementing the programs whose essence has béemdi®ed by the center which

also dictates the boundaries of the provided disgereéhrough detailed guidelines.”

4.2.3 Delegation

Rondinelli et al. define delegation as the “transié managerial responsibility for
specifically defined functions to organizations tthare outside the regular

2" E.g. In the UK under the 1974 re-organization lné National Health Service local authority
responsibility for Community Health Services waansferred to the National Health Service and at
the same time new District and Area Health Autlhesitvere set up to take on district and area-wide
responsibilities for health care to replace thevimesly fragmented system for hospital and
community health services management. MoreoveOBR1Area level of management was removed
and the District and and Sub-district level managinstructures were strengthened. Nevertheless the
UK Depratment of Health and Social Security hasaieed as the ultimate responsible for the actions
of the National Health Service: i.e. administratawehority has been decentralized but not theipalit
authority (Mills 1990: 18).
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bureaucratic structure and that are only indireatigntrolled by the central
government” (Rondinelli et al. 1983:19).

According to this definition the agent/organizatimnwhich specified functions are
transferred has broad discretion to carry out tHasetions however the ultimate
responsibility remains with the sovereign authortty which those functions

belonged to beforehand.

The authors quote the creation of regional devetygnagencies, special function
authorities and semi-autonomous project implememtainits- which are common

particularly in developing countries- as exampliededegation.

According to the authors delegation has been ugethd governments for various

purposes:

as a way of removing important functions from ir@ént government bureaucracies
(it is assumed that autonomy or semi-autonomy freé the organizations from all
sorts of inefficiencies), as a means of maintairguaglic control over highly profitable
or valuable resources and as a way of providinglg@nd services for which user or
unit charges can be determined. In this regard éngye that delegation could be used
as a way of offering public goods and services uphoa more "business-like"
organizational structure that makes use of manalgand accounting techniques

normally associated with private enterprise (Roalliiet al. 1983: 19-20).

OECD'’s definition for delegation is more regulationented and it is used to define
“the formal relationship in which competence foraspect of the regulatory process
is given by one level of government to a seconelle¥ government” (OECD 1997:
17).

European Observatory on Health Systems and Pol[E@$1SP) defines delegation
as passing responsibilities for planning and imgetimg decisions relating to
particular activities to local offices or organimais outside the structure of the

central government such as quasi-public (non-gawemnal) organizations without
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direct supervision by a higher authority (centravgrnment) which however retains
indirect controf®.

Mills makes a similar definition for delegation asites that it involves the transfer
of managerial responsibility for defined functiotts organizations (often termed
“parastatal organizations”) that are outside th&re¢ government structure and only
indirectly controlled by the central government whehe ultimate responsibility

rests although the agent has broad discretionrty cait its specified functions and

duties (Mills 1990: 21-22).

Mills quotes two examples of delegation from thaltfecare sector: 1. Management
of teaching hospitals which are organized as pati@sinstitutions with their own
board of management and which are loosely resplentlihe Ministry of Health 2.
Provision of medical care financed by social insge where “decentralized
organizations” which are structured as institutesouncils with their own governing

boards, sources of funding, property and legalistptovide services.

As did Rondinelli et al. (1983), Mills also ment®rihat governments may see
delegation as a means for avoiding the inefficienaly direct government
management, for increasing cost control and falirgeup an organization that is
responsive and flexible. Moreover for her delegatis not incompatible with
deconcentration as both have been suggested foBritish NHS where it was
thought that delegation on the lines of a publigpocation model might remove the
NHS from the political arena and make it more éffit. Besides these however she
points out that delegation might cause problemsoafrdination and duplication of
services (Mills 1990: 22)

ZBWHO (2009a)
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Vrangbaek takes delegation together with autonamizaand says that these two
terms refer to “the transfer of selected functibtmsnore or less autonomous public

organizational management” (Vrangbaek 2007: 49).

According to him delegation should be seen as linmtdeconcentration of
responsibilities but for limited functions, usuafty specific periods of time and to
organizational or network levels that are less diliyecontrolled by the public
hierarchical structure” (Vrangbaek 2007: 49).

He states that delegation and autonomization atenofmplemented through
contracting in health care services. In this regasdmore specific examples of
delegation/autonomization in health care he qutitescreation of semi-autonomous
entities (public enterprises) to arrange and delhaspital care in Norway, the role
of sickness funds in negotiating budgets with hadpiin social insurance systems
and the creation of implementation networks inatgdipublic and privately

practising doctors and patient organizations iresghealth care systems.

Drawing upon these definitions delegation can béindd as the transfer of
managerial (planning/implementing) responsibilitgfeority for specifically defined

functions to agents/organizations which are outtéeregular bureaucratic structure
of the central government (e.g. quasi-public/nomegomental/parastatal
organizations) whereby the central government eathe ultimate responsibility and
exerts only indirect supervision over the agen#laigation which enjoys broad
discretion to carry out the specified responsib#ifunctions transferred to

themselves.

90



4.2.4 Devolutior?®

Rondinelli et al. defines devolution as “the creator strengthening-financially or
legally-of sub-national units of government, thé\aites of which are substantially

outside the direct control of the central governth@Rondinelli et al. 1983: 24).

After making this brief definition the authors etmhte on the legal autonomy
enjoyed by local governments vis a vis the ceng@alernment where the latter
exercises only indirect supervisory control ovee flormer as specified in legal
terms. They also refer to the recognized geograplicundaries and the exclusive
authorities enjoyed by local governments to perfgmanted or reserved functions
where they may also raise revenues and make expersl{Rondinelli et al. 1983:
25).

OECD puts forward a very broad definition for dexan which simply states that it
is “used as an umbrella term covering all formsrafsfer of responsibility” (OECD
1997: 17).

According to the European Observatory on Healthe®ys and Policies (EOHSP),
devolution involves passing responsibility withpest to a defined set of functions
to sub-national levels of government (regional ocal government) that are
substantially independent of the national levelwéweer with or without financial

responsibility (i.e. the ability to raise and speadenuesy.

Political decentralization is another name usediéwolution by the EOHSP.

EOHSP states that the most critical difference betw devolution and

deconcentration is that in devolution the sub-matiolevels in question are

? Political devolution and administrative devolutiare the two major types of devolution. Here it is
administrative devolution which this study attemgs understanding while trying to analyse
decentralization in health care systems as it ssibte to have administrative devolution in unitary
states.

3QwHO (2009a)

91



substantially independent of the national governméth respect to their functions

and responsibilities.

Mills defines devolution as the “creation or strdmening of sub-national levels of
government (often termed as local government omll@uthorities) which are

substantially independent of the national levelhwiespect to a defined set of
functions, which have clear legal status, recoghigeographical boundaries, a
number of functions to perform and statutory authidio raise revenue and make
expenditures” (Mills 1990: 19).

She states that since local authorities are largetiependent of the national
government in their areas of responsibility comgareo the subordinate
administrative units, devolution implies a much moadical restructuring of health

service organization than deconcentration.

Mills also draws attention to the fact that devintin health care services creates
heavy demands on recurrent expenditure and thtteirface of local governments
which usually have a very limited tax base and Wlaoe reliant on revenue sources
such as land or property taxes which cannot bdyeasireased, things usually get
complicated. In the end local governments beconavilyedependent on central
government which implies a reduction in their aatoly. Therefore she says in
developed countries the trend has been to shifithhearvices ownership and/or
financing out of local governments as health sewitave become too expensive for

them to carry odt.

Vrangbaek also refers to devolution as politicatederalization and defines it as
“decentralization to lower level political authoes such as regions or

municipalities” (Vrangbaek 2007:48).

31 As it will be explained in detail in the relevasgctions of this study, within the context of tlee r

organization of the administrative system in TurkBgasic Law on Public Administration (Kamu

Yonetimi Temel Kanunu) foresaw a system where resipdities for health care services were
devolved to provincial local governments- type ofdl government in this country. However later
this was not practiced and local governments wearegiven any responsibility regarding health
services.
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He gives examples of devolution of power to Scat]avales and Northern Ireland
in the UK and devolution of powers to regional amdinicipal authorities in

Scandinavia.

He argues that political devolution may apply tbfahctional areas of health care

such as financing, arranging, delivery, and the.lik

He also points out that under devolution the céméneel keeps various regulatory
and supervisory duties and that what happens intipeais mixed responsibility
among levels which may provide some flexibilityadjust to changing conditions or
may lead to duplications and ambiguities in resmiitses (Vrangbaek 2007: 48).

Vrangbaek states that although in theory it is fbsdo talk about devolution to
organizational level elected boards (e.g. usedolyesschools in Scandinavia) this is

uncommon for health care and would be restrictecety specific functions.

Finally he states that devolution has a more cohegrsive character than the other
forms of decentralization mostly because it entagssiderations for democracy,
participation and legitimacy (Vrangbaek 2007: 50).

Drawing upon the aforementioned definitions it asgible to define devolution as
the transfer of responsibility/authority with respéo a defined set of functions to
lower level political authorities- namely to subtinaal levels of government such as
local/regional governments- which have clear lesjatus, recognized geographical
boundaries and substantial independence from th&ategovernment which has
only legally defined indirect supervisory contralen them and which retains various
regulatory duties. In devolution the local authpiih question may/may not have

statutory financial authority to raise revenues arake expenditures.
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4.2.5 Privatization
According to Rondinelli et al. privatization asarh of decentralization occurs when

governments divest themselves of responsibility for
functions [e.g. for producing goods or supplyingvaees]
[that were previously offered by parastatal or bl
corporations] either by transferring them to voargt
organizations or by allowing them to be performed b
private enterprises (Rondinelli et al. 1983: 28).

Rondinelli et al. quote the cases where the govemntransfers responsibility to
"parallel organizations" such as national induktial trade associations, professional
groups, religious organizations, political parties cooperatives as forms of
privatization. In such cases these parallel orgditinas are given the responsibility to
license, regulate or supervise their members irfopamg functions that were

previously performed or regulated by the governnfRoindinelli et al. 1983: 28)

European Observatory on Health Systems and Poli¢de©HSP) defines

privatization in health sector as “the transfepwainership and government functions
from public to private bodies, which may consistvofuntary organizations and for-
profit and not-for-profit private organizations [e#e] the degree of government

regulation is variablé®.

Mills makes a similar definition whereby she statest “privatization involves the

transfer of government functions to voluntary ofngations or to private profit-

making or non-profit-making enterprises, with ai&ble degree of government
regulation” (Mills 1990: 22).

According to Vrangbaek “privatization exists wheasponsibility for particular
functions is transferred from public to privateasteither permanently (e.g. through
purchase) or for particular time periods (e.g. tigio contracting)” (Vrangbaek 2007:
49).

32WHO (2009a)
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For him it is possible to have privatization of ltedunctions at all levels however he
says it is more common to have this through redion#ocal level contracts (e.g. in
social health insurance systems contracts are matieprivate deliverers) and he
adds that in such privatizations there may occumesaransfer of power to

geographically or organizationally separate unfimaggbaek 2007: 49-50).

Vrangbaek sees public-private partnerships as abiration of delegation and

privatization and the issue of patient choice aslittal privatization of the demand
function in health care” where in the latter caBe funding and delivery remain

public although the decisions that would have gmagact on the finance of services
are privatized. Moreover he says that in certaumtges patient choice covers private
health care services besides the public ones (WBeeig2007: 49-50).

The author also mentions the adoption of user patgnand voluntary private
insurance as “different and far-reaching examptdsprivatizing health care finance
which “reduces political and/or administrative resgibility for the financing of

health services to particular groups” (Vrangbae®@72®0).

Drawing upon these definitions, privatization asoam of decentralization can be
defined as the transfer of responsibility/ownersfop particular functions either
permanently (e.g. through purchase) or for a spetime period (e.g. through
contracting) from public bodies to voluntary orgaations, not-for-profit or for-profit
private organizations and to parallel organizati@msh as national industrial or trade
associations, professional groups, cooperatives), ethere the degree of regulation

retained by the central government varies.

In this section so far the framework which wastfidevised by Rondinelli et al.
(1983) and then became dominant in the studies/zingl decentralization in health
care systems has been briefly reviewed. As it & sdthough they look at the issue
from the same point of view, definitions made frathin this framework also differ
in various respects. In this regard this sectieedtto shed light on this definitional
confusion by trying to extract out common definisodrawing upon the definitions

made within this framework.
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In addition to this framework which can be callb@ Rondinelli Framework, there
are other classifications and elaborations on dea@&ation which are worth

mentioning here:

Burns et al. 1994 (quoted in Peckham et al. 200%:ahd Hambleton et al. 1996
(quoted in Peckham et al. 2005: 30) have made egcatation by underlining

various aspects of decentralization that are furesah to them. In this regard Burns
et al. identified the following five-dimensional tegorization for decentralization
(Burns et al. 1994 quoted in Peckham et al. 200%: 3

Localization: physical re-location to local officag/ay from a central point
Flexibility: multi-disciplinary teams and multi-dkng

Devolution: decision-making powers are delegated

Organisational: re-orientation of organizationdlres and culture

Democratisation: widening opportunities for pubtigolvement

In a similar way Hambleton et al. put forward tledwing framework (Hambleton
et al. 1996 quoted in Peckham et al. 2005: 30):

Geography-based: physical dispersal
Power-based: decision-making authority delegated
Managerial: improving the quality of services

Political: enhancing local democracy

As Peckham et al. put it, there is a potential layebetween categories in these
classifications- e.g. between power and politicatiegories (Peckham et al. 2005:
30). Moreover it is evident that they do not pr@veh encompassing framework for
explaining decentralization. However as they paintifferent aspects of the issue

they are worth quoting here.

In addition to these it is also a common trend lassify decentralization as
functional decentralization vs. geographical (dvaaed) decentralization. In

functional decentralization authority for performiparticular functions- e.g. health
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care- is transferred to a specialized local offiednereas in geographical
decentralization broad responsibilities for publinctions are transferred to local

organizations that have well-defined geographicairalaries (Mills 1990: 15-16).

Mills states that organization of health servicemyrbe decentralized in either way.
However she says the Ministry of Health may welldnenore power to influence the
degree of functional decentralization than thagedgraphical decentralization (Mills
1990: 15-16). According to the definition made bwtéhcroft in an area-based
system prefects are responsible for implementihgsglects of national policy within
their sub-national units whereas in a function-dasestem each national department
maintains its own field staff of specialists resgibie for implementing the particular
programs of that functionally- defined departmerirotghout the country
(Hutchcroft 2001: 30).

Drawing upon these definitions it can be very lyiebaid that territorial
decentralization is used to refer to the transfdr responsibility/authority
(administrative or financial) to local authoritigfer health-related issues and
functional decentralization is used to refer to tlansfer of responsibility/authority
to health care organizations (e.g. hospitals oeroiealth care providers), to the field
units of the Ministry of Health or to the agencestablished to perform specified

tasks at some specified levels (e.g. establishaadtim authorities at regional level).

When health care reforms aiming at a decentralggestem are analysed it is seen
that although these two ways of decentralizationldcde adopted together it is
functional decentralization which is more commod amich has started to dominate
these reforms. In the case of Turkey at the beggterritorial decentralization was
foreseen for the health care services- as the Basic on Public Administration
declared that majority of the health care serviegsild be carried out by the
Provincial Local Governments. However later withe tradoption of Health
Transformation Programme it is functional deceitedion which has started to

dominate reforms in health care system.
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Another very common way of classifying decentrdlma is administrative -
political and financial decentralization. Howevdiist classification is also highly
disputed as different authors made different defing for these categories-
particularly for administrative and political det¢etization. Drawing upon those
different definitions it would be more appropriate define administrative
decentralization as “decentralization of powers &ntttions vertically within the
same corporate entity” and political decentralmatas “decentralization of powers
and functions to a different corporate entity withine public sector such as the local
government” (Atun 2007: 247).

It is rather more common to refer to deconcentratimd delegation as forms of
administrative decentralization and devolution dsren of political decentralization
(Atun 2007: 247; Vrangbaek 2007: 48; European Qlagery on Health Systems
and Policies-EOHSP). However there are authors Hkgchcroft who consider
devolution as a form of administrative decentrdiara(Hutcroft 2001: 25) according
to whom the impact of administrative decentral@ativould be more in an area-

based system than in a function-based one (Hutftt2001: 44).

Here it seems quite useful to quote the review niad8ossert regarding the four
major analytical frameworks that have been usedtulies on decentralization in
health care sector (Bossert 1998 quoted in Pecldtain 2005: 23):

Public Administration Framework: For Bossert thisthe one that has been put

forward by Rondinelli as deconcentration, delegataevolution and privatization.

Local Fiscal Choice Framework which for him is lkasg the contribution of

economists writing about fiscal federalism.

Social Capital Framework is the one linked to therkvof Putnam which suggests
that localities with long and deep histories obsgly- established civic organization
will have better performing decentralized governtaetihan localities which lack
these networks of associations. This frameworlaid ® be built on the work of de

Tocqueville and is linked to works on local demagrand democratic theory.
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Principal/Agent Theory Framework is the one whialgély draws on the works of
economists who examine the relations between timcipal who has specified
objectives (e.g. central government) and the agérd achieves these objectives
(e.g. local authorities or hospitals). Its focuses the different ways (e.g. using
hierarchical, market or network strategies)- undemnditions of information
asymmetry- in which that objectives can be achievidds framework is the one

favoured by Bossert on which he develops his canafplecision space’.

At the end of discussions on the frameworks progose conceptualize
decentralization so far, quoting the evaluation endg Peckham et al. on these
frameworks would be quite contributing to this studccording to Peckham et al.
(2005: 33-34):

-These frameworks generally tend to focus on omgiunal and geographical
aspects and are concerned more with describingintgutional framework of
government or administrative systems. Thereforg @igue that there is need to
identify the extent of autonomy and what area divdg or responsibility that

autonomy relates to.

-There is limited applicability of any single framerk that can be applied in all

circumstances.

-With respect to health care it is also importdmat tany framework can capture not
just organizational contexts but also the placthefindividual within the health care
system as clinician, health care practitioner diepéd Moreover they say that it is
also important to capture the role of central gowents as funder, regulator and
steward of health and the increasing role of ir@Bomal dynamics of health care

services and the role of central professional agdlatory bodies.

According to Peckham et al. the frameworks put todvso far tells very little about
the most crucial aspects of decentralization, wiigy call the “what” and “where”
of decentralization. They argue that any framewarkhis regard should ask and

answer the following two main questions: (Peckhaial.e2005: 37-43)
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What is decentralized? (Which tasks, inputs, preegsand/or outputs are
decentralized?)

From where to where they are decentralized? (Gldhaiope, Nation State, Region,

Organisation, Sub-unit, individual?)

Elaborating on these two axes Peckham et al. divise Arrows Framework which
they say contain all these aspects together artdwhich they say it is possible to

show that centralization and decentralization cgadogether.

It should be underlined that the Arrows Framewooksi make it possible to match
these two crucial questions. However these aradréhe questions which were also
asked implicitly in the definitions made by the Rorelli Framework and some

others. Nevertheless it is good to have thesehegat a single Framework.

Finally it would be quite suitable to end this sectwith the suggestion made by
Peckham et al. that it is necessary to developnaegual model and a framework
for health services decentralization as much ofthdence used has been generated
in other contexts, sectors, countries and thahéurtesearch is needed to understand
what is transferable or generalizable (Peckham. &085: 130). This seems a very
valid suggestion that should be paid attentions Btudy tried to review the present
frameworks and tried to get at certain conclusimos their definitions about what
does decentralization mean in health care sector.afiempt at developing a
framework for health care decentralization in Tyrke in UK could be the next

study that would follow this current one.

Objectives of decentralization and the issue ofsp(and very rarely cons) of
decentralization in health care systems are higldporated in literature (OECD
1997; Bankauskaite and Saltman 2007: 15-16; Kinnuee al. 2007: 171-172;
Koivusalo et al. 2007: 193; Atun 2007: 247; Peckteral. 2005: 26)

Here the list put forward by Rondinelli et al. (B)&an be quoted as reflecting the

dominant outlook in literature on the objectives d&centralization in health care
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systems. It is usually the case that any reforengit towards decentralizing a health
care system justifies itself with these objectives.

Rondinelli et al. summarize the objectives of déi@ization as follows: (Rondinelli
et al. 1983: 9-11):

to reduce overload and congestion in the channdlsadministration and

communication and reduce delays,

improve government's responsiveness to the puliitt @ercome administrators'

indifference to satisfying the needs of their digde,

increase the quantity and quality of the servibesgovernment provides,

serve as a way of managing national economic dpuwedot more effectively or

efficiently,

serve as a means of creating larger numbers ¢édladministrators and managers as
such skills are said to become strengthened whemnétrators have meaningful

managerial responsibilities,

serve as a way of mobilizing support for nationaVelopment policies by making

them better known at the local level,

allow projects to be completed sooner by givingalananagers greater discretion in
decision-making so as to enable them to cut thrdhgh'red tape" and the ponderous
procedures often associated with over-centralizigdiistrations,

increase the efficiency of central ministries bijengng top management of routine,

repetitive tasks and allowing them more time tonpénd monitor programs that

absolutely require central direction or control,
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increase the ability of central government offisiéb obtain better and less suspect
information about local or regional conditions ahds to plan local programs more
responsively and to react more quickly to unanéitgd problems that may inevitably

arise during implementation,

provide greater participation in development plagnand management by allowing
groups in different regions to participate in demismaking and thus increase their

stake in maintaining political stability and pronmgt national unity,

motivate community leaders to take an active roleate better communications
between local residents and leaders and betweert &l national officials, and

increase community solidarity and interest in refqrojects,

provide greater equity in the allocation of goveeminresources as representatives of
a wide variety of political, religious, ethnic, ansbcial groups participate in

development decision-making,

provide easy monitor of deterioration or breakdowns

and finally it is argued that sub-national admmaigsons are more effective levels at

which to coordinate actions requiring the partitigra of many agencies.

In literature “there is a predominant view that elgcalization is in itself a good thing
both in terms of process and outcome” (Peckham. &2085: 26) and it is assumed
that having a more decentralized system in heath sector would make the health

care system in question get more closer to thegeles.

Peckham et al. provides a good summary of the keyraptions made on the impact
of decentralization in health care systems indii@re- which would be quite useful to
guote here (Peckham et al. 2005: 27-28):

Assumptions about outcomes: Decentralization irsgegrofessional autonomy and

this enables autonomous professionals to makedbedgcisions and thus in the end
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help increase clinical efficiency. (However it isted that this contradicts with the
idea of evidence-based medicine which assumeseth@éence is clear-cut in clinical

decision-making.)

Assumptions about process measures: Decentrahizacreases decision load by
sharing it with more people; increases organizalidtexibility; increases quicker
responses and provides easier coordination amatigidoals (no matter it makes

overall coordination harder).

Assumptions about humanity: Decentralization magkaislic agencies become more
conscious of their relations with local communitiesore open, accountable and
responsive towards them which in the end make timeme effective in meeting their

needs and thus attain more effective outcomes.

Assumptions about staff morale/satisfaction: Deedization increases managerial
autonomy, job satisfaction, job loyalty, self-caitand generates higher morale.
(However it is declared that it becomes more diffic¢o recruit skilled officials at

local level).

Assumptions about Equity (Horizontal but not Vet)jc Decentralization allows
services to better meet the needs of particulanggdthis is usually attained through
targeted funding) and thus improve horizontal gquiHowever the more common

assumption is that decentralization widens locaktian and inequality).

Assumptions about allocative efficiency: Decenpatiion allows sensitive service
delivery by targeting resources to particular araad groups which in the end

improves the quality of services.
In the same vein by increasing patient responss&nand accountability

decentralization provides better matching of pubkcvices to local needs which in
the end improves allocative efficiency.
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Assumptions about technical efficiency: Decentedlan leads to fewer levels of

bureaucracy, better knowledge of local costs, mttentive and responsive managers,
more experimentation and innovation, learning frdiversity, having smaller and

thus better performing organizations, cheaper sesvas they are provided locally,
easy control of costs, more organizational flexypiland quick responses which

altogether help increase technical/productive efficy.

Assumptions about centrally-set targets: Decer@tibn strengthens the hierarchical
chain of command between the center and localitythns ensures that central targets

are adhered through contractual relations.

Assumptions about responsiveness and accountaliyentralization

enhances civic participation (it neutralizes ertrexd local elites).

increases political stability

strengthens local democracy

improves community development

encourages political awareness

better reflects local preferences

increases accountability to and responsive and coauns relationship with local

population

However as it has been already mentioned in theveabsections while
operationalizing this research, the outcomes of Ifsapractices have revealed that
decentralized health care systems do not always dt&din these objectives and they
do not always verify these assumptions. On theraonit has been experienced that
decentralization may lead to problems such as &se® in inequity, inefficiencies of
scale, soft budgeting and the like and it has lsrgned that centralization can also
produce many of the positive outcomes attributeddexentralization such as
innovation (Koivusalo et al. 2007: 194-195; Walk$02 quoted in Peckham et al.
2005: 26¥. Therefore not only for the case of health careises but for any case in

general regarding decentralization, scale shoultd b® attributed any positive

#May be that is why in an increasing number of cadesentralization attempts have been
accompanied by re-centralization movements.
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connotations on itself which would otherwise lea @o ‘spatial fetishism”Yengul
2001: 144, 162).

Moreover it is known that despite the prevalencassiumptions about the benefits of
decentralization in health care systems there it® gulimited number of (usually of
low quality and context-specific) evidence to paw®/support for this (Peckham et al.
2005: 77, 123, 127). This is in fact one of thestmaroblematic issues about the
studies on decentralization in health care. Tioeeefs Kinnunen et al. state “it is
important to clarify which dimensions of a healtre system are being decentralized
and how it is financed, delivered, planned and legd” (Kinnunen et al. 2007:
168). In the same way as one of the reports framWorld Bank points out although
decentralization holds a lot of promises, whetheprovides any improvement
depends on its design and the institutional arnav@gs governing its
implementation (World Bank 2001: 4).

According to Rondinelli et al. who made long elaimns on the objectives of
decentralization, the results of the process inegdnhave been mixed. In some
countries they say it resulted in greater partiogpa more effective and efficient

administration and expanded administrative capactitywever they state that in
nearly all countries there occurred serious problemimplementation, insufficient

central political and bureaucratic support, inappiadely designed decentralization
policies and programs and failure to transfer sidfit financial resources to those

organizations to which responsibilities were shiftRondinelli et al. 1983: 4).

It is evident that there has been an increaseforms towards decentralization in
both Beveridge and Bismarckian countries in theldvodowever it is also quite
prevalent that there is a rising trend towardsagedtic interaction of decentralisation
and re-centralisation in health care systems. kamele in England health sector
reforms are usually said to have been characteligg@ven sometimes accused of
having) this kind of decentralization/re-centraliaa attempts going hand in hand or
in a successive manner (Baggott 2007).
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Many health systems and health reforms containrdesdezation (e.g. management
and service delivery are decentralized) and rerakration (e.g. standard-setting,
setting general economic targets and monitorinddeti@n are centralized) together.
(Maino et al. 2007: 122 and Atun 2007: 265).

What is more is it is argued that “regionalizatidrds emerged as a common trend —
kind of meeting point between these two trends etedtralization and re-
centralization (Axelsson et al. 2007: 144) As itkisown regionalization reforms
have become quite common in OECD countries fofabieseveral decades. Creation
of autonomous regions, Regional Development Agen@ad Regional Health

Authorities are some of the most common practiogkis regard.

Here it should also be noted that health care desdemation is highly related with
the political context of the country in questiordats constitutional set-up. Where
decentralization is popular and on the agendaagiuatry in general (in political and
administrative terms for example) and where thengeelbeen movements towards the
delegation of public services to lower constituéiblevels, it is usually the case that
health care decentralization is on the agenda aif pharticular country (e.g. Spain,
France, Turkey) (Axelsson et al. 2007: 144).

“Why is decentralization so much emphasized intheedre reforms?” emerges as
another question to be answered.

As it has been mentioned above, in literature deakration has been attributed
various objectives such as providing competitidficiency, participation, consumer
choice, closeness and sensitivity to the needseildcality and the like. However
besides these mainstream writings there are algsetlauthors who claim that
decentralization in health care systems has anptmpiose —which however may not
always be that explicit- namely privatization ofalta care services (e.g. Lister 2008;
Atun 2007). According to them that’s why the OEGMB, WTO and the health care
reforms encouraged by these global economic acios over-emphasize

decentralization of health care services. In fast kind of a statement does not seem
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wrong when one recognizes that these reforms tegettih their other components
exhibit strong orientations towards privatisatibe-it explicit or implicit.

In analysing health care systems decentralisasamsually considered as a way of
changing the organizational structure. From thispof view it is merely seen as a
way of re-allocation of responsibilities/authorstieegarding health care services
between different levels and organizations. AltHouthis constitutes a very

important aspect of decentralization it is notéhe of the story.

As it has been mentioned above, decentralizatisrats many things to do with the
efforts to change the system of health care finakiege it should be remembered
once more that health care decentralization isllysaecompanied by the efforts to
create an internal market within the health castesy with a separation of providers
and purchasers of health care services. In additidhis being one of the forms of
decentralization that has been referred to withim ¢ontext of health care systems

privatisation is another very important aspectetahtralization in health sector.

According to Mills in the face of great increasedamand and expenditures for
health care, governments have started to searciltBynative ways and sources for
health care finance. In this regard their reliaondhe private sector has increased to
a great extent (Mills 1990: 23). As it has beenlaxed in the above section severe
increase in demand for and expenditures on health services did hit the first row
among the reasons for the attempts at reformintitheare systems in almost every

country.

In this regard when taken together it would notMveng to say that among various
others, decentralization and accompanying prividisaattempts have been used as
the two very important tools for attaining the rasturing process in the public
sector which has been on the scene in the lastddscand that is why they have
been highly advocated by the New Public Managem@&mRM) Reforms and
encouraged by its major actors such as the OECDRhan'd/B.

107



As Koivusalo et al. points out NPM reforms are nwrely technical practices but
they reflect “political preferences for certain @égof values over others” and that
emphasis on decentralization within the contexduwh reforms usually implies cost-
cutting and privatization as the more clear-cutsa{ikoivusalo et al. 2007: 194). In
the same line of thought Mills argues that privatiizn is an ideological issue
whereby the ideal of a free market is considerbé tltimate’ in decentralization
policies by the proponents of a market system afthecare (Mills 1990: 23). As
Rondinelli et al. (1983:9) put it “the principal ole@nism of economic
decentralization [is] the market”. However Millgipts out that issues such as the
ability of the consumers to pay, motivation of gowers, patterns of government
regulation and equity in access to health carecaihe into question in these
circumstances (Mills 1990: 23).

Mills states that privatization might seem to b@ragmatic solution as voluntary
agencies and private organizations might providgaoe services more efficiently
than the government does and that they may daweotk in the areas that might
have been avoided by the government due to sexeaabns (e.g. because they are
controversial like family planning, because theg too expensive like geriatric care
or because they are more suited to voluntary pi@vikke home care). However she
says problems might also arise when the provisioseovices is privatized but the
cost of services is paid from the public funds lseain this case it is difficult to
provide cost control and cost escalation is noy éaprevent. Finally she also draws
attention to the fact that privatization does notef the government of its
responsibilities regarding health care manageme@nt. the contrary she says
privatization in health care requires strong reguilaauthority to monitor the supply

and quality of services across the country (MiB9Q: 23).

Relationship between decentralization and priveibrain health care services is
analyzed by authors who adopt a rather criticaloolt in analyzing health care
reforms (Atun 2007; Lister 2008; Soyer 2007). Arlaborates on how privatisation
is used as a decentralization strategy in heatitosen Europe and how the two have
been linked to each other (Atun 2007: 246-267).
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In this rather critical line of thought the maingament is usually that
decentralization in health sector (in certain cetgte¢ogether with the accompanying
re-centralization or regionalization processes) @sgbrivatization of health services

easier through various ways:

First of all decentralization makes it easier foe tentral government get rid of its
responsibility for the provision of health carevdegs and provide easy privatisation
in this regard (Lister 2008: 124; Roberts et aD&20162).

Secondly together with other components of headtlte aeforms it provides easy
channelling of public funds to the private sect8oyer 2007: 105). Severe and
unnecessary increase in the expenditures madeebprihate hospitals within the
context of the reimbursement system of the Soaalufty Institution (SSI), which
has also been detected by the Social Securitytutist itself, will be touched upon
in the following sections while discussing the irogsaof the HTP on economic and
political dimensions of the health care systens Hlso argued that the merger of the
former Social Security Hospitals (SSK HospitalsthwPublic Hospitals (Devlet
Hastanesi) - which can be considered as an exaafipie-centralization- has been
done in order to make it easier to privatize vagisections of health care services
and to override the bargaining power which the famn&SK Hospitals used to enjoy
in purchasing their pharmaceutical needs. Moregisng hospitals autonomy and
thus making them less tied to the public systesaid to make it possible and easier

to privatise health care services in the succeggiases of reform.

Thirdly emphasis on a participatory governance rhmehealth care administration
makes it easier for the powerful interest groups$oeal level to manipulate these
services in various ways according to their intesr@sister 2008: 123).

As it has been already mentioned, decentralizadfdmealth care services cannot be
analyzed without referring to the neoliberal restudng of the public sector where
the global actors/supporters of this process ssdma OECD, WB, and WTO have
been the very supporters of health care reformeriiag a decentralized system.

Therefore emphasis on decentralization in healte ceforms could also be analyzed
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within the globalization/decentralization framewawvkere the two are two faces of
the same phenomenon rather than being two contoagliprocesses (Keating and
Hooghe 2001: 242). Decentralizing health serviceken it easier for the global
capital to invest in health sector of that coun¥TO is known to be pressing hard
to apply the GATS to health care services. As iwil-known health care has
become quite an attractive sector to invest eslhedta the big companies working

on a global scale which try to manipulate any opputy for their interest. In this

regard global capital sees health and anythingeeléo “healthy living” as good

areas of investment and decentralized systems mha&easier for them to penetrate
easier into these systems.

Finally the following questions could be asked:itlgpossible to talk about the
emergence of a global model for health care refaegsrding decentralization? Is
there a World Bank Model that dominates as LisE€08) argues? Is it possible to
get at any conclusions in this regard by lookinthatpractices of decentralization in

health care systems in different countries?

When decentralization-oriented reforms that havenban the agenda of health care
systems are analysed, it is seen that in genazgldb not exhibit a total detachment
from centralized tendencies at all- on the contridugy sometimes utilize the co-
existence or successive manipulation of the twayidtmlization has also played a
key role in this regard. However among the formsl@entralization that have been
elaborated on in the above sections regardingtheate systems, it is delegation and
privatization which dominate health care reformg@mneral. That is to say in these
reforms it is a more common attitude to transfespomsibility/authority for health
care services to autonomous health institutionkegagion) or to for-profit or not-for
profit private institutions (privatisation) rathehan delegating them to local
authorities (devolution)- which implies that furwtal decentralization is more

common than territorial decentralization.

Although it is not within the scope of this studp tmake comprehensive
examinations of the countries that have been rafgmnheir health care systems

along decentralization trends some of them canumted to make things somewhat

110



more concrete. In this regard Sweden, Norway, UlaiRd and even the incipient
case of Turkey can be quoted as some of the exanapi@®ng many others for re-
centralization in health care services. In most dhese cases
responsibilities/authorities which had been devlt@ regional or municipal level
(e.g. responsibility for the operation of local pibals) were transferred back to the
national level (Axelsson et al. 2007: 162; Bagqti07: 135; Roberts et al. 2008:
162). Regionalization has been another common trenanost of the OECD
countries where France, UK and again Turkey caqumed as some of the many
examples where there have been attempts to cresgmnal (and usually
autonomous) health authorities. In the same veinlegddon of
responsibility/authority to individual hospitals iwwh are expected to undertake self-
management is also another common trend seen s$e twintries. Finally making
health care services be provided by private irtgis (either by those for-profit or
those not-for-profit) and encouraging private psomn of health services including
private health insurance have become another contrand in most of the countries
that have been undergoing health reforms beside® & which has been the heading

country in this regard.

Therefore it is possible to say that there is @aerdegree of convergence among
health care reforms having been taking place al ¢hve world where privatization,

delegation and regionalization emerges as the m@stmon patterns in reforms

aiming at decentralization in health care and wladh also accompanied by certain
re-centralization attempts where it is seen necg$seanake the reformation process
continue. As it has been discussed above, thisezgence has many things to do
with the NPM reform tradition which have startedtd®e place since early 1980s as
a response to the need to restructure the state wis the requirements of the
capitalist system then and the successive oneshvdaime to fore since then with a
similar logic behind which the strong position bétglobal actors such as the OECD,
WB, WTO and the like working in collaboration witthe state in question

undertaking these reforms can be seen.
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CHAPTER 5

HEALTH CARE FINANCE

5.1 Health Care Finance

At the beginning of this chapter a brief clarificet of several concepts that are used

in the study of health care finance seems to hesef

The word “financing” refers to “all mechanisms f@ising the money that pays for
activities in the health sector [which] include ¢ax insurance premiums and direct
payments by patients” (Roberts et al. 2008: 26)RAberts et al. state “the design of
the institutions that collect the money and allawatof the resources to different
priorities are also parts of financing”. (Robertsak 2008: 26). In short financing is
generally defined as “the mechanisms by which maseyobilized to fund health
sector activities and how it is used/allocated”l{Bas et al. 2008: 153).

“Funding” on the other hand is rather broader ia meaning, referring to

provision/supply of money for health care purpagiesmgman, 1995).

In this study within the context of health careteethere would be instances where

the concepts of financing and funding might be usestchangeably.

Finally “payment” which refers to “the methods teainsferring money to health care
providers in the form of fees, capitation, out afcket payments, etc.” is another
concept which is highly used in health care finafiReberts et al. 2008: 27).

5.2 Different Methods for Funding Health Care Systms

In this section different types of health care fioa will be briefly explained and
their relationship with different types of healtire systems will be emphasized- e.g.

which type of financing dominates which system?
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In fact in theory there are two extreme methoddif@ncing health care services: 1.
having everything financed out of public funds.having everything financed by
individuals demanding health care services. Howeivepractice countries usually
have hybrid models designed somewhere in betweesethwo extreme cases.
(Saglhik Bakanlgl 2003: 16).

Main methods used for financing health care systeansbe listed as follows
5.2.1 General (Tax) Revenue

In this method health care system is financed miauat of the general budget where

many kinds of taxes - such as direct taxes (eigopal income tax, corporate profit

tax, property tax), indirect taxes (e.g. sales vakje-added tax, import duties, export
taxes), national or local taxes, general or hypratexl taxes (i.e. taxes earmarked for
health care which can be either direct or indire@je used (Mossialos et al. 2007:
14-16).

It is commonly observed that where health careesystare mainly financed out of
general tax revenues they usually have to compétie all the other publicly-
financed services such as education, defense andikih in order to get more

government funds.

Both rich and poor countries use general tax regexsua major source for financing
their health systems. The richer the county thgelathe share it allocates from
general revenues for its health care expendituhés4s mainly due to its larger tax
base and increased ability to collect taxes. (Rebetral. 2008: 164). Low income
countries on the other hand tend to rely more @y-é& collect taxes such as import
and export fees in financing their health careesyst (Roberts et al. 2008: 161).

34Being the two most recent and quite comprehengieeasy-to understand texts written on health
care finance, works by Roberts et al. (2008: 168)1ahd Mossialos et al. (2007: 14-25) will be
frequently referred to and quoted in this section.
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It is known that different types of taxation haveéfadent equity and efficiency
connotations as they place different burdens orfer@ifit population groups
(Mossialos et al. 2007: 14 and Roberts et al. 20@88). Nevertheless it is general
revenue financing of health care services whichcisepted to allow some degree of
tailoring in meeting horizontal and vertical equatyncerns and to have the capacity
to pool health risks across a wide population (Risbet al. 2008: 165).

It is also argued that general revenue financingvides high level political
accountability with the justification that in demmatic systems key decisions
regarding taxation and their allocations are maa®ugh legislative processes.
Nevertheless it is not possible to attain full sa@arency in processes such as tax
concessions when for example a tax-payer is exa@mptemade to pay lower
amounts of taxes since he/she made investmentsaithhcare (Roberts et al. 2008:
161). Moreover since it is rather easily control®dthe political authority, general
revenue financing might be risky in weak politisgstems and in those systems that
are open to corruption/favoritism. Furthermore ¢heright occur problems in those
countries where public acceptability and colledtgbof taxes are low (Roberts et al.
2008:165). In addition to these it should also ketkin mind that extensive data

systems are required for certain types of tax regsrfRoberts et al. 2008: 161)

As it has been mentioned general tax revenue igjarmource for financing health
care systems in the majority of the countries a#rathe world. Regardless of the
dominant method of financing health services in pasticular country, it is usually
the case that certain types of health care seraieeprovided with some tax support-
e.g. public health services, preventive healthisesvor health care services for the
poor. This is mainly because of the fact that “sagan be re-distributive and can be
raised from a broad base” (Roberts et al. 2008).165

Mossialos et al. (2007: 14) quote the following mwies for having health care

systems financed through general tax revenues:
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UK, which is taken as the stereotype for the Belggi Model, funds its National
Health Service mainly from direct taxation as ipredominantly a tax-based system

funded by public finance.

In France and lItaly hypothecated or earmarked imct@xes are used to finance
health care services. In Belgium and UK a certairt pf the tax revenues collected

from the sales of cigarettes are earmarked fottlheare expenditures.

Denmark, Finland, Norway, Sweden, Bulgaria andesi2@00 Italy are the countries
where regional or local taxes have been the maiincecof revenue for health care

services.

Spain, Portugal, Greece, Poland and Albania amealsted as the countries where

national taxes are the main source of revenuedaltin care.

5.2.2 Social Health Insurance

Social insurance is compulsory- i.e. “everyoneha eligible group must enroll and
pay the specified premium...[which]... is often [a] sified percent of the wage
[and thus] that person is entitled to the specifiedefits” (Roberts et al. 2008: 165).

Social insurance schemes cover only those workéws ave eligible- i.e. who are
entitled from among the formal sector. Therefora ifountry attempts at universal
coverage for all of its citizens/residents then gbgernment has to have recourse to
general tax revenue in order to subsidize those avkooutside the eligible group-
namely the pensioners, the unemployed, the poakes®in the informal sector, and
even some small businessmen and farmers (Robexts2€08: 165).

In countries which have Social Insurance Systemanums can be collected by a
single national health insurance fund (e.g. Crod&&tonia, Hungary and Slovakia),
by a single social insurance fund (e.g. Belgiuny)jfadependent funds (e.g. France),
by local branches of a national fund (e.g. Romarg)individual health insurance

funds either occupationally or geographically deir(e.g. Austria, Czech Republic,
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Germany, Lithuania, Switzerland) or by an assammtof insurance funds (e.g.
Luxembourg) (Mossialos and Dixon 2007: 17).

Social Health Insurance Systems are mainly emplageHurope where the core
Bismarckian systems (such as Germany and Frana)tte newly established
systems in the CEE countries after the collapsh®fSemashko systems are quoted
as the main examples and also in some Latin Ameré&gal far eastern countries.
While the Western European countries (Bismarckiaysteéins) have highly
established social insurance systems, those in Chiltries are rather newly-
established where the attraction of these systenes mainly due to their
independence from the central government and wheadth sector reforms have
been highly influenced by decentralization and gization attempts (Mossialos and
Dixon 2007: 17).

As it has been mentioned in the previous sectibiis the Bismarckian Systems
which are highly referred while studying Social urence Systems. These systems
operate through Sickness Funds which are non-poofiainizations divided along
industrial, geographic or occupational lines. I[tSkkness Funds which plan and
manage social insurance schemes and programs. tOndy limited extent can
Sickness Funds compete for enrollees and they ilgnatiow for limited variations

regarding benefit packages and consumer choicdsefioet al. 2008: 166).

Roberts et al. summarize the major differences éetwgeneral revenue-financed
health care systems (i.e. Beveridge Systems- englakd, Sweden) and Social
Insurance Systems (i.e. Bismarckian Systems- eagm@ny, Japan, Taiwan) as
follows: First of all in social insurance systemsntibutions/premiums paid are
earmarked only for the specified social insurancegmams. Secondly social
insurance funds are required to maintain their sady and they are expected to
exhibit more transparency and accountability. Fynsbcial insurance is not a right
of all citizens but only covers those who are élgiand who paid the minimum
contributions as the benefits they receive arenaftdated to their contributions- thus

the benefits are not welfare from the governmewbgts et al. 2008: 166).
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Different social insurance schemes have differeniitg connotations. Presence of
many social insurance plans imply less horizoniglity as this may lead to

situations where a more favorable mix of membeesodiered lower premium rates
or better care for the same price (Roberts et(l82166). This is also highly related
with the widely accepted idea that plans with ugpeome workers not only have

more revenue but also they are likely to have smalick populations given the

correlation of economic and health status (Robettal. 2008: 166). It is reported
that in Germany until inter-sickness fund transigese imposed in the 1990s, white
collar workers were paying lesser amounts of premicompared to those of blue
collars (Roberts et al. 2008: 166).

Social Insurance contributions are paid togethethieyemployer and the employees.
In general it is the workers who pay for the latgelsare of the social insurance
premiums- which is a fact underlined by both theand empirical observations.

This happens either directly in terms of real premipayment or indirectly by

getting lower wages. Ratio of premiums paid by eéhgployers to the contributions
made by the employees is closely related with teditions in the labor market,

particularly to the power of the related unionsi§Bus et al. 2008: 167).

Regarding risk pooling, social insurance only pdbks health risks of those workers
who are in the eligible formal sector and thus cedédy a particular social insurance
scheme. (Roberts et al. 2008: 167)

Roberts et al. argue that social insurance systeayshave two-sided effects on the
citizens: On the one hand its rather autonomougigosvis a vis the central state
agencies and its having a separate and dedicatedhiay encourage citizens to pay
their premiums more comfortably and regularly. Heereon the other hand the
authors argue that especially in the countries siscHungary where tax evasion was
widespread citizens might associate the sociaramae system with the government
and all those negative attributions made to thetesapparatus (Roberts et al. 2008:
167).
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Mossialos and Dixon depict quite an encompassiotume for the advantages and
disadvantages of social insurance systems whialoiith mentioning here. As for the
advantages they quote the following characteristicss more transparent, more
acceptable to the public and better protected fpoiitical interference as most of the
processes are conducted by autonomous agenciestfredess the authors also point
to the fact that these independent agencies canbalaptured by certain interest
groups), it is highly portable for insurees whil®wing jobs or moving in or out of
the labor force (unless it is defined along occigoa lines), it creates a larger risk
pool than private insurance (where the pool ishat level of the whole sector or
workforce rather than being at the level of a ®rigim) (Mossialos and Dixon 2007:
17).

Regarding disadvantages it is argued that highabatsurance premiums increases
labor costs and reduces international competitisenehich also make employers
avoid recruiting new workers and thus cause uneynpémt problems (Roberts et al.
2008: 167). Secondly since eligibility is defingdterms of occupation it excludes
non-employed population including old people ané timemployed. Thirdly in
countries where formal sector employment is lowniy not generate sufficient
revenue for health care finance. Fourthly the w$kadverse selection and cream
skimming can also be experienced in social inswasystems particularly where
consumer choice is allowed and where competitioallswed between different
social insurance programs. Finally although sinfgiled social insurance systems
reduce administration costs, make regulation ofsjgtem easier and provide rather
universal risk pooling it leaves insurees with nooice, sometimes inefficient
implementation processes and lack of consumer nsspgness (Mossialos and
Dixon 2007: 17-18).

5.2.3 Private Health Insurance

In this method of health care finance, “buyers wtdwily purchase insurance from
independent competitive sellers (either for-profit non-profit) who charge
premiums that reflect the buyer’s risk rather tihasiher ability to pay” (Roberts et
al. 2008: 168).
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Private insurance schemes can be classified ir tthiféerent ways (Mossialos and
Dixon 2007: 19):

They can be substitutive, supplementary or compheang.

Substitutive insurance is alternative to compulsogurance and purchased by the
people who can get exemption from compulsory putdicerage. For instance it is
quite common among high income people to purchadstisutive insurance in

Germany and Netherlands no matter this causes raaBckian systems become

rather regressive in these countries.

Supplementary insurance is generally used eithdrai@ quicker access to health
care services or to have more qualified servicelsotel facilities. It is evident that
this causes inequality problems among those whoheae and who cannot have

private insurance.

Complementary insurance is purchased to get thecssrthat are not provided by
the compulsory/public health coverage. This typerofate insurance is also usually

available to those in the higher income groups.

They can be risk, group or community rated.

This classification is done according to how premsiare calculated.

In risk-rated private insurance schemes, premiunes calculated actuarially by

looking at the probability of the risks of the imiual who demands insurance.

In group-rated insurance, premiums are calculatetbdking at the average risk of
the employees in the particular firm whose emplae&mands insurance for his/her

employees.

In community-rated insurance, premiums are caledldiy looking at the average

risk of the population who live in a particular geaphical area.
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They can be provided by for-profit or not-for-ptafistitutions.

Agents collecting private health insurance premiucasm be private for-profit
insurance companies or they can be independerfonptofit agents as in France,

Germany, Netherlands, and the UK.

It is the USA which is quoted as the most promirexx@mple for having competitive
private insurance in financing its health care eystwhere the system heavily relies
on private group-rated insurance purchased by @ayers since the last 50 years
(Roberts et al. 2008: 170).

Nevertheless private insurance has become oneeahtist prominent and common
mechanism for financing health care services akrothe world. According to

Roberts et al. there are two main reasons forinkesest in private insurance: First of
all private insurance is expected to mobilize adddl resources where the problems
of tax evasion will be minimized as people provideih a choice of a plan are

expected to pay with more willingness for their Ilieaare. Secondly a competitive
market is believed to respond to different attisided values of people by offering
differentiated plans which is not that much possibr intended under the publicly

controlled social insurance system (Roberts €2G)3: 168).

It is common for both the employers and the empdsyte get private insurance as an
economy grows where particularly the well-off empes in middle-income
countries prefer to opt-out from social insuranchesnes in order to buy private
insurance (Roberts et al. 2008: 168).

Risk selection is one of the most critical aspedtgrivate insurance as competing
and profit-seeking companies want to sell poli@as/ to healthy people or if they
do sell to sick they charge high rates enough tkenpeaiofit. It is clear that this kind
of a practice creates strong incentives for th& $ec lie about their health to
insurance companies. (Roberts et al. 2008: 168-189% must be the reason why

private insurance is cited as one of the most pnenti examples for the principle-
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agent theory where the problems of information asgtny, moral hazard and

adverse selection have to be coped with.

Another problem with private health insurance isat@in equity. As premiums do
not vary with income levels, health care systemarfced mainly through private
health insurance are highly regressive. In additeothat risk-rated premiums make
the low-income groups and the poor pay more. Uisisally the case that these people
have worse health status and thus classified ifigite risk group which make them

pay higher premiums although they cannot affordo@ts et al. 2008: 169).

When all these are taken together, as it has lteeoatse in the USA, it is usually the
case that those who are in most need for insurareéeft uncovered in health care

systems which are mainly financed by private heakhirance.

Private health insurance is known for high trarisactosts as it incurs various
administrative costs for risk assessment, detengipremiums, preparing different
packages with different coverage, contractingjrgll reviewing, marketing and the
like (Mossialos and Dixon 2007: 20). In additiontk@at having competitive private
insurance markets requires complex regulatory armchagement capabilities on
behalf of the government as “high levels of analytompetence and political

integrity are required to undertake these dutiBsiberts et al. 2008: 171).

Private health insurance might be subsidized by dtate- most frequently via
taxation strategies. In some cases tax revenuessagkto make poor or uninsured
people purchase health insurance either by meapsowiding them with vouchers
or by direct purchase of private insurance for thsnthe state. It is also common to
provide tax relief where “premiums are deductednfrgross income before tax is
charged” or to provide tax credits which are “deaddcfrom the tax liability of an
individual” (Mossialos and Dixon 2007: 20-21).

Tax credits and tax relief are used by Austrialalvd and Portugal. Germany and
Netherlands use limited tax relief which is capged the entire social security

system and thus it does not encourage privateansaerpurchasing. France, Spain,
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Sweden, Belgium, Denmark, Finland and the UK ondther hand do not provide
tax relief for private insurance purchasing (Moksiand Dixon 2007: 20). It should
be noted that in countries where private insurgnaehasing is encouraged, health
care finance moves in a rather regressive dire¢tbwssialos and Dixon 2007: 21).
Another comment regarding subsidizing is that therenthe private insurance is
subsidized the more the health care finance systewes away from private

insurance financing towards tax-based financingo@®is et al. 2008: 171).

Risk pooling in private insurance applies to ratsraller groups compared to social
health insurance systems (Roberts et al. 2008: 1@ level of risk pooling across
different health care financing systems is ranke, the general revenue financing
which provides the highest level of risk poolingid followed by the social health
insurance system and then comes private insurarstens (i.e. group insurance). In

out of pocket payments there is no risk pooling.

Although competitive private insurance markets hiagen thought to be decreasing
health care costs, the US experience of increasegbetition among insurance plans
during 1990s did not reveal any decrease but orcah&ary increase in health care
costs since then (Roberts et al. 2008: 170). A®Rslet al. explain, the main reason
for this increase was that when the consumers n@reatisfied with the limited care
they got as a result of the competitive markets, ittsurers had to loosen their
control on health care providers, which in the tbito increases in health care costs
in the USA (Roberts et al. 2008: 170).

5.2.4 Out-of- Pocket Payments

These include any cost paid by the individual peatie health care providers directly
out of his/her pocket (Mossialos and Dixon 2007:R@berts et al. 2008: 171).

Out of pocket payments are of three main types:

a. Direct payments: They refer to the payments nigdthe patient for the health

care services purchased from the private sectoth@se services are either not
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covered by the public health system or are notlyeasicessible in that context.
Payments made in the private sector to privateistenfprivate physicians, private
hospitals or to the pharmacists for over-the-cauatede-listed drugs are the most
common types of direct payments. In some countiiess possible to make

deductions for direct payments which in the endviges strong incentives for
patients to go for health care services in thegbevsector (Mossialos and Dixon
2007: 22).

b. User Charges (Formal Cost-Sharing): This categoused for the out-of-pocket
payments made for the health care services providéte public sector (Roberts et
al. 2008: 172).

User charges may be levied in the formQuf-paymentsvhere fixed payments are
made by the patient for each service he/she @sisnsurancewhere the patient is

responsible for a certain percentage of the tatst of the service and in the form of
Deductibleswhere the patient is liable for the costs up toeding and the rest is

covered by the insurer (Roberts et al. 2008: 220

There is kind of a dilemma with which the advocatésiser charges have to cope
with. On the one hand user charges are seen asaasnfer raising revenue,

particularly in low income countries where thereneg a properly functioning health

care system or where funds allocated to healthisaresufficient. On the other hand

it is also seen as a means for discouraging patieoin using unnecessary health
care services. Nevertheless these two aims atdhbiot user charges do not logically
go in the same direction as the achievement ofotiee distracts that of the other
(Mossialos and Dixon 2007: 22; Roberts et al. 200%).

Although it is argued that revenue raised from ebarges could be used to maintain
equity among the rich and the poor, in practias ibbserved that user charges shift
the burden of health care finance away from popmnabased, risk sharing models
such as tax-based or social-insurance based fmgntwards payments by

individuals or households. This in the end increabe relative share of financing
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burden on poor and unhealthy people as richer aalther people do not subsidize
the poor and the unhealthy (Mossialos and Dixorv72@G).

c. Informal Payments: They refer to the out-of-peigkayments made overtly for the
health care services provided in the public sedespite it is not allowed officially
and is illegal. They may be in various forms susleg-ante payments, ex-post gifts,

large envelope payments, etc. (Mossialos and D208Y: 23).

Since they are illegal there is limited officialfanmation about their prevalence,
however it is widely-known that informal paymentg gracticed in CEE, FSU and
Southern European countries mostly due to ladknahcial resources in the public
sector, lack of private services, cultural tradiso(Mossialos and Dixon 2007: 24;
Roberts et al. 2008: 173).

It is argued that informal payments can only bededaby capable governments
which can regulate providers properly through sgttpriorities or limiting the

services on offer (Mossialos and Dixon 2007: 24).

Out-of-pocket payment is considered the worst neetbd health care finance in
terms risk pooling and equity where those people ae both poor and sick do face

with serious difficulties.

User charges are usually collected at the poinsest/ice provision such as the
hospital, the physician or the pharmacist. Howewercertain cases it may be
collected in a later phase as has been the caskurkey where recently the

pharmacists have started to collect the chargeshigsicians’ examinations.
5.2.5 Medical Savings Accounts (Individual Savings)
Medical Savings Accounts is listed as one of théhods for financing health care in

the related literature. However its practice is thatt widespread, particularly when

compared to the attention it has been receivinthéinternational health reform
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literature. It is mainly implemented in Singaporeldo a limited extent in the United
States and China (Mossialos and Dixon 2007: 21eRslet al. 2008: 174).

The idea behind Medical Savings Accounts is to mieeindividual contribute a

proportion of his income to his individual accownt a regular and compulsory basis
and to use the money accumulated in this accoushwimat particular individual is

in need for a health service in the coming yearssHort, individuals are made to
save today when they are young to spend later wlenget older on occasions of
need for any health care services, particularlythmse services with great costs.
Individuals having Medical Savings Accounts arecemaged not to use the money

in their accounts until they reach a certain age.

Medical Savings Accounts have been use in the Stata limited extent where it
must be combined with a high-deductible health plahich insures against
catastrophic health care costs (Mossialos and Di2087: 21). In introducing

Medical Savings Accounts in the States it was thoag eliminate the problems of
moral hazard and adverse selection with which tihveafe insurance sector have to
cope with. Moreover it was expected that self-erygtb people or those workers
employed by a small employer who experience diffjcun purchasing private

insurance would get a chance for some coverageqislos and Dixon 2007: 21-22).

As has been the case both in Singapore and thesSMédical Savings Accounts are
usually considered as part of a mix of funding naeiéms as they have to be
complemented by mandatory catastrophic insuranicenses (Mossialos and Dixon
2007: 21).

Medical Savings Accounts are criticized for not \pding any risk pooling. In

addition to that it is also argued that despiteittterest it attracts especially in the
international literature, medical savings accoumts said to have strong cultural
connotations for its proper functioning. In thigyaed Singapore’s unique savings
culture, family responsibility, high GDP per cap#ad sophisticated government

system are all said to contribute to the properctioning of this system in this
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country. This also raises the question of whether tnhodel could be transferred to
other cultural contexts. (Roberts et al. 2008:M6&ssialos and Dixon 2007: 21).

5.2.6 Community Financing

The idea behind this method of health care finanpcsnto make local communities
raise and spend the funds to be used for primany logally through compulsory
membership (compulsory prepayment schemes). Contiesitiontrol the provision

primary health care services and secondary catesually contracted by some of
these schemes (Roberts et al. 2008: 176).

Community financing is used in low-income countrggh as Sri Lanka, Southern
India, particularly for financing rural health caservices through mini health-
maintenance organizations with salaried doctor® itlea is that local control will
provide accountability, transparency and contridotefficiency as well as increase
people’s willingness to contribute and compulsorgrmbership will eliminate free-

rider and adverse selection problems (Roberts @0aiB: 176-177).

Although theoretically community financing works dhe basis of compulsory
membership (prepayment), it is also quite commohaee community financing on
voluntary basis. Moreover it is usually the casat thervices provided within the
context of community financing coverage are quiteited and that (additional)

financing quite often come from national tax reves(Roberts et al. 2008: 177).

Pros and cons of community financing are explaibgdRoberts et al. in the
following way:

Community financing can provide some degree of pskling where it requires
compulsory membership and thus compulsory prepagrikwever it is usually the
case that even when it is compulsory, communitarfcing cannot generate that
much resource as the majority of the people engageaf low-income population.
In this regard it is important to ask the questdrwhether it is fair to force people
who do not have sufficient income to pay for thealth care services. In addition to

these problems it is also observed that commumgnting requires at least certain
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degree of administrative and organizational capaehd serious community
leadership, which are not that common in those ilmm@me regions. Therefore
central governments have to pay extra attentionthie capabilities of the
communities when deciding on the implementationahmunity financing schemes
otherwise it would produce a case where the not-efelgovernment transfers its
responsibilities regarding health care financeviendess well-off local communities
(Roberts et al. 2008: 177-178).

5.2.7 Loans/Grants/Donations/Transfers/Foreign Aids

Donations and grants from non-governmental orgdioizs, transfers from donor
agencies and loans from international banks makt wpserious amount of health

care financing in low and middle income countrig®gsialos and Dixon 2007: 25).

Regarding grants and donations problems arise \lementral government is by-
passed by the donating agency which yields incoatatin problems and undermines
the capacity of the national government (Mossiand Dixon 2007: 25). What is
more and more crucial is that these donations araign aids mostly come with “the
donors’ commitments to specific objectives ...inchgldonor concern, donor values
and donor politics” (Roberts et al. 2007: 178-172.Roberts et al. point out in the
recent years donating institutions have been cdratérg on their own “specific

programmatic objectives with measurable outcomssel as] vaccination, disease
elimination and safe childbirth” rather than foausidirectly on the health care

reform that particular country requires or inclited Roberts et al. 2008: 179).

Regarding loans, it is certain that they have teodpaid in a certain time period and
that their extensive usage is usually consideretlagden on the shoulders of future
generations (Mossialos and Dixon 2007: 25).

Till now basic methods for financing health caréijath make up the main literature
on this subject, have been briefly examined. As lbeen mentioned, each method
has its advantages and disadvantages in diffeespgects such ad equity, risk

pooling and the like. Therefore while choosing slutable financing method for its
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health care system a country should consider skagpacts among which Roberts et
al. particularly underline the following four (Rateet al. 2008: 154-159):

Socio-economic developmenthe authors group countries with respect to their
income levels and observe which health care finamethod match with them

accordingly.

In this regard for low-income countries they sawntt0% to 60% of health
expenditures are financed by tax revenues, 10%% Hy social insurance and 40%
to 50% by out-of-pocket payments. Private insuras@een as negligible.

For middle-income countries the authors statetti@tole played by social insurance
grows in these countries parallel to the growthhaf formal sector. However they
say it is still the general revenue or direct pagtsewhich make up the main
resources for financing the overall health caresexigures. Private insurance is also

said to have its role though to a limited extent.

As for the high income countries —except the U&ytargue that it is predominantly
the universal insurance/coverage which characteribe financing of health care

systems in these countries.

Fiscal Capacity:The authors argue that in choosing the proper &imghmethod for
its health care services a country has to condisldiscal capacity which also has to
do with its administrative capacity or its willingss to give up some other

expenditures in favor of health care expenditures.

In this regard authors state that a country wisdo iuse general revenue in financing
its health care services has to consider the $ie different tax bases. Those which
are to use social insurance have to check thealfisapacity which is highly related
with their ability to collect contributions bothoim the employers and the employees.
In deciding the use of private insurance for finagdts health care a country has to
be careful that high income people would prefegdb private insurance than to pay
taxes from which poor people could also benefit tirad it would be quite difficult

for the latter group to get private insurance amda¢cess health care. As for the
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countries thinking about community financing foreith health care finance the

authors warn that this method has a limited capa&gitnake up funds for health care
but they say they could make important contribugitor the finance of primary level

health care services. Finally they state that dytecket payments are common in
low and middle-income countries and that therereatpr capacity in high income
countries to go for this type of financing. Thisha do both with the higher incomes
and with the reality that standard service packalgesot cover certain services that

people have to go for direct purchasing of servica®s private providers.

Implementability:ln deciding which health care finance method to lesnp country
should also consider its implementability wheretdeg such as administrative costs,
the complexity of the system, country’s administeat capacity and social

acceptability of the chosen system have their ragday.

In this regard the authors warn that private inscea system incurs high
administrative/transaction costs and that they aktessitate the establishment of a
complicated system in order to undertake all thosgulations, analyses and
monitoring activities. Therefore they that say dos lacking these characteristics
usually go for taxes that are easy to collectifwaricing their health care systems. As
for the social acceptability of the financing mathessed, the authors argue that social
insurance model might exhibit more acceptabilitye dto its social contract
characteristics and due to the belief people havihe presence of funds collected
and processed separately from the general reveoiudise state. Thus they say

raising revenue with this method would be ratheyea

Political Accountability:It is argued that the state of political accourigband its
conceptualization does also play its role in healine financing method. Where
political accountability is low there is a trendwirds having health financing
decisions be made in autonomous organizations wdnienthought to be separated
from the drawbacks of the political processes &l this would increase the amount

of resources channeled directly to the health sgsgem.
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As it has been mentioned health care reforms tag&hancial set-up have been on
the agenda of nearly every country in the world.ewthis is the case the question of
whether there is any trend in these reforms towards of the models mentioned

above or whether these reforms aim at any commaonspio general?

As an instant answer to these questions, it casalzbthat most of the countries that
have been trying to reform their health care systérave the basic objective of
attaining universal coverage for all of their as/residents. In fact until recently
health care reformers felt the necessity to makbace between Beveridge Model
or Social Insurance Model to realize this aim. Hogrein the recent years there
occurred a trend towards forming out hybrid modelich carries characteristics
from both system® These hybrid models which aim at establishing althecare
system which provides health care coverage to eweryiving in that particular
country are usually called National Health Insusa(i¢HI) Models.

As it has been mentioned each model has its owaradges and disadvantages for
different contexts. Therefore countries have sthttego for these kinds of hybrid
models in order to better satisfy their countryesfie needs, where mostly the basic
characteristics of the Beveridge Model are addedcdayain characteristics of the
Social Health Insurance Model and the Liberal Modath as making certain
categories of citizens pay premiums in order toobez eligible for benefiting from
the universal coverage provided by the NationalltHemsurance System. Basic
Characteristics of National Health Insurance Modél be analyzed later in this
study in the section where the health care reformurkey will be examined, as this
model is thought to be exemplifying quite well thgstem that is being adopted in
this country.

It is a bare fact that health care finance has lbeenof the most important and most

targeted aspects of health care reforms. Amongdhsons for this attention, the

% In this regard besides the cases of Korea, TaiWagyzstan and many other other countries
reforming their health care systems towards a Matithsurance Model, it is also interesting to look
at the cases such as Japan and France. It isuttiff classify the former as a classical Social
Insurance model but rather as a Hybrid model ofddat Health Insurance (Lee and Chun: 2006: 15-
16) and for the latter the question of “Why is theench Health Insurance System becoming so
British?” has taken its place on the agenda ofa$ers for a while (Hassenteufel 2001).
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continuous increase in health care expenditurestid@diesire of governments to
curb public expenditure on health care servicéhatfirst row. There are also various
other reasons such as fiscal limitations on natiggavernments imposed by
globalization and competition - that is to attrawbre investments in certain other

sectors governments need to decrease public meess$ in health care.

All these take us to an important aspect that shbaltouched upon while discussing
health care finance- namely allocation and ratigmésues. Once resources are raised
it is also crucial to analyze how they are alloda#ad rationed- i.e. how and for
whom they will be used. Answers to these questwitisn the end determine which
population groups have access to health care amhaf type, quality and quantity

are these services (Roberts et al. 2008: 179).

In the context of health care systems resourceatilon refers to the decisions on
“how resources are proportioned to a populationugror for selected types of
services such as primary care or hospital servi¢@sberts et al. 2008: 180-181).
Rationing on the other hand refers to “the distitou of scarce health care to
individuals” (Roberts et al. 2008: 181).

Different criteria have been used in making deasi@n resource allocation. In
countries such as the UK and Canada funds cousdl@eated to communities on the
basis of income and health status. Or as has Weewrase within the context of
World Bank they could be allocated on outcome basish as cost-effectiveness
(Roberts et al. 2008: 181).

Regarding the rationing of the health care servinethods such as pricing, longer
waiting time or discouraging demand by making ¢ers@rvices less attractive could
be used in various countries for the rationing ofrse health care services to
individuals (Roberts et al. 2008: 181).

These different criteria for resource allocationl #ime methods for rationing all have
their advantages and disadvantages for differegmeats of the society in a

particular country. It is a well-known fact thatyadecision on any component of
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health care finance is a process that is highlitipal. It is argued that “politics plays
the critical role in deciding who pays the costsl avho receives the benefits of
health care” (Marmor and Bar 1992 & Reich 1994-tqdan Roberts et al. 2008:
182-183). Roberts et al. support this argumenttéyng that “economic and political
elite of any country usually support certain wotldss tertiary hospitals... [and that
these institutions] usually have substantial pmditiconnections...that allow them to
defend their interests effectively” (Roberts et24l08: 183).

At this point the recent trend towards privatizatio health care sector should be
touched upon once more. It is known that in manyntges there has been serious
increase in the investments made in health caxeécssrby the private sector which
goes parallel to the increase in the funds allatdtem the public sector to the
private sector. Governments do not tend to makesiments in health care or they
do not tend to provide health services directly taiher prefer to purchase health
care services from the private sector which isegeitthusiastic about getting their
share from these demand inelastic and highly ot services. Trend towards
contracting-out health care services, making itegder the people to consult private
hospitals within the context of universal coverageencouraging the purchase of
private insurance by limiting the contents of stmad coverage all make the

allocation of public funds to private sector easier

This chapter concentrated on methods of health fineace and tried to cover
important aspects of this subject. Therefore byethé of the chapter this study has
already covered the two main aspects of healthredoems- namely decentralization
and finance. As it has been mentioned above dedemafiion and finance are
interrelated among themselves and co-play thegsrah health care reforms. For
example the family practitioner model which hasdme one of the most central
components of health reforms in many countries 9astiong traces of the both.
Family practitioner system not only has seriouslicapions for health care finance
but it also brings about a decentralized autonoaryttie family practitioners who
have autonomy in various aspects such as organtheig affairs and using their
budgets. In the same vein Unions of Regional Halpitlso enjoy certain level of

organizational and financial autonomy in undertgkitheir affairs combining
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decentralization and financing issues. The ratatip between decentralization and
finance will be more profoundly examined while azahg the related components

of the health care reform in Turkey.
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CHAPTER 6

HEALTH CARE SYSTEM IN ENGLAND

6.1 Health Care System in England

Being the most outstanding stereotype of the BdgeriModel of health care
systems, the British National Health Service (NH&)s established in 1948 and
since then it has become almost “the most widdlyemtial model of health system”
(WHO 2000: 12). It was argued that countries wharimerly had Semashko type of
health care systems (e.g. the former Eastern Blmunties) have been adopting
health care reforms since 1990s whereby the Brigsébrm model has been highly
followed (Atun 2007: 250).

Actually, as it has been discussed above what scaurboth developed and

developing countries which attempt at transforntimgjr health care systems is that
they end up with hybrid models and convergent tybation. This also holds true

for the British model that it has also been adaptiarious changes- mostly towards
the liberal model though. It was argued that NHf®rmas have already taken their
place at the most radical edge among the health redorms in Europe that NHS

has been the health care system which has beeseakpo market-oriented reforms
at the greatest intensity which has also madedergo constant (re)(dis)organization
in the last four decades (Lister 2008: 185-186)

Nevertheless since main area of interest in thidysts to understand the Turkish
case of transformation in health care serviceswid@ upon the resemblances
detected between the two cases, it is quite erlighg to analyze the British case as
the model from which insights for the incipientaehs in Turkey can be drawn. As
it has been mentioned health care model that isitaioosettle down by the Health

Transformation Program (HTP) bears a hybrid charashere however the impact
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of the reformed NHS (Beveridge model) is quite exeeiming vis a vis the other
main stream health care typologies.

Thus in this part the National Health Service (NH8)England will be briefly
introduced with particular emphasis on its orgatwel (mainly to figure out its
decentralization/centralization dynamics) and feiahset-up and the reforms that
has been undertaken on these aspects.

Beveridge type of health care system was explainedetail the above section.
However, if to recall some of its main charact@&sstthe following are worth

mentioning: it is mainly funded through generalaton, it attempts at universal
coverage through public planning and finance, healire services are usually
provided by public authorities which is commonlyokm as the public integrated
model which implies that both the finance and pobdun of the services are
undertaken by the same public authority (Nalgael.€2006: 37).

However these established characteristics of theeffge system have also been
changing. For instance although it is said that rire@n source for financing the
health care system comes from the general budgentiges having Beveridge type
of health care systems do also employ other meandirfance. In England for
instance, of all funds allocated to health care t@¥hes from general revenues, 12%
from social insurance, 10% from private insurancel 2% from out of pocket
payments (Roberts et al. 2008: 154). In the sametivapublic integrated model has
also been challenged seriously with the introdunctbthe provider-purchaser split to
the NHS. In addition to that although it is statkdt health care services are mainly
provided by public agencies in the Beveridge systemth the adoption of the
public-private- partnership model, private sectoeslalso have a serious role in the
provision of health care services. Finally, althiodlge basic aim in the foundation of
the Beveridge system was to provide every citizeth whe required health care
services free of charge, with the reforms that Haaen put into practice since 1980s,
now the NHS demands additional user charges frenp#tients for the provision of
various health care services. It was declaredattat the employment of these kinds
of user charges there occurred an increase in uh#&ear of private hospitals and

private health insurance companies (A2811: 86).
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When it comes to the British health care systerst &f all it was this country which

named the system “Beveridge” through the famouseBdge Report which was

published in 1942. Therefore by definition the gyah framework drawn above for
the Beveridge model holds true for the British treahre system which is commonly
called as the NHS.

As it has been mentioned since its establishmen$ Nids gone through various
stages of development and reforms, which even aingéld some basic premises of
the Beveridge model. In the following section referthat have been undertaken
within the NHS will be examined, with particular phasis on those that have been
adopted in the post-1980 period targeting Orgalmaat (Decentralization) and
financial set-up of the NHS.

6.2 Reforms Targeting Organizational and FinanciaSet-up of the NHS®

As it has been mentioned at the very beginnindpisfgtudy (and as it will be seen in
the course of writing), decentralization and finaraze highly inter-related areas in
health care and reforms undertaken in these aream & sense complementary to

each other within the broad picture of transforomati

6.2.1 Decentralization of the NHS

Centralized structure of the NHS has usually bemsrdemned for being one of the
important causes for thgoliticization of the NHSIt was argued that party in power
was highly influencing NHS policies to get re-etatt e.g. they manipulate waiting
times- or undertake day-to-day micro managementvoid media and public

criticism (Baggott, 2007: 143).

In this regard in order to eliminate politicizatioh the NHS, one of the arguments

raised was that the NHS should be given greateepeddence from the central

391 this rather chronological and descriptive settibree sources - namely the work by Rob Baggott
(2007), John Lister (2008) and the one by the Jistidlealth Association of England found at
http://www.sochealth.co.uk/news/NHSreform.htm (lastessed on 10.06.2011) — will be relied on.
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government- that it should be given a formal statube set up as an independent
non-departmental public corporation (Baggott, 2Q043).

In order to avoid possible criticisms on accouiiitgband democratic participation
it was argued that local authorities could be gigesater powers of oversight and
scrutiny and they may be given a commissioning mleslation to NHS services so
that more effective mechanism for patient/publimoinement at the local level could
be introduced. Another idea was to regionalizeNRhS with some oversight powers
from regional assemblies. (Baggott, 2007: 144). ewmav, direct provision of
services by local governments was not an issuemhatdiscussed in this regard.

Nevertheless it has been frequently argued thatigpdtion is something inevitable

for the NHS because it is mainly funded out oforal taxation (publicly funded), it

is a large employer, its services affect many feeojmere is a huge amount of
money involved and everything that is related taltfieis quite sensitive (Baggott,
2007: 144).

All these discussions and attempts také the NHS out of politics’'which were
highly matched with discussions on “decentralizing NHS”, can be seen as one of
the reflections of the politics/administration (ragement) dichotomy of the NPM

reforms of the era.

Looking at the reforms that have been adopted soitfacan be said that
decentralization has usually been conceptualizegiviisg more autonomy to health
care units(such as hospitals, NHS trusts, PCTs and GPsgrr#éitlan delegation of
authority to local governments for the provisionh&falth care service3his issue
has also been taken up within the context of argaan internal market and
provider/purchaser split in the NHS- which will lokealt with in the following

sections.

When it was established in 1948, NHS was a trifgadystem with hospitals owned
and funded by the state, state-funded family hesadtkiices provided by independent

contractors such as GPs and dentists and commamitypublic health services run
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by local councils. In this picture the Minister (Mahe Secretary of State for Health)
was responsible for the NHS in general and wasuatable to the Parliament for

policy, funding and service delivery.

Funding of health services and appointment of regiand local boards were done
centrally. However, some prestigious NHS Hospitaedsl autonomous boards and
GPs and other independent contractor professions weministered by separate
Executive Councils and were insulated from cent@itrol in which the central
government did neither have the capacity nor tieBnation to intervene. In fact up
until late 1970s and early 1980s the Ministry ofalle was relatively weak- just
providing guidance and advice to local health bedihere there was a strong

medical professional organization at local levégi$ying local autonomy.

From 1960s onwards central government tried totererch stronger influence over
the NHS in order to have financial control and iattafficiency, effectiveness,
quality, and regional equality in the provision leéalth care services. However,
attempts to make NHS units more accountable tocémter were accompanied by
those aiming at giving NHS organizations greatspoasibility which points to “the
paradox that decentralization can be accompaniedebyralization in the British
NHS” (Baggott 2007: 132; Pollitt et al. 1998 andc:K&am et al. 2005).

Year 1974 pointed to the end of the original triparstructure that a new structure
was established where community health services war by local authorities, three
tiers of health service management were createdgabnal, area and district level
(i.e. Regional Health Authorities, Area Health Aartiies and District Level Health
Authorities) and independent contractors such as @Rd Family Practitioner
Committees (FPCs). Creation of District level heatthorities was an attempt of
the Thatcher government to soften the criticisnt tha systems was top-down and
bureaucratic. It was in 1982 that Area Health Auties were abolished and District
Health Authorities were reorganized.

Since 1970s there have been many attempts to dakeat- and re-centralize- the
NHS. It can be said that decentralization of theS\isl still an on-going process in

the UK that there has been *“constant re-organizat{decentralization/re-
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centralization)” within the NHS, which was critieid for causing constant “re-
disorganization*’. According to Baggott some of the main reasonsHisr constant

re-organization are that it is found useful by th@iticians as a symbolic tool
showing that they take action on something, it tshifhe attention to the
administration and thus can avoid criticisms awaynf central government policies
and it is usually done with over-optimism. (Bagg@@07: 135)

6.2.2 Planning and Regulation

The issue of decentralization has always been st&ch with the planning and
regulation practices in the NHS which has long beendemned for causing a
further top-down system. In the early 1960s “plaugfi which was previously given
little consideration, started to become an impdrfaoticy tool within the UK health
policy. The Hospital Plan issued in 1962 signifeedurning point in this regard by
providing rules on manpower and resources and mnaaiming at capital
expenditure. This plan was followed by other plansh as the NHS Reorganization
White Paper (1972) and NHS Reorganization Act (}9Baggott, 2007: 136).

In year 1976 a new planning system was introdugkdre each health authority
would produce plans which would then be passedupé central department (the
DHSS), which in turn would produce a priorities dowent setting out a framework.
However, this planning process remained persuasitheer than directive and the
government’s priorities encountered consideraldestance at local levels. (Baggott,
2007: 136).

When it comes to 1980s, Thatcher government atexinfat simplify the planning
strategy which was started in 1960s. However, aljhaat the beginning local health
authorities were given a general statement of pigsrrather than detailed guidance,
in a while central guidance became more prescaptha this regard an Annual
Priorities Document was produced which set varigoals and targets for specific
services. Moreover plans were subject to much cleseutiny by upper level

authorities.

$’Baggott (2007: 135); Socialist Health Associatiaf1)
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Thatcher government devised new policy initiativesthe 1990s such as the
Patient's Charter which set a range of standardk raghts (such as maximum

waiting times) whose targets were expected by tweigument to be achieved by the
health authorities. Another planning strategy wees ealth of the Nation Strategy
which set targets for improving public health. @Batt, 2007: 137). Cost-

effectiveness of clinical procedures, evidence-tigsactice, use of national clinical
guidelines and medical audit (to monitor the qyatif care) were the main items
stressed by this strategy (Baggott, 2007: 145).

Since the introduction of the internal market ledfurther regulation, market rules
were enhanced and a Clinical Standards Advisoryu@mas established in this
period in order to assess the impact of the mamkediccess, standards and quality of
the NHS services. (Baggott, 2007: 145).

Planning strategy of the Labour government had ssimdarities with that of the

Conservatives. For instance an attempt was madgegrate health care and social
care by combining planning and guidance for the N&®l local authorities.

Moreover, NHS organizations and local governmentrewimposed a duty of

cooperation. In addition to that Local Health Plamsre changed into Health
Improvement Programs which focused on health catke reealth authorities were
expected to include local stakeholders such asl Igogernments and voluntary
sectors in their formulatio(Baggott 2007: 137).

Although a promised reduction was made by the lalgmyernment in planning
requirements, there occurred a proliferation ohglat the national level (Baggott
2007: 137). First of all, Three-Year Plans replagethual Plans. The NHS Plan,
which was based on a broad review of the serviestsa range of policy objectives
and targets which included new waiting time targetg. maximum waiting times of
48 hours to see a GP, 3 months for an outpatigmbiapnent and 6 months for an
inpatient appointment). This plan was followed e tNHS Improvement Plan
which set further goals like 18-week maximum wajtitime from GP referral to
receiving treatment. In addition to these, Whitg@d?a outlining policies on issues

such as choice, public health, health care outisapitals set out a range of new
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policy aims and objectives. Besides these the gowent also formulated Specific
Service Plans and Frameworks such as the CanceroPlplans on mental health,
diabetes, older people, children’s services andikiee These plans were expected to

be implemented at the local level.

Labour government created various commissions gedaesThe Commission for
Health Improvement (CHIwas a statutory body established to monitor NHS
performance against service standards which wereyseational bodies such as the
NICE and NSFs. It was also responsible for inspgctNHS bodies and
recommending closure or suspension of services moducing information on
performance including “aystem of star ratingsn which NHS organizations were
given 3, 2, 1 or no stars depending on their peréorce and those with high ratings
were promised more autonomy and those with low#éings would face more
scrutiny and intervention. The star rating systeas weplaced bydnhnual health
check which employs a scoring system reflecting theamigation’s effectiveness in
using financial resources and the quality of cdmeytprovide where health care
organizations were measured against standards rsepatient safety, clinical
effectiveness, public health and government targets

CHI was later reconstituted as the Commission fealthcare Audit and Inspection
(CHAI) and is now known as the Healthcare Commissand it has overall
responsibility for assessing the performance ofNRES organizations, reporting on
the state of health care, regulating the privatalthesector and promoting
improvements in health care provision. It is audtaty non-departmental public body
accountable to the Parliament and to the healtlistem Its board is appointed by the
NHS Appointments Commission. However, it must fallgovernment policy and
some aspects of its work are subject to directtomfministers. It is expected that
the Healthcare Commission will be merged with thmm@hission for Social Care
Inspection (CSCI) (Baggott 2007: 145).

National Patient Safety Agency (NPSA) was createdrtsure the introduction of a
new system of incident reporting and to ensuag éippropriate guidance is given to
health care organizations to avoid such incideNtational Clinical Assessment

Authority (NCAA) was another body created for assas the needs of doctors and
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dentists who fell short of the required standans fr advising their employers on
how to deal with poor clinical performance. NCAAshbeen taken over by NPSA
(Baggott 2007: 146).

Since mid-1990s UK has a system of accreditatioheialth care where the United
Kingdom Accreditation Service (UKAS) is the soletiomal accreditation body
recognized by government to assess, against ini@nady agreed standards,

organizations that provide certification, testiigpection and calibration servicés

In addition to UKAS there are also private accr@thin institutions such as the
HQS- Health Quality Service which has been the silthealth accreditation service
in the UK and in the rest of Europe. It works witie British and international

healthcare organizations to improve the qualityatient care through consultancy
services and the development of health care stdsdard assessment procedses

NICE (National Institute for Clinical Excellence)weh was established in 1999 as a
special health authority to provide evidence on ¢bst-effectiveness of new and
existing health care interventions and to develbpical guidelines for various

conditions and to assist the NHS with clinical audas become one of the most

important agencies within the NHS.

It is one of the most prominent institutions preicty Health Technology
Assessment, which is an important element of rebewrith care reforms. It has
responsibility for checking the safety and efficaafynew clinical procedures and

evidence- based public health.

Since 2002, NICE guidance to the NHS has been marydan the absence of
guidance, PCTs and trusts may decide not to furghréicular treatment which
causes problems for the patients who want to befiefn new treatments. (Baggott
2007: 147)

3 UKAS (2011)
39 UKAF — United Kingdom Accreditation Forum
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In the face of criticisms on NICE’s too much reliamon cost-effectiveness, in 2005,
the Secretary of the State for Health stated tl@&IPmust not refuse to fund the
treatment purely on grounds of cost which for alevisused the by-pass of NICE
judgments. NICE has also been accused of beingrutige influence of the
government, the pharmaceuticals industry and patienganizations. It is criticized
for lacking transparency, basing judgments on #&didnrange of evidence, taking too
much time to evaluate new treatments and limitiligical freedom by preventing
certain treatments which in certain circumstanceghtnbe justified and useful
(Baggott 2007: 1479.

MONITOR was established as a national regulatgettter with the creation of
Foundation Trusts in 2003. It is accountable to Baliament and to the health
minister. It was constituted as a non-departmeptadlic body responsible for
authorizing the framework for each foundation trii&e the conditions on the range
of services it provides, the level of private pieet restrictions on borrowing and
asset sales). It authorizes initial financial plamsl governance structures. It may
intervene where a foundation trust has breacheautkorization. It may replace
senior managers and members of the governing bblangever, it should be noted
that the quality of the services provided by fourmaa trusts remains subject to

regulation by Healthcare Commission.

As it can be expected there has been a seriousaserin the amount of new
regulation in the NHS mostly coming from these negulatory bodies which has
also led to the argument that regulatory reforns deused further centralization of
the NHS with the regulatory regime’s strong emphash national standards,
frameworks and processes. (Baggott 2007: 147).

In the same regard it was argued that drawing upenustification that “due to the
dysfunctional nature of the health market, ceng@ternment should subsequently
regulate behavior that could lead to higher castseased surplus and reductions in

access and quality of services, the Blair goverrirf@lowed a policy of “command

40 For further information on NICE and its resembksith the Pharmaceuticals and Medical
Devices Institute which is on its way in Turkeyed@emirci (2008).
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and control in health policy” which thus led to tleeiticisms that “the NHS
management had become over-centralized” (Baggo@:2141).

In this context Blair government introduced natiomspectorates, standard setting
bodies and the government took on new powers &rvahe in health authorities
where great intervention was seen in the appointroéMNHS managers and in
franchising out the management of NHS bodies toerotmanagement teams
including the private sector. Also the ministerstoaued to intervene in health
authority and trust appointments to ensure that theiatives are respected at the
local level. However in the face of criticisms abothe politicization of
appointments, ministers handed over this processdspecial health authority called
the NHS appointments. (Baggott, 2007: 142).

It should be noted that the new regulatory regirag Ibeen criticized for not having
guaranteed independence as most of the regulataligd are constituted as special
health authorities which are potentially subject @& degree of ministerial
interventiot". Another criticism for health care regulation isat it is very
fragmented.

However there are also those who argue that tteicreof Healthcare Commission
represents a significant step away from a centrdilgcted bureaucratic structure
(Baggott 2007: 148).

41 Although MONITOR has greater constitutional indeg@mce as a non-departmental public body
reporting directly to Parliament it also has toaeo the Secretary of State for Health who aptsoin
its members. Also it is required to act in a wapsietent with ministers’ general duties in relatton
the NHS.

The Healthcare Commission has some independencet iishas been constituted as a non-
departmental public body accountable to the Padignand to the minister. It is appointed by the
NHS Appointments Commission rather than the minidieectly. However it is subject to ministerial
involvement in some aspects of its work (in settstgndards, criteria for performance ratings,
initiation of reviews and investigation) (Baggof?”: 148). The Secretary of State for Health may
issue ultimate directions if he/she believes thaltheare Commission is not fulfilling its functions
properly and has powers to remove its chair andvichdal members on grounds of incapacity or
failing to discharge their duties.
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The new regulatory regime for health care is al#ticized for imposing substantial
costs on the NHS where most of the costs is salkthidden costs such as the cost

of compliance with regulation.

There are also concerns about the capacity of atmslto engage with practitioners
at the front line and their ability to actually inope service standards.

It should be noted that creation of these insbngi also coincides with a period
where a series of scandals occurred within the NMisch increased media and
public attention to health affairs and which strtsiegped ministers’ commitment to

stronger regulation.

In the face of criticisms on over-centralization tife NHS management, the
government announced its new approach from 200GuaisMNew Localismwhich

was the major theme of the NHS Plan promising thtkr touch for those who
complied with central objectives and to this enctager autonomy, additional
resources and less inspection of NHS bodies thdbrpeed well.” This was also
called ‘Earned Autononiywhich tried to bring about a new system of parfance

assessment such as the star rating system (Bafi§pit 142) The localist approach
was also seen in the creation of Foundation Hdspaad the expansion of the

private sector’s role as a supplier of servicebemalf of the NHS.

Attempts at regulating the NHS continued with thetablishment of the NHS
Modernization Agency in 2003 and Commission for lieare Audit and Inspection
in 2004. In 2005 Modernization Agency was replatgdthe NHS Institute for

Improvement and Innovation and in 2009 Health C2menmission was replaced by
Care Quality Commission.

According to Baggott central government will coninto intervene in areas where
political stakes are high and that that proper tlgian could only be achieved by
giving bigger roles to independent inspectorated &y creating autonomous
regional health authorities (Baggott 2007: 142).
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Enthoven on the other hand argues that what has deee by the New Labour
government does not suggest any re-centralizadreaclaims that the three features
of the internal market still remained: the provigeirchaser split, the Hospital Trusts
and the commissioning of specialist health servitesn the GP level (Enthoven
2000 quoted in Magnussen et al. 2007: 114).

To sum up the basic features of NHS reforms reggra#-organization the following

highlight can be made:

There has been “an oscillation between centratimaind decentralization”. The
center has taken on more active role in settinggpéad targets for the NHS in recent
decades. There has been “a large increase in tegubnd inspection in the NHS”
through creation of new regulatory bodies and &fanade to strengthen self-
regulation by the professional bodies. This cemtasibn has been accompanied by a
process of decentralizing responsibility to thealdevels of the NHS. This is usually
interpreted as “shifting the blame away from thatd government to the local
NHS” (Baggott, 2007: 153-154).

The Arrows Framework underlines the fact that @iztation and decentralization
may occur at the same time that “decentralizatifienoinvolves a strong dose of
central intervention” where in fact “decentralizatiis often seen as a symbolic
policy masking for tighter control of local orgaations” (Baggott 2007: 132). It is
argued that if fully implemented those reforms doldad to a more decentralized
system, but past experience showed that these umayotit to be tightly-managed
systems (Baggott 2007: 153).

There has been an increasing pace of change whestaat re-disorganization and
relentless reform are the main characteristicstaade have negative effects on the
NHS and its staff, lead to further gaps betweenicpobnd practice, can be

counterproductive and costly.

It has been argued that constant reorganizatiansiseless reform tools because it

takes at least two to three years for a reformgetdp perform at least as good as the

146



previous one. Nevertheless NHS has been re-organitgelf every two years which
means that it is usually left with all the costg@brganization and with only several
advantages (Walshe et al 2004 quoted in Lister 2088).

NHS is said to be a highly politicized area duetsofunding and organization and
the prominence of issue of health on the politagénda. Therefore it can be said
that the calls made to take the NHS out of poliicsot that viable given this

context.

Finally it can be said that there is kind of a hy@detween those who favor the “big
bang approach” to reforming the NHS organizatiod #mse who favor a rather

incremental approach (Baggott 2007: 135).

6.2.3 Managerial Reform

Although managerial reform is usually discussed hinit the context of
decentralization it is also argued that increasedntral planning is said to have
reflected the desire to strengthen line managemehe NHS. (Baggott 2007: 136).

1974 re-organization introducetdconsensus management” to the NHS which
implied the formation of management teams fromedéht backgrounds such as
doctors, nurses, administrators, etc., which atstleéa theory foresaw equal

representation and veto powers for each of thesfessions where emphasis was on

consensual decision-making (Baggott 2007: 139).

Thatcher government stressed the necessity of a mftuentialmanagerial reform
within the NHS To this end the Griffiths Inquiry was conductedhathe resulting
Griffiths Report.

The Report recommended separation of policy-makfrgm implementation
(management) and argued that with the establishiokeat coherent management
there wouldn’t be any need for the central initie§ (Baggott, 2007: 140). However

this was not realized. Another attempt to separgw@icy-making from
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implementation was the establishment of NHS ManaggnExecutive which
replaced the Management Board. It was later naime®HS Executive (NHSE) and
survived until 2000. These bodies all remainedasspf the DoH and did not have

separate accountability for the NHS.

The Griffiths Report suggested that general managérshould replace consensus
management where a general manager would be hetiduable for the
management performance of each service providiraitth@uthority. Strondine
managementvas highly advocated for the NHS. Although thisvg&rongly opposed
by professional groups, it became an entrenchedopdHS management (Baggott
2007: 140). In this regard, in 1984 General Managesre appointed throughout the
NHS. General Managers were selected from othersavéaxperience and it was
argued that this re-organization was aiming at emgoimg the managerial line vis a
vis the medical professionals and thus to make upeoming market-oriented

reforms rather easier (Lister 2008: 191).

Throughout 1980s and 1990s the performance of tH& Was subjected to closer
scrutiny by the DHSS/DoH. To this emrformance indicatorsvere developed,
league tables were introduced, targets were g@iodde a basis for reviews at each
level of the NHS.

The Griffiths Report also recommended a strong@ddeship role for health

authority chairs, greater involvement of clinicidnsmanagement at the local level,
better quality information about effectiveness afiiciency of the NHS. (Baggott,

2007: 140)

In 1985 the system of QALYs was adopted which canalken as an important step
in adopting the Health Technology Assessment ta\H&, which will be furthered
by the later foundation of NICE. It was in this sagear that 90 Family Practitioners

Committees became autonomous authorities.

In 1986 NHS Management Board was established at888 Department of Health

was separated from Department of Social Security
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As it can be seen the Griffiths Report, which wesued upon the demand of the
Thatcher government for a managerial reform withie NHS, introduced a
“business- oriented approactd the administration of the NHS which emphasized
“corporate responsibility” (of staff to their hosbrganizations), upward
accountability (of NHS organizations to higher leaathorities and ultimately to the
DoH) and reshaping of health authorities as “caporbodies” (including senior
managers on their boards, abolishing the requiremenhave local authority

nominees and strengthening the role of chairs).

It was argued that adoption of the General Managéi@gstem has brought about a
separation between the administration of providumgits and that of health
authorities (Lister 2008: 191). Therefore aftestreport central government gained
closer interest in the appointment of health auties;y which however led to
criticisms that these bodies were dominated by Gwmasive Party supporters and
people from business background. (Baggott, 2000; 141).

Despite efforts to control and regulate the NHS\soderable power remains at local
level in the hands of the medical profession (B&igg607: 149). Doctors are still
able to resist initiatives coming from the centitiey are notoriously difficult to

manage, they have high degree of autonomy espeamlflechnical matters, they
generally oppose to being line-managed and do iket thking on management
responsibilities.

Since the Griffiths reforms, several attempts ha@en made “to bring doctors both
into and under control of management”. Some of doetors have undertaken
managerial duties. However within the professioesthjobs are not prestigious as
they involve heavy workloads, promise limited ogpaities for career development,
treated with suspicion by colleagues and regardethaaing little influence over
medical practice (Baggott 2007: 149).

Professional self-regulation was also reformedc&ih980s, governments tried to
promote audits of medical and clinical work busthould not challenge professional

autonomy. Blair government introduced the Councit Healthcare Regulatory
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Excellence (CHRE) to oversee health professionatdf-regulatory bodies, to
promote cooperation between them and to have tmeatecnew rules in exceptional
cases. In certain circumstances CHRE has powergetorule the decisions of these
bodies. Further changes in the system of medezallation are expected such as a
new system of revalidation for doctors under whichy would have to prove their
fitness to practice (Baggott 2007: 146). These «imd regulations were also
considered within the framework of the NPM reforwtsich were argued to serve to

weaken professional dominance in health care s@€tonunen et al. 2007: 173).

Blair government introduced “clinical governance’a means of encouraging audit
and service improvement. This involved establishdtegarer lines of responsibility
for care, a comprehensive program of quality improent, procedures for
identifying and remedying poor performance, cleatiges for identifying and

minimizing risk and appropriate institutional arg@ments within each Trust.
Clinical governance is considered as a systemtefnal quality assurance reflecting

responsibility for the quality of care newly impdsen NHS chief executives.

It is argued that after the introduction of clidiggpvernance there have been signs
for improvement in clinical quality issues and irmpement in collaborative and
transparent ways of working in medical professiobatlies. However it is also
argued that there is evidence of poor implementatid policies and variations
between Trusts, failure in communication and leagnacross organizations and
limited impact of clinical governance so far mainlye to the government’s failure
to make clinical governance work and to engage wiithicians at the local level
(Baggott 2007: 150).

Blair government responded these criticisms by Newalism and by highlighting
the need to shift the balance of power to the ‘filore”, i.e. to the managers who
have been empowered so far vis a vis doctors. Aghaot much has been achieved

in practice so far certain steps have been takémtims end.

Introduction of “Beacons” was an attempt “to spregmbd practice in the NHS”

where examples of innovative practice were idesdifboy a competitive selection
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process and they were then disseminated aroundHli$eas others were encouraged
to learn from their experience. Another initiatiwas “collaborative network” which

sought to challenge existing ways of delivering/sess.

Both of these initiatives are said to have the ik to “change the culture of the
NHS” and improve services bottom-up, however iaigued that they have been
introduced within a framework of central controldatiargets. It is argued that to be
successful they should not be seen as a top-dowrcisg but must genuinely

empower local managers and clinicians to pursueaugments in services.

In this regard it is argued that command and contieels of decision-making have
been highly discredited and that new systems ofcypohaking and governance
which empower professionals, service users andr askekeholders and which
encourage innovation, learning and experimentatrencredited (Baggott 2007: 150-
151).

All in all it can be said that managerialism andnagement reform has been an
important feature of the NHS reforms where manage¥gegarded as key players in
implementing government policies. It is argued thimice 1990s there have been
many efforts to control specialists and GPs whittfact has the implicit aim of
controlling the cost and quality of the servicesytiprovide. Making (sometimes
forcing) them to work with pre-determined consthatigets was said to another way
of maintaining control and discipline over medipabfessionals (Lister 2008: 198).
However, despite the efforts of the government &g medical profession still

remains powerful within the NHS.

6.2.4 Creation of Quasi (Internal) - Market and Prosider/Purchaser Split within
the NHS

The 1989 White Paper titled “Working for Patient€flected a different outlook for
reforming the NHS. Its aim was to create a quagiketginternal market) within the
health care system. This was realized in 1991 witd establishment of the

provider/purchaser split.
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Creation of the internal market and its complemsntaovider-purchaser split in
1991 was one of the most prominent steps of the KH&ms introduced by the

Thatcher government.

Actually this reform attempt is said to have pothte a “deeper shift in philosophy
from the conventional welfare state approach teealiberal perspective” (Baggott
2007: 132).

With this reform NHS bodies became providers orcpasers of health care.
“Providers” would be the self-governing NHS trusesmoved from health authority
control and promised greater freedom to manage #ifiirs. Providers would earn
their income through service contracts negotiatétl the purchasers. “Purchasers”
included relatively smaller health authorities suah District Health Authorities

(DHAs) and fund-holding GPs- whose budgets wouldlbzcated according to their

population profile.

It was argued that with the creation of autonomeusviders there would be
competition among them in the internal market a&y tiwould compete for making
contracts with the purchasers either from the jgubti from the private sector and
this would in the end lower costs, increase efficie and improve quality
(Magnussen et al., 2007: 113). In this regard austh be underlined that competition
has become one of the most critical issues in N In terms of competition
among the public providers and as it will be seelow among the public providers

and private providers.

As it has been mentioned, within the context of Ni8centralization has been
mainly conceptualized as giving more autonomy t libspitals. Therefore besides
its very serious implications for the financial aspof the NHS, provider/purchaser
split is considered as one of the most seriousnati® towards decentralizing the
NHS. In this regard 57 NHS Trusts, which have tleim boards of executives
appointed by the government and non-executive ireovere established. NHS
Trusts were designed to act as self-governing pubdirporations which were

expected to derive their revenues from the corgrtiety made with the purchasing
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health authorities for which they would competeeytare encouraged to do their
best to create revenues through various ways ssiomaaipulating personnel wages,
selling their assets, competing with other pubhovders to make contracts with the
purchasing authorities, etc. (Lister 2008: 191jhc8ithe establishment of first wave
of NHS Trusts in 1991, hospitals were encouragebitns started to feel the need to
turn into NHS Trusts. Thus in the succeeding yd#laesnumber of NHS Trusts has
reached to 270. It should be noted that these kedcautonomous NHS Trusts were
made responsible to the Department of Health tHrdRggional Health Authorities
(Lister 2008: 189).

As a complementing element to the internal markedeh starting from early 2000s
hospitals were started to be rated and listed énsih called kind of league tables
where performances of hospitals are measured aspltals are ranked according to
their performances in league tables. Hospitalog&iose autonomy, financial grants
and even number of patients preferring them, a@agrtb their ranking in these

league tables.

In 2004 the NHS Trusts who were granted 3 star®rdogy to the Star Rating

System were encouraged to turn into Foundationt3mkich would be non-profit-

seeking public corporations audited by local colsnend accountable not to the
Department of Health but to the newly-establishetb@omous Commission for
Health Care Audit and Inspection.

Foundation Trusts were promised certain freedonmanaging their affairs such as
retaining surpluses, borrowing from financial maskeselling their assets, entering
into private partnerships, widening their scope dervices through opening private
beds and rewarding staff. However in practice gands have been imposed on
these activities. Foundation Trusts are subjecnandependent national regulator
(called MONITOR) that can intervene in certain gimstances. Foundation Trusts
are also accountable to the local community throgmderning boards that contain a
majority of representatives elected by local peapid patients (Lister 2008: 191).
Foundation Trusts were established in a limited lbembefore the 2005 elections

however with the declaration of the Blair governtémat all NHS Trusts would be
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encouraged to become Foundation Trusts. FirstscalBout Foundation Trusts was
experienced in 2004 in Bradford Foundation Trusemiit faced a serious deficit
(Lister 2008: 192).

During 1990s there have been many (re)(dis)orgaoiz within the NHS. From
1997 onwards the Labour government attempted #heurorganizational changes
where however the division between purchasers @y known as Commissioners)
and providers of health care was retained. Somethef most prominent

reorganizations undertaken in this era can be suinatbas follows:

In 1991 GP Fund-holding system was establishedstiate of the GPs (306), who
have normally been autonomous contractors, wemeduinto fund-holding GPs.

This meant that fund-holding GPs would be allocaaedannual delimited budget
according to the demographic profile of the popafain their area. They would use
this budget to purchase services (except from eenesgservices) for their patients
(either outpatient or hospitalized patients) frdma tompeting providers. They were
encouraged to use their bargaining power to puechagher quality services at lower
costs and they would be allowed to keep the rebidomm their annual budget at the
end of the year (Lister 2008: 190). They would teefto direct their patients to any
NHS Trusts. GPs who did not choose to become fundeins would be limited by

only those NHS Trusts with which the health autiesithey were tied to had made
contracts beforehand. It has been reported that &te highly encouraged to
become fund-holders in order to make the systenorbecconsolidated. GP fund-

holding was abolished in 1998.

In 1999 Primary Care Groups (PCGs) were establigihéatal areas to commission
services. PCGs would be open to all the area anddweork as a sub-branch of
Regional Health Authorities. It was envisaged tRA@Gs would eventually become
Primary Care Trusts (PCTs) as the free-standingeloithat could take on service
provision as well as commissioning roles. The méwan PCG to PCTs was
expected to be voluntary and dependent on the lomalext. However, in early
2000s all PCGs were converted into PCTs as pdheoprogram called “shifting the

balance of power” in the NHS to the local level @h€ir number eventually reached
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to 300. It is also argued that they did not enjbytree autonomy promised to them
initially.  (Lister 2008: 180). In 2009 PCTs sepadt themselves into
“commissioning” and “providing” arms. Finally yed&011 has welcomed some
reorganization in PCTs already. Under the “Shiftithe Balance of Power”
initiative, PCTs acquired responsibility for overo¥ihe NHS budget. However they
did not have the autonomy which the governmentlpioed for them- i.e. PCTs
discretion was limited by the requirement to attgovernments’ targets, they had
limited management capacity and scarce resourcadic®ly it was extremely

difficult for PCTs to dramatically alter fundingofvs to acute and specialist
providers. This could be considered as an effortaep the issue of allocation of

funds under the control of the center.

In addition to these, reconfiguration of Districteddth Authorities as Health
Authorities, abolishment of Health Authorities aedtablishment of 28 Strategic
Health Authorities and Reorganization of Regionaath Authorities (numbers
reduced from 14 to 8) could be mentioned as somehef other important

reorganization attempts of the era.

It is argued that although it was expected to ergatwerful incentives for change,
internal market created limited competition ana@auld not provide incentives for
dramatic change (Baggott 2007: 152). It is alsouedg that whether the
provider/purchaser split has led to any increasffiniency and made any effects on
lowering unit costs is still a highly disputed iss{Magnussen et al. 2007: 114). The
impact of the creation of the internal market oa tiverall quality of care on the
other hand was said to be difficult to ascertaiowidver creation of internal market
in health care did have some viable impacts whallccbe summarized as follows
(Baggott 2007: 152):

1. It created some kind of entrepreneurialism amfumgl-holding GPs (the early
entrants to the scheme seemed to be more entrepiana their outlook than the
average GP).

2. NHS Trusts became more efficient and produgtiimcreased (measured by

changes in activity relative to resource).
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3. There was evidence that inequities were arifiog these reforms especially in
terms of differential access to hospital servicemag the patients of fund-holding
GPs and non-fund-holding GPs (Baggott 2007: 152).

6.2.5 Patient (Customer)-Oriented Practices

In 1990s new policy initiatives such as the Pal%e@harter set a range of standards
and rights for the patients (such as maximum wagitimes) which were expected to

be realized by the health authorities in question.

The Labour government set a range of policy objestiand targets which included
new waiting time targets (e.g. maximum waiting tsvaf 48 hours to see a GP, 3
months for an outpatient appointment and 6 monthsah inpatient appointment).
This plan was followed by the NHS Improvement Rhdrich set further goals like
18-week maximum waiting time from GP referral toe®ing treatment. In addition
to that various White Papers outlining policies isgues such as patient choice,

public health and health care outside hospitalewssued.

In 2003 “ patient choice which allowed NHS patients to choose from a menu of
potential service providers including the privageter was adopted. According to
patient choice patients who have been waiting fan@ths or more for getting
treatment could refer to other service providemstuding the private providers. It is
argued that patient choice has become one of Huinig factors in creating a new
wave of competition in the sector and a new chaforebllocating more of public

resources to the private sector (Lister 2008: 198).
Launch of Patient Forums in 2004, replacement dfept forums with Local

Involvement Networks in 2008 and the reformatiorttif NHS Complaints System

are some of the developments undertaken in the oapetient-oriented reforms.
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6.2.6 Reforms Having Direct Implications on Finanal Aspects of the NHS

Introduction of “prescription charges” in 1949, higafter the foundation of the NHS,
can be taken as the first attempt to manipulatefitrencial set up of the NHS.
Charging patients for being prescribed for thegatment was abolished in 1965

however re-introduced in 1968.

It was in 1970s that the British government laumchie attempts towards curbing
public expenditures on health care. In this regard976 in line with the IMF
directives “Cash Limits” was introduced into the SHvhich meant that spending
authorities could not exceed the sums of moneyaiénl to them. In 1988 charges
were imposed on certain health care services ssi@yatests and dental check-ups.
Actually it would not be wrong to state that aletheform attempts that have been
covered so far did mainly emanate from the need desire to curb public
expenditure on health and to channel these fundbe@laces appropriate for the

restructuring of the market.

During 1990s health care expenditures as a shatteeoGNP in England remained
far behind the OECD and EU averages (Lister 20@3).1lt was with the Labour
Government in early 2000s that there occurred iaseincrease in the budget of the
NHS.

Rationalizationwas an important tool used in curbing public expemes on NHS
which referred to approximately 0 % increase in N&*penditures or to bed/hospital
closures during 1980s. Curbing on hospital bedblhigfluenced certain group of
patients particularly those in need of expensiwattnents such as those having
cancer or mental illnesses and elderly peopleadtdiso led to longer waiting times

which have long been one of the most critical peotd of the NHS.
As it has been mentioned above there have beemm@teto regulate the

pharmaceuticals sector (e.g. NICE). This howeverhed a serious impetus behind

to curb expenditures on pharmaceuticals. It has Ibeported that there have been
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many cases where the GPs have been forced to ipeestreap generic medicines
instead of expensive ones (Lister 2008: 188).

Blair government turned back to a system inherftedh the Conservatives and it
began to introduce “supply-side reforms” such as ititroduction of independent
treatment centers, franchising of NHS managemedt fanndation trusts. In this
vein, a new system called “payment by results” \easiched in 2006 to reimburse
providers for individual treatments supplied, basadhe standard cost of a group of
producers (known as” tariff’) (Baggott 2007: 152Yloreover “practice-based
commissioning” was also supported by determininggited capitation shares at
practice level. Under a capitation system, heaitheervice providers are paid a
predetermined amount for each enrolled person regitp the physician or group of
physicians in question, whether or not that perseeks care, per period of time.
Earmarked fundingwhich basically refers to the efforts to alloca#ésources based
on measures of need, also continued throughouts1886 1990s. Moreover it was
declared that Trusts could no longer rely on lacge block agreements to generate
income but would have to sell their services to BCEGPs and their patients.
However, the government maintained that failurgplyviders to generate sufficient

income would ultimately lead to the closure of se&s.

On the demand- side, Blair government sought totreduce elements of GP fund-
holding by devolving budgets to the practice le®len it went further than the
Conservatives by allowing NHS patients to choosenfea menu of potential service

providers including the private sector.

Here it should be noted that despite all thesermefattempts as a general principle
health care expenses are made from the generaéblgsides that there has been
serious increase in public expenditures on healthia the rates of taxation which

have been added by increasing rates of channaliblicdunds to the private sector.
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6.2.7 Purchasing Services from the Private Sector Rrivatization

In 1983Competitive Tendering for ancillary servicess introduced and it was from
this date onwards that there has been “systematiatization of the NHS” (Atun
2007: 255).

Since 2000outsourcing which basically refers to contracting out a sesvtio an
external provider, has been used in the NHS asobriee methods for privatizing
health care services (Atun, 2007: 256).

With the Patient Choice adopted in 2003, Labouregoment allowed NHS patients
to choose from a menu of potential service prowdecluding the private sector. As
it has been mentioned above patient choice is ssera new way to foster
competition in the health sector and to channelenmublic funds to the private
sector (Lister 2008: 198). It was argued that thiosis increase made to the NHS
budget in early 2000s was channeled to the prisatéor through the contacts made
with private providers while there were many NHSitals suffering from great
deficits and thus facing with problems of closireglb (Lister 2008: 187).

It is argued that for a long period of time goveamts are dedicated to purchase
more and more health care services from privateigecs. In this regard in 2005 the
government made annual contracts with private plergi to purchase various
services amounting to a serious prices which meadoubling in the number of

services purchased from the private sector sorfdrthus a serious increase in the

amount of money that would be channeled to prigatdor (Lister 2008: 195).

Besides channeling public funds to private sedtas kind of a practice is said to
cause NHS hospitals to fall behind in competinghwite private hospitals in terms
of the quality of service provision, waiting lisised finding qualified personnel who
would choose to work in the private hospitals whichhe end would make cause a
decrease in demand for the services they providdgtars make them face the danger
of going bankruptcy (Lister 2008: 196).
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6.2.8 Private Finance Initiative (PFI) and Public-Pivate-Partnership (PPP)

These were devised as methods originated in thedJihance high cost hospitals
and related projects. Since 2000s many hospitale baen constructed with this
model and it has been declared that nine of tenhaspital projects are funded with
PFI model and that only one is funded with the nyooeming from the treasury
(Lister 2008: 199).

PFI hospitals are criticized for their increasimgts, unsatisfactory performance and
failure in their design and construction (Lister0O80 199). It was argued that
insistence of the Labour government to agree orcdmstruction of £ 7 billion PFI
hospitals which it would lease meant the same thismigrivatizing 1/3 of the total
NHS assets (Lister 2008: 199). Moreover it is knawat PFI hospitals and other
NHS assets are bought and sold in the financiaketaras risk-free profit flows
(Lister 2008: 199).

This chapter tried to have a brief outlook on théS\with particular emphasis on its
organizational and financial set-up and relatedbrraé so far. What have been
covered here regarding the NHS’s way of reformisglf will provide the necessary
background for the later analysis which will eladter on the common points
between the NHS (and its reforms) and the systanhhs been pursued in Turkey
by the HTP.
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PART Il TRANSFORMATION OF THE HEALTH CARE SYSTEM IN
TURKEY

CHAPTER 7

HEALTH CARE SYSTEM IN TURKEY

In this section Turkish Health Care System willllyeefly explained with particular

emphasis on its way of organization and finance.

An attempt will be made to explain the Turkish HleaCare System within the
framework presented above for classifying healtte caodels to see which model
best explains the Turkish system? Or do we neezkti@act out a hybrid model to

explain this system?

Before doing that, development and evolution of phesent system will be briefly
analyzed in order to provide the background whidh Relp in understanding the
reforms being undertaken today. In so doing thisdwtwill try to relate the
developments/changes in health care services tgpadhtcal and socio-economic

context of the era and attempt at a periodizatiathis regard.

Although it is the recent Health Transformation g?eon (HTP) (Sglikta Donisum

Programi) which foresees the most radical transéition so far, health care reform
has always been on the agenda of the previous mmesits. Therefore reforms that
have been realized/proposed before the HTP wilhitedyzed within the context of
the aforementioned periodization. In this regard teneral political and socio-

economic conjuncture of the era and the relevaotishents issued will be covered.

This chapter will end with a profound analysis lué Health Transformation Program

which has been on its way since 2003.
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7.1 Development and Reform of the Health Care Systeand Health Policies in
Turkey

Health Transformation Program (HTP) puts forwardpariodization for the
development of the health care system and healtbigmin Turkey (HTP: 8-10.
Here this periodization will be adopted; howevdre tperiods will be named

according to their most significant characteristics

1920- 1938 Period: Foundation of the Republic amel Turkish Health Care System

This is the Early Republican Era in which healttigyoand the national health care
system started to be formulated and founded whenmeynmstitutions including the
Ministry of Health were established and many ledishs- many of which still exist
today- were enacted.

Besides aiming at solving the health care problefrike new-born Republic such as
combating communicable disease, this period is inaimaracterized by the efforts
to organize the health care system starting fragrcénter towards the villages and to

spread and consolidate preventive health services.

Institutions such as Central Hygiene Institute &athool, Dispensaries (Dispanser),
Health Centers (Shk Merkezi) and Health Houses @& Ocagl) and legislations
such as Law on Legal Medicine, Law on Pharmacdstitaw on General Hygiene,
Law on Officers and Establishment of the MinistfyHealth and Social Aid and
Law on Practice of Medicine and its Branches wdleh&® end products of this

period which are still the basic components ofttealth care system in Turkey.

“2 Due to very frequent use of the Health TransfoionatHTP) document, in this chapter reference to
the HTP will be made as (HTP: page no) instea®gfl(k Bakanlgl 2003: page no).
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1938- 1960 Period: Strengthening Central Institndo and Development of
Socialized Policies

Main developments of this period can be summarazefbllows:

Vertically-structured organizations focused on #peccommunicable diseases

which had become widespread right after the Se¥dadd War were established.

In 1945 Labor Insurance Institutioms¢i Sigortalari Kurumu) - the ancestor of the
Social Security Institution (Sosyal Sigortalar Komu) - was established and this
ended the monopoly of the Ministry of Health in Ileacare services and
employment in health sector.

Steps were taken towards the establishment of émsién Fund (Emekli Sari)

and towards expanding the coverage of social dgcuri

Hospital services that had been performed by L&malernments such as Provincial
Local Governments were transferred to the MinistiryHealth, pointing to a sort of

centralization in health care services.

Institutions that would be performing on regionasis were established- e.qg.
Regional Model Hospitals (Bb6lge Numune HastanelefRegional Maternal,
Children, Tuberculosis and Mental Health Care Hadgi

Starting from the village level, the number of HeaHouses (S#ik Ocagl) was

increased.
Many legislations were enacted which are still @ian today- e.g. Law on Turkish

Medical Association, Law on Turkish Pharmacistssédsation, Law on Pharmacists

and Pharmacies and Law on Nursery.
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1961- 1980 PeriodSocialization of Health Care Services

One of the most prominent developments of this goenvas the Law on the
Socialization of Health Care Services gBa Hizmetlerinin Sosyallgirilmesi
Hakkinda Kanun - Law Number 224) which was enaateti961 and started to be
implemented by 1963. Health policies had been shapiéhin this context until
1980.

Before analyzing important aspects of this Lawshould be noted that steps taken
towards the socialization of health care servicethis period was directly related to
the new Constitution adopted in 1961. This new @tri®n did have strong clauses
on social and economic life. It declared healtla aight and it made the state directly
responsible for providing the citizens with physiaad mental health and with the

necessary health care they require (Articlé*49)

In addition to this, social security was also desdiaas a right for the citizens of the
Republic. In this regard the state was held regptan$or the foundation of social

insurance and social aid institutions (Article 48)

As it is clear from its title, Law no 224 aimedsaicialization of health care services
in Turkey. Socialization of health services badycatfers to a system in which the
service user is not asked to pay anything at thet pd service provision as there is

already a fund designed for those expendifdres

When one looks at the Law on the Socialization e&lth Care Services, it is seen
that it mainly aims at the financial and organiaaéil aspects of the health care
system. As it has been mentioned in various pdrtki® dissertation, these are also

the two core axes that the present HTP concentoates

Regarding financial clauses, the Law foresees adnixodel in which premiums
paid by the citizens, budget allocations to reléviastitutions and out-of-pocket

“>TBMM (2010a)
“ibid.
> Tiirk Tabipleri Birligi (2010)
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payments all have their share. In addition to toate they pay the required fee,
patients are allowed to choose the practitionelthezare institution they want to
apply within the socialization area. Citizens whaplg to the Health Houses that
they are registered get health care services fe. fiFinally it is declared that
Practitioners who are not engaged with the so@fbn program are free to work in
the sectof’.

When it comes to the organizational aspect, the dastates the adoption of the

following*”:

Full Time (Whole — Day) Practice for health caresp@nel (Tam Gin Uygulamasi),
Chain of Referral (Kademeli Sevk Zinciri Uygulamasintegrated Health Care
Services (Entegre bk Hizmetleri), Health Services Proportionate topRlation
(Nufusa Orantili Hizmet), Continuous Education faalth personnel, Building the
necessary infrastructure, Foundation of higher 8®dor Planning and Evaluation
(Planlama ve Dgerlendirme Ust Kurullari), Participation, Employnierf personnel

on Contract- Basis (SOzlmeli Personelstihdami)., Inter-sectoral Cooperation.

As it will be seen later, most of the aspects airaedy this Law have also been
elaborated on in the recent Health Transformatioogiam (HTP), although they
might have different objectives.

At this point it should be noted that Dr. Nusregeki designer of the Law and the
then Undersecretary of Health was highly impredsgdhe English and Swedish
Health Systems, which are grouped under the BeyerModef®. It is also worth

noting that the Law is accepted to be compatiblé Wie criteria set by international
documents on health cire namely the Alma Ata Declaration of 1978- which
formulates the international criteria for basic Iteaare services and the WHO's

Health for All Initiative which aims at achievingyaity, community participation,

4 ibid.
47 ibid.
8 ibid
*ibid
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inter-sectoral collaboration and sustainable deprakent® in health care systems by
the year 2000.

It was only in 1983 that the whole country coulddoeered under the socialization
project. Nevertheless attempts made by the Law 22d. towards socialization of
health care services did not prove to be successhith is also a point emphasized
in the HTP (HTP 2003: 10). This failure in full ingonentation of the Socialization
Law has various causes behind, among which the ddcgolitical will, lack of
necessary personnel qualified in socializationdassilack of necessary infrastructure
and objections coming from practitioners could tentioned™.

Besides the legislation of the Law 224, discussionsUniversal Coverage and
adoption of Universal Health Insurance (Genell&sSigortasi) also emerged in this
period. It was in 1967 that the first draft law bmiversal Health Insurance was
prepared. However it could not make its way to @oeincil of Ministers. The issue
found itself a place in the Second 5-Year Plantarwdlaw proposals were submitted
to the General National Assembly in 1971 and 1#GWwever neither of them could
turn into legislation (HTP 2003: 10).

It is also in this period that Turkey started itanqmed era with the launch of the Five
-Year Development Plans. Starting from tifeFlve-Year Development Plan (1963-
1967 period) health sector and social security reweays been among the topics
that have been highly elaborated on in these platien one looks at these Plans it
is seen that both the problems and the relevantmetuggestions regarding these
two areas have more or less been repeated in the way in the consecutive plans
up until the last plan and the recent HTP whichhis final document aiming at

realizing those issues mentioned so far. Univecsalerage, health care system
organized in stages, chain of referral system, noald and equal distribution of

health care services throughout the country, andyn@her aspects have been

elaborated on in these plans sc%ar

*0 Health for All Network (2010)
*L Tiirk Tabipleri Birligi (2010)
*2DPT (2010)
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1980-2000 Period: Neoliberal Restructuring of that& and Attempts to Transform
the Health Care System to this End

It is in this period that Turkey has started to engnce neoliberal restructuring in
many parts of its public sector where health wasancexception but on the contrary
the one which has become one of the most centtdrsan this regard.

The first attempt towards this neoliberal restruomy can be observed in the
conceptualization put forward by the 1982 ConsottutWhile 1961 Constitution

clearly defined health as a right within the direesponsibility of the state, 1982
Constitution foresees a more regulatory and adesgant role for the state in health

care services.

Without mentioning health care as a fundamentdhtyidirticle 56 of the 1982
Constitution mentions that the state would plan esgllate the provision of health
care services throughout the country. The artiessls that the state would undertake
this duty by making use of the health care ingtng functioning both in the public
and private sector. Finally it is also stated thabrder to make health care services
widespread Universal Health Insurance can be addpyeenacting the necessary

legislatior?.

In addition to this, Article 60 of the same Condiiin declares that everyone has the
right to social security and that it is the stathick would take the necessary
precautions and establish the necessary instittionthis entf. Moreover 1982
Constitution (Article 61) also mentions those grewpho would be under special
protection in terms of social security needs suctthe veterans and their families,
the disabled, elderly people and the children iednef caré”.

Developments in health sector in late 1980s an@®4.@an be listed as follows (HTP
2003: 10):

>3 TBMM (2010b)
> ibid.
> ibid.
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In 1987 Universal Health Insurance re-appearederpblitical agenda but could not
be realized.

In the same year Basic Law on Health Servicegl(S&lizmetleri Temel Kanunu)
was issued however necessary arrangements fompgkementation could not be
achieved so far. Although it did not find the charto be implemented, this Law
could be considered as the first concrete atteawpitds transforming the health care
system in Turkey after the adoption of the 1982 itution. The Law foresees a
Ministry of Health which is left with planning ancbordination duties, provides
patients with the choice of practitioners, turndlpuhealth care institutions into
enterprises working on the basis of managerial cjpies and having legal
personality, charges fees for curative health ceeevices provided in these

enterprises and allows employment of health pefsiosm contractual basfs

The 8" Five-Year Development Plan in fact implied the liteoal restructuring of

health care services starting from the 1980s orthis plan it was declared that
health care institutions would be approached fromnanagerialist perspective in
order to increase their efficiency, establishmehtpavate hospitals would be
encouraged, doctors working on their own would dxet@acted more for the provision
of health care services and that public sectorsouial security institutions would
make less effort for establishing their own ingidas for the provision of health care
services (Yenimahalleli-Ysar 2008: 160).

Yenimahalleli-Ygar (2008: 159-160) quotes the following developraeimt the

1980-1990 period as the main steps taken towardlsbeeal restructuring in health
care system: investments to be made in healthveare taken within the context of
incentives which in the end provided the channetihgublic resources to the private
sector; Law on Whole- Day Practice of Health Pengbr{Tam Gin Yasasi) was
amended whereby its clauses on salaries and faldrathilities were annulled while
keeping clauses on longer working hours and 4-ymanpulsory service intact;
competences attributed to Medical Association atiterorelated chambers were

narrowed down; social services were separated thenMinistry of Health; doctors

% Sg5lik Bakanlgl (2010)
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were given the authority to serve in their privptaces besides their employment in
public hospitals; people covered by social secungre also made to pay certain

amounts of money for their pharmaceutical expenses.

It was in 1987 that the Basic Law on Health Sewi¢8a&lik Hizmetleri Temel
Kanunu) was enacted. The Law emphasized that heaith institutions serving in
the public sector could be turned into health @merprises working on the basis of
managerial principles and that doctors employedhieystate could work in private
enterprises at the same time. Moreover it allowwssl ltealth care institutions to
employ their personnel on contractual basis. (Yamafleli-Yaar 2008: 160).
According to the author this Law reflects quite koifly the neoliberal perspective
which started to characterize health care servitdss period. However it should be
noted that upon the annulment of many of its clausethe Constitutional Court this
Law could not find the chance to be implemented.

When it comes to 1990s neoliberal restructuringealth care system became more
intensified. It was in 1990 that General CoordimatuUnit for Health Projects (§hk
Projesi Genel Koordinatordiil) was established within the Ministry of Health in
order to carry out World Bank Projects regarding Tfurkish Health Care System
(Yenimabhalleli-Ygar 2008: 161). It is known that the policy reforppeoach of the
WB had strong orientations towards privatizationissuing its credits for these
projects. In addition to that decentralization whimplies more autonomization of
health care institutions and utilization of variofisancial resources were also
adopted by the WB projects (Yenimahallelisgda2008: 161).

In addition to these in 1990 State Planning Orgation (DPT) prepared a Masters
Plan on Health Sector. In line with this plan thestNational Health Congress was
held in 1992 which launched a new restructuringcess in this sector. The
following year Second National Health Congress wakl where National Health
Policies were adopted (HTP 2003: 10)

%7 |t was not possible for us to reach any documeayishits on these two congresses or on the Master
Plan or National Health Policy mentioned. HowevelPH mentions that although several
arrangements were attempted in line with the daesimade in the Second National Health Congress,
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In 1993 in order to make them able to reach health services, poor people without
any social security coverage were granted Greedsca system which survived
through 1990s and 2000s and is also included witterrecent HTP.

All in all while analyzing the developments of 188MHTP declares that those were
the years where the socialization policies launcime@960s were attempted to be
made widespread (HTP 2003: 10). However it is asmommonly-held view that
with the adoption of neoliberal policies, thesergeaere characterized by policies
and arrangements directed towards privatizatidmerathan socialization not only in

health care services but also in all social settors

It is also interesting to observe the change instigggestions made for the reform of
the health care system in the Five-Year Developnidans in this period- which
could also be analyzed within the context of theliberal restructuring of the public
sector in Turkey. In this regard it is seen thaivaiization, managerialism,
administratively and financially autonomous heal#ine institutions competing with
each other, separating financial and provisiongdeets of health care services
(provider/purchaser split), cost-based pricing, itimy the role of the central
administration, user-payments (out-of pocket pays)eior secondary care emerged
as the core aspects of the suggestions made fommely the health care system
starting from the '8 Five-Year Development Plan (1985-1989 Peridd)s it will be
seen in the following section these are also tidraecomponents of the HTP.

2003- Today: Launch of the Most Radical TransforaratAttempt in Health Care
System: Health Transformation Program (HTP)dl8da Doniyim Programi)

Health Transformation Programme will be analyzeditindetail in this chapter.
However before passing to that it would be useduh&ve a look at the pre-HTP
situation in the Turkish health care system- paldidy to its organizational and

financial set-up.

they could not have been successful. In this regawhderlines the failures in the attempts made
towards making hospitals autonomous entities awaras their privatisation (HTP 2003: 10).
*8 Tiirk Tabipleri Birligi (2010)
*DPT (2010)
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7.2 Organization of Health Care System in Turkey: ABrief Overview of the
Pre-HTP Situation

Before putting forward its main tenets, Health Bfanmation Program (HTP) makes
the following observations about the organizatisettup of the health care services
in Turkey in the pre-HTP period (HTP 2003: 14-18):

-Health sector is complicated embodying institutioofs different types where

strategic administration is a serious deficiency.

-Hospitals run by different institutions, such &g tMinistry of Health, the Social
Security Institution (as one of the first stepghd HTP, these hospitals are now run
by the Ministry of Health), universities, variousilpic institutions and private
hospitals serve in the health sector. Neverthetbsse hospitals lack effective

coordination among themselves and this causesrttefé use of national resources.

-The Pension Fund (Emekli Sapg) the Social Security Organization for the Self-
Employed (B&-Kur) and Social Security Institution (SSK) servalyo for their
members and this also causes inefficiency in theralvsystem. (As another step
taken within the context of the HTP, now it is tBecial Security Institution (SGK)
which embodies these three social security ingtitgtand at least theoretically now
every citizen has the right to apply to any of tlespitals functioning within the
context of the newly-established Social Securitwtitation, however various

differences in terms of practical procedures).

-Primary care is not as effective as it shouldHae health houses @& ocaklar) do

not function properly in rural areas and they ao¢ widespread enough in urban
areas- particularly in metropolitan areas. In addito that other primary care level
institutions such as Family Planning and Mother&@lriealth Care Centers do not

function properly.

-It is necessary to have an effective chain ofrrafesystem in order to decrease the

cost of the services provided and to increase theitity.
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-Health care system is organized on a highly-céné@ basis where planning,
organizational set-up and control mechanisms drdimcted from the center and
where the primary and secondary level health candces are organized vertically.
Although this centralized organizational set-up pasved to be successful in the
provision of the health care services nation-witiéyas various drawbacks such as
causing inefficiency and making the system vulnkerab manipulations that might

come from the center.

As it can be seen HTP is highly critical of the ttalized structure within the health
care system in general and in the individual haedpin particular and implies having

administratively and financially autonomous hodpitaompeting with each other.

-Lack of the notion of managerialism in the adntnaigon of the hospitals causes
various problems such as inefficiency and politiocgnipulations in health care

provision.

Again it is clear that HTP highly emphasizes theassity to inject the idea of

managerialism into the health care system. It eltbe on the need to separate
health care administration from health care managerand to embody elements of
managerialism within the health care system sudiaasg health care personnel on

contractual basis.

-Having responsibilities regarding planning, seevirovision and financing at the
same time makes the Ministry of Health get intotcamtictory positions. On the one
hand the Ministry provides health care services,than other hand it plans these
services and sets the standards to which they @glaniform. In addition to these

with the schemes such as the Green Card the Minsiso undertakes the

responsibility for financing these services whichthe end causes contradictory
positions for this institution. Its involvement direct service provision makes the
Ministry become rather ineffective in undertakings iduties regarding policy

development, standard-setting and directing théhheactor as a whole.
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Here it is possible to see that HTP implies theessity to create an internal market
within the health care system with its providerghaser split which has been the
case in the UK since 1990s. In fact this has stadebe practiced in Turkey with the
establishment of the Social Security Institutiontls financer of the health care
services vis-a-vis the Ministry of Health as thevpder of the services- along which
also private institutions take their place as offreviders. In the same vein it is also
possible to see that HTP implies having a Ministtyich concentrates on policy-
making, planning, standard-setting and control ematthan direct provision of

services- which steers rather than rows in accaelawith what the public

management doctrine mandates. When this would éedike it is not difficult to

predict that in the long-run there would be an@ase in the provision of health care

services by the private sector which would be pasel by the financing agency.

-Information systems used in health sector (e.glth@ecords of individuals) are not
as efficient as they should be where the ones bgdlle Ministry of Health do not

serve the whole system but only for its own insiitos.

-Many problems have been experienced regarding huasources in health care

sector- in terms of quantity, qualifications anditidispersal across the country.

7.3 Finance of Health Care System in Turkey: A BrieOverview of the Pre-HTP
Situation

Health Transformation Program (HTP) makes the ¥alhg observations on the state
of health care finance in the pre-HTP period (HDR2 14-16):

-In the absence of Universal Coverage (Generalthidasurance) applying to every
individual in the country, different insurance ihgions serve along different
regimes. (Now these different social security tngtons have been merged under the

Social Security Institution).

173



-Health care services are financed through thresn mesources: general budget,
social security institutions and payments by indiinals. In Turkey it is the public

finance which plays the major role in health camarice.

-It is declared that health care financing and phevision of health care services
have been undertaken largely by the state. Invlitie its general attitude towards the
separation of service provision and finance whias been touched upon in the
above section, here HTP re-implies that these twwtfons should be separated
because in the face of increased demand the sdatsfdrs far more resources to this
sector and the use of these resources cannot Heolteoh due to the complex

structures and procedures of the public finance ham@ems, which in the end

increases the burden over the general budget arsgsaeficits.

-However HTP also mentions that the share allocktad the GNP to health care
expenditures is not at the ratio that it shouldabd that there has been a decrease in
the proportion of the budget of the Ministry of Hhato the general budget from
1960 to 2002 (HTP 2003: 17).

-As it has been declared by the HTP itself, sim&zd is not yet a regular System of
National Health Accounts in Turkey, it is not pdsito get at correct information
and figures on the shares of different resourcethinvithe overall health care
finance®.

In the same veiit is not possible to determine the exact numbensfired people
and thus it is not possible to calculate the cbstealth care expenditure per person.
In the end all these deficiencies make it quit@aift to have proper projections and

plans for the future.

®0 Data for health statistics are obtained from theniaistrative records kept by the Ministry of

Health, from the researches conducted by the saméstiy and the Research on Population and
Health in Turkey (Turkiye Nifus ve sk Arastirmasi) conducted every 5 year. Statistics Intitu

of Turkey has declared that it is necessary taiget System of National Health Accounts for Turkey
in line with the OECD Health Accounts System. Uttign it would be the Statistics Institution which
would carry out the duty of calculating health caxgenditures for the year 2010 (IKJ2010).
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-Although it is not possible to calculate the exactount of out-of-pocket payments,
it is estimated that the rate is above the one hlaatbeen hit by all of the OECD

countries-approximately reaching 50%.

-Resources allocated to health care services inejueike below the OECD countries
when compared proportionally. Due to lack of cooatiion these resources are used
inefficiently.

At this point it would be quite useful to have aklaat the figures available regarding

certain aspects of health care finance in Turkey:

According to OECD statistics total expenditure aralth has increased in the last
decade in Turkey. While in the year 2000 total tiegpending accounted for 4.9 %
of GDP, it was 5.4 % in year 2004. When it comethyear 2007 it was measured
as 6 %, which was however still below the 2008 OEEBrage of 9 %"

When it comes to total health expenditure per eafiicluding public and private
spending) there occurred an increase since the 3@@0. In the year 2000 total
health expenditure per capita was 433 $. It in@eas 520 $ in the year 2004 and to
767 $ in the year 2007. Nevertheless Turkey hasldiwest health spending per
capita among the OECD countries where the average3060 $ in the year 2008.
Here it should also be noted that Turkey has the$d GDP per capita among the
OECD countrie$?

As is the case in all OECD countries (except thAlW®d Mexico), public sector
continues to be the main source of health fundingurkey. Although there occurred
an increase in the share of public expenditureBimvihe total expenditure on health
care from 2000 to 2003 (62.9 % in the year 2000 &h® % in the year 2003) it
started to decrease in the rest of the decadbelgdar 2007 it was measured 67.8 %,
which was again below the 2008 OECD average of #Z&8(This might be taken as

®1 OECD (2011a); OECD (2010)
%2 ipid.
3 OECD (2010)
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an implicit indicator pointing to the rise of thiease of private funding in health care

services.)

Regarding public health expenditure per capita #een that there occurred a serious
increase in the last 10 years. While public heaitpenditure per capita was 272 $ in
the year 2000, exhibiting a continuous rise inftiwing years- particularly after
the year 2004- it reached 520 $ in the year 2007.

Another point worth noting is that out-of-pocketyp®ents per capita have increased
from the year 2004 onwards. While it was 82 $ ia ylear 2004, with a continuous
rise it has reached 167 $ in the year 2807.

All in all it can be clearly said that there hasebean increase in health care
expenditures in Turkey. As has been mentioned aglibishas been the case for the
majority of the countries all over the world, whichfact has been the main motive

behind the recent attempts towards reforming health systems.

When it comes to the share the Ministry of Heaktisgrom the general budget in
Turkey, HTP declares that there has been a decieasel 990 until 2002. While the

share of the budget of the Ministry of Health whsw 4 % of the general budget in
1990 it was recorded as 2.25 % in 2002 (HTP, 2003: However, it can be said
that since 2004 there has been some increasesirativ. Finally it has been declared
that the ratio will be 4.40 % in the 2011 bud§et

Although there has been an increase in the shatethlke Ministry of Health gets
from the general budget in the recent years it idely accepted that this is not
sufficient and that this ratio ranks Turkey fardvelthe European countri&s

Therefore it would not be wrong to get at the faflog conclusion: in the face of

highly-increasing health care expenditures the estadlocated from the general

**ibid.

®%ipid.

% Document obtained from the Ministry of Health Deipeent of Strategy Development.
" Tirkiye Gazetesi (2004)
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budget to the Ministry of Health is not sufficiemthich points to the fact that public
investments in health care is quite below the meglievef®. However it is observed
that there has been serious increase in the primagstments in health care where
the most striking data would be the dramatic ineeean the number of private
hospitals in Turkey. General Secretary of the Tslrkedical Association reported
that there has been a 26 % increase in the nunfbgnivate hospitals within two

years®.

In the same vein another important point that reentnoted above can be recalled:
that there has been a serious increase in the ambtime resources allocated from
the public resources to the private actors opegatinthe health secttt It would
not be wrong to forecast that this trend of thelijpufector towards buying health
care services from the private sector would inaeasre with the establishment and
consolidation of the provider/purchaser split. Tih#ial steps of this system have
been made by the establishment of the Social Sgduastitution (SSI) which now
operates as the purchasing body where the Mingtriealth has taken its mere

place among its private counterparts as one obtbeders of health care services.

A final remark could be that the state’s takinghi#ds off the health sector has also
been backed by the increase in the out-of-pockghpats and by the adoption of the
Universal Health Insurance with which it has beeadencompulsory for the citizens
to pay certain amounts of premiums and thus beegirticipants in the finance of

the health care system in Turkey.

At the end of this section, right before going de®p a detailed analysis of the HTP,
to put forward a brief definition for the Turkisleddth care system in the pre-HTP
period in the light of the information derived abaypes of health care systems so
far, the following statements can be made: In tleeHbTP period, health care system
in Turkey could be defined as a hybrid (mixed) sgsin which the Beveridge model

had its weight besides the elements of Bismarc{ganial security) model and at the

%8 “Tiirk Saglik-Sen Raporu” quoted in Evrensel (2008).

% T\p Diinyasi (15.02.2009)

0 president ofstanbul Chamber of Medicine reports that whilegh®unt of resources allocated
from the public funds to the private health cagitotions was 503 million TL in the year 2002 it
increased to 3 billion YTL in the year 2007 (Evrein2008).
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least degree the liberal model. This was so asd tlve public (sector) finance which
bore the biggest share in health care finance whiak followed by the social

security system and to the least extent by theafeigector.

Now it's time to analyze what HTP brings about tlee organizational and financial
set-up within the Turkish health care system. T&iwhat will be attempted in the

following section.

7.4 Health Transformation Program (HTP)"*

After putting down the present situation and thebpems experienced by the health
care system in the pre-HTP period, HTP states dbhition is possible through
adopting a comprehensive approach in which evergpoment will be related to
each other in a systematic manner (HTP 2003: 32).

It also dictates that it is necessary to adopt jgmtologic” in determining the
sequence to be followed while solving these problemd to relate them to each
other. It is stated that the government is dedittadake the health sector as a whole
and to solve the existing problems one by one bl KHTP 2003: 32).

As it can be guessed it's the HTP itself whichus forward as the overall solution to
all these problems together with the tools it pdegi to attain the solutions.

In this section besides making a detailed anabfsighat the HTP brings about to the
health care system two related topics- namely theenl characteristics of the
transformation/reform and the general socio-econoamnd political context (i.e.
international and national dynamics) for the emecgeof the HTP will also be

covered.

" (Salikta D6NGiM Programi)
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7.4.1 “Transformation” or “Reform”?

In HTP it is stated that the government does ndt itaa “reform” but a

“transformation” due to the following reasons (HZB03: 24):

1. Because they are aware of the fact that theyatoput forward a completely

different idea than the previous ones.

2. Because those attempts made so far with theebawmin“reform” have had a

negative impact on the public in general due tortfalure in realizing what they

foresaw.

3. Because it is not realistic to totally end theegent system and shift to a

completely new one.

HTP points out that the word “transformation” hasease of meaning which is more
modest than the one the word “reform” implies arthttit is the word

“transformation” which better reflects what is auiney this last project launched.

However when one looks these two words up in tloéiadiary it is seen that the
situation is totally the reverse. That is to sag word “transformation” has a rather
ambitious meaning than the word refdfmNevertheless it can be argued that this
reflects the real situation — i.e., what the HTB haen doing so far is quite ambitious
than the attempts made to this date to changeo(say “reform”) the system and
(though contrary to their argument) the word transfation better reflects this rather

serious change than the word “reform”.

Here it should also be noted that use of this teotogy (i.e. the use of the word

“transformation” to denote these recent changebimwithe health sector in Turkey)

2 Reform: 1.the improvement or amendment of what is wrong, wgtrunsatisfactory, etc. 2. to
change to a better state, form, etc.; improve bgration, substitution, abolition, etc.8orrection,
reformation, betterment, amelioration. Better, rectify, correct, amend, emend, amelioregpair,
restore (Dictionary.com, 2009a).

Transform: 1. to change in form, appearance, arcgire; metamorphose.2. to change in condition,
nature, or character; convert 3. to change intdrencsubstance; transmute. 4. to undergo a change i
form, appearance, or character; become transforriedo change one thing into another. 6.
TRANSFORM suggests changing from one form, appearance, tgteyc or type to another
(Dictionary.com, 2009b).
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also contradicts with the incremental approach thatHTP says to adhere (HTP
2003:8).

7.4.2 General (National and International) Socio-Eenomic and Political

Context for the emergence of HTP

It is known that until the HTP was launched in 20&& much could have been
achieved by the reform attempts made in the health system within the context of
the neoliberal restructuring of the public sectbnerefore the question of why it
could have become possible to launch this transfbam in 2003 comes to one’s
mind. In order to answer this question it would useful to have a look at the
international and national dynamics which pavedwag for the emergence of and

the practice of the HTP in this period.
7.4.2.1 International Dynamics

HTP declares that it will take into consideratitve VWHO policy “Health for All by
the Year 2000”, basic documents issued within thetext of the EU Accession
process and other relevant international prac(igd$ 2003: 26). In this regard HTP
stressed the importance of creating mechanismsrderoto benefit from the
experiences of organizations such as the World thlgatganization or from the
experiences of scientists and experts dealing lnatith issues worldwide in order to
catch up with the developments taking place in ithiernational arena which
implicitly refers benefiting from epistemic commtiaes available in the course of the
HTP (HTP 2003: 38).

7.4.2.1.1 Effects of the EU Accession Process onMT
HTP highly refers to the EU Accession process nmidating its agenda for reform.

In this regard Council Decision on the Accessiontriigaiship with the Republic of
Turkey® (Katilim Ortaklg Belgesi) and Turkey's National Program are mereib

3 Full name of the document is: Council Decisionl8fFebruary 2008 on the Principles, Priorities
and Conditions Contained in the Accession Partigsstth the Republic of Turkey (ABGS 2011).
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(HTP 2003: 26). In addition to these, adaptationhef Turkish health legislation to
the European health legislation, defining dutiagharities and responsibilities of
professionals working in the health sector in Iwéh the requirements of the
accession process and effective use of the funggplied by the European
Commission are highlighted (HTP 2003: 26, 33, 38).

Before going deep into these documents it woulddeful to understand how health

issues are taken within the EU context:

First of all the Community does not have commonlthepolicy that “each EU
country is free to decide on health policiésdf their owr>. However, although
harmonization of health policies has not been zedliso far, the EU has already
issued various directives on issues such as haangnon standards on food safety
and nutrition labeling, on safety of medical equgmty blood products and organs,
quality of air and water. In addition to these Won allocates funds for improving
health security, reducing inequalities, providingformation on health, safe
consumption of alcohol, combating consumption dfattco and drugs, preventing
major diseases and pandemic threats and healtarcbsdn addition to these with
the free movement principle it is stated that irntaia conditions EU citizens would
be able to get treatment in any EU country thay gdtese even when they are not on
holiday’®.

Health policy is not counted as a policy area ef BU. That is to say EU does not
have direct effect on health care systems of thelpee countries. Rather the EU has
been taking indirect action on health issues - twhace usually taken within the
contexts of “Public Health”, “Consumer Protectiofifood Safety”’, “Environment
(air and water quality)” and “Working Conditionsch8afety at Work”.

Nevertheless it should be noted there are thodmmutvho claim that the EU has

been pressing for “collaboration among member staté the EU level regarding

" EUROPA (2011)

"“Article 152 of the Treaty on European Union and Theaty Establishing the European Community
(EUR-Lex 2006)

" EUROPA (2011)
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health care services and tries to extend Open MetioCoordination (OMC) to
health care and long- term care and to supporematnobility within the EU (Maino
et al. 2007: 137). According to Maino et al., opting several Communicatidhis
in this direction, the Commission has put forwdrd signs of “an overall strategy to
develop a shared vision for European Health Castefs” (Maino et al., 2007:
137). In addition to this Koivusalo et al. also @eg that “the European legal sphere
is expected to matter more in light of Serviceseblive and work in the context of
services of general intere&t'(Koivusalo et al. 2007: 197). In line with Maieoal.,
Koivusalo et al. also argue that “EU has broughtétentralization as a means to
improve the effectiveness of health care systentearcontext of future cooperation
and for the use of open method of coordination (QMC the field of health

services” (Koivusalo et al. 2007: 194).

All in all it can be said that being an issue ofreégulatory policy area of positive
integration rather than the more popular and eadgeregulatory policy area of
negative integration, health has been started widmeissed within the context of the
recent OMC todP. However as has been the case with the otherymsgitegration

issues which entails more distributional aspeatshi{sas social policy) EU has been

" European Commission (2004€pmmunication from the Commission: follow-up totifgh level
reflection process on patient mobility and healttecdevelopments in the European UniG@@QM
(2004) 301 final. Brussels, European Commission.

European Commission (20048pmmunication from the Commission: modernisingadqarotection
for the development of high-quality, accessible sustainable health care and long-term care:
support for the national strategies using the “opeathod of coordination’'COM (2004) 304 final.
Brussels, European Commission.

8 European Commission (200The Internal Market and Health Services: RepotthefHigh Level
Committee on Healtl.7 December. Brussels, European Commission.

Eurpean Commission (200&reen Paper on on Services of General Inte@bktMay 2003. COM.
Final. Brussels, European Commission.

European Commission (2004Rjoposal for a Directive of the European Parliamand of the
Council on Services in the Internal Mark€OM 2004.2. Final. 13 January 2004. Brussels, Eaaaop
Commission.

European Commission (2004b) Communication from@henmission Modernising Social
Protection for the Development of High-Quality, Assible and Sustainable Health Care and long-
term Care: Support for the National Strategies dsine “Open Method of CoordinationCOM
2003.304. Final. Brussels, European Commission.
" For more information on de-regulatory and re-ratpry policy areas and OMC in the EU refer to
Hix (2005).
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rather reluctant to have effective harmonizatiod &as left member states free to
adopt their own policies.

In the Accession Partnership docunf@nbealth was taken under the title of
“Consumer and Health Protection” where mere refs@ewas made to further
alignment of the acquis in the areas of bloodu#ss cells and tobacco and ensuring
enforcement capacity, improvement of general |l@fehealth and development of

community-based services in the area of mentatlin@adre underlined.

When it comes to the National Programs, the NatiBnagram of 2001 refers to the
issues of Health Protection and Consumer ProtecRoblic Health, Work Safety,
Environment (air quality, water quality, waste displ) and medical and para-
medical activities related to free movement of wdlials. However regarding
alignment of the Turkish legislation and practieeth that of the EU, in general the
document says that there is need for further workdllect data and analyze these

topics™.

A more or less similar approach was adopted if\iigonal Program of 2003 where
health issues were merely touched upon in theitiogl to Environment and
Consumer Health Protectiin The same outlook was adopted in the document
issued by the Ministry of Health in the year 200Bick was titled “the National

Health Program of Turkey in its Alignment with tB&) Acquis’®®,

National Program of 2008 did also follow the saroate where health was taken
within the context of Food Safety, Environment afnsumer and Health
protectioff*. However in this case under the title of Consuaret Health Protection
rather detailed information was given on issues sgcthe regulation of tobacco and
alcohol markets, organs, cells and tissues andh@mdtivities of related institutions

on these topics. Besides that the National Progra@008 did also reflect upon the

8 Council Decision of 18 February 2008 on the ppies, priorities and conditions contained in the
Accession Partnership with the Republic of Turkeg eepealing Decision 2006/35/EC (ABGS
2011).
81D sisleri Bakanlg (2011)
%Avrupa Birligi Bakanlg (2011a)
8National Health Program of Turkey in its Alignmentith the EU Acquis-(Avrupa Bir§i
Miiktesebatinin Ustlenilmesirikskin Tiirkiye Ulusal Sglik Programi) (Sglik Bakanlgi, 2009).
8 Avrupa Birligi Bakanlgi (2011b)
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issue of the functionality of Public Administratiamder the title of political criteria
where reforms that had been made (e.g. Ethicardéor Public Servants) and
those that would be made (e.g. Institution for RuBluditing, re-organization of
center-local relations through Municipal Law, Mgtatitan Municipality Law, Law

on Provincial Local Governments) in the realm ofblpu administration were

mentioned.

Finally it would not be wrong to say that althoutife EU accession has been a
serious leitmotiv for many reform attempts in Twkecompared to other

international actors such as the OECD and the WiB, EU has not been that
influential in shaping the HTP- no matter the ast@s process has been highly
referred to in the HTP document itself. As it hagt already underlined, the EU has
not achieved any harmonization regarding healtle cystems and basic health
policy matters. Its only impact might have been the standards and criteria

regarding public health issif8sn the course of health care reforms in question.

7.4.2.1.2 WHO - Health for All by the Year 2000

Working within the United Nations System, World KHbaOrganization (WHO) is
“responsible for providing leadership on global IHeanatters, shaping the health
research agenda, setting norms and standardsylatitig evidence-based policy
options, providing technical support to countriad anonitoring and assessing health
trends.®® In this regard documents issued by WHO has lomm beken as a guiding

many reform attempts not only in Turkey but alsonany other countries.

“Health for All by the Year 2000” which was mentexshin the HTP was in fact the
goal voiced in the Declaration of Alma-Ata which svessued at the end of the
International Conference on Primary Health Cardq Ire Kazakhstan in 1978 with

the participation of many countries and internaglasrganizations.

8 |n this regard reports such as “General Overviéthe Public Health Sector in Turkey in 2006”
issued by the European Parliament’s Committee eiEtivironment, Public Health and Food Safety
can be referred to (European Parliament, 2010).

85WHO (20119)
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Besides its assertion on taking health as a fund@héuman right, holding
governments responsible for the health of theirppe@nd reduction of the gap
between the health status of developing and degdlagountries, the Declaration
puts great emphasis on primary health ¥aws it can be understood from the name
of the conference itself, the ambitious goal ofvmling “health for all” would be
attained through consolidation of primary level Itreaare. In this regard HTP’s
stress on the realization of the Family Medicinest&ymn and strengthened primary
health care can be recalled —as also one of théafmantal aims of health care

reforms so far.

WHO is known to be an independent organization. él@w it has been argued that
WHO has been playing its role in the consolidatanneoliberal health reforms

where more market-oriented health care practiceh @s money following the

patient, public-private partnerships, private fioamand provision of health care
services are praised by the WHO. In this regardiquéarly World Health Report

2000 which outlined a ranking of the performances & tealth care systems of
191 countries is taken as a reference point foratigeiments that WHO has been
following market-oriented health reforms in linetlwithe World Bank’s approach
(Lister 2008: 89-95).

Regarding health care reform in Turkey the follogvimorks by the WHO are worth

mentioning here:

Country Cooperation Strategyhich gives a brief picture of what has been gang
in the health care system in Turkey so far and kvpiats forward a Strategic Agenda
for 2004-2010 which supports basic components efHAP such as enhancing the
stewardship role of the Ministry of Health, stremgting primary care, emphasis on
health financing, inter-sectoral advocacy and ike®l. This document also refers to
the importance of the World Bank-funded projechéack HTP.

87 WHO (2011
% The World Health Report 2000 — Health Systemsraving Performance (WHO 2000).
$WHO (2011a)
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National Health Accounts on TurkK8y Country Health Profil¥, Selected Basic
Statistic§?, and Highlights on Health in Turké$ are the documents issued by the
WHO which basically contain statistics on selecteghlth indicators and health

status in Turkey.

In addition to these within the context of the serof work on Health Care Systems
in Transition (HiTs) — as a collaborative work burgpean Observatory on Health
Care Systems and Policiddealth Care Systems in Transition (HiT) Turkey @00

was issued. This document provided an in depthyaisabf the health care system in

Turkey together with reform attempts made and thogeogress.

Finally WHO has concludethe Biennial Collaborative Agreement 2010 -2811

which sets the priorities and objectives for catletion for the period 2008-2013.
The Agreement holds both the WHO/Europe and thekiSlir government

responsible for the achievement of the goals statebfor financial support where
the latter would also be encouraged for fundraismthis end. The objectives to be
achieved as set forth in the Agreement were quiepatible with those of the HTP
where enhancing the stewardship role of the MipistrHealth, strengthening family

medicine system and evidence-based policy makiagvarth mentioning here.

7.4.2.1.3 World Bank as an Actor in Health Care Refrms and Its impact on
HTP

WB Projects in collaboration with the Ministry ogBlth in Turkey

Being one of the most influential actors of thetpwar restructuring process, World
Bank has been playing an important role in pubdictar reforms of the developing
since 1980s. World Bank projects to attain restniicg of the public sector have
been accompanied by the IMF’s structural adjustnm@ogram directed towards

developing countries.

WHO (2011b)
“\WHO (2011c)
ANHO (20111d)
SWHO (2006)
“WHO (2011e)
186



In 1990s World Bank did already become the institutallocating the greatest
amount of funds to health sector activities andsoaring the WHO in this regard
(Lister 2008: 56).

In 1987 WB issued the report titledinancing Health Services in Developing
Countries: An Agenda for Reform which minimal state intervention, market-
oriented practices, privatization and user paynmistem were advocated (Lister
2008: 56). This report was followed by many othecuments issued by the WB
which were in line with the neoliberal restructgriof the health sector and thus
seeking market-friendly solutions (Lister 2008:.56)

World Development Report 1993 — Investing in Hehtik been quite influential in
developing countries in adjusting their health seft. Main highlights from this
Report could be summarized as follows: (World Ba8R3: iii)

Governments in developing countries shquidmote competitiom the delivery and
financing of health care services. They shouldfggapublic health and essential
clinical services and leave the restgovate financewhich would be mediated
through insurance orsocial insurance where government regulation should
encourage private insurance marketven for publicly financed clinical services
governments caencourage competitioand private sector involvemenh service
supply and can help private sector improve itscrdficy by providing key

information.

In addition to these the Report elaborates on taptzon of Essential (Minimum)
Clinical Packagewhere governments would ensure access to a packaggsential
clinical services which would be determined throggimciple of cost-effectiveness,
resources available and the size and distributidrealth problems of the population
rather than political considerations. In the Repbit argued that these measures
would improve health outcomes, contain costs arfthiece consumer satisfaction
(World Bank 1993: 112). It is also argued that thssential Clinical Package could

% World Bank (1993) World Development Report — Irtirgg in Health.
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only be affordable when accompanied bser chargestogether with the above
mentioned measures directed towards private finAMoeld Bank 1993: 108).

It is clearly seen that what were proposed by tH# iWits 1993 Report have been
directing health sector reforms in developing caestand that these proposals have
already taken their place in the HTP.

World Development Report 2084 in which health is taken as one of the services
directly linked to human development and povertates that there is no single
solution fitting all services in all countries. B#ss that the report highlights the
importance of “public responsibility” where the de®r more public spending and
reform of institutions are stressed for the improeat of services. In this regard
both market failures and government failures arglasized in terms of health

systems that have been in use so far.

However although the Report underlines the impagant public responsibility it is
still the private spending that matters. Governmeare deemed to be the active
purchasers of health outcomes through strategictradmg. To this end
benchmarking for performances, fostering autononpoasiders for clinical services
and establishing strong monitoring functions aré¢ fauward by the report for

improved health care systems.

Finally the necessity to link sectoral reformshe bn-going or nascent public sector
reforms in areas such as budget management, dalcaation and public

administration is emphasized.

Compared to the Report of 1993, this Report migtens to refer more to public
responsibility. However it is still the private spkng that matters and the
government’s purchasing these services from pripateiders is foreseen. Direct
provision of health services by the public secsdimited to those areas in which the
private sector does not have interest. This anmwsuother fundamental approaches

of the Report shows that the WB’s policy towardsiltre care systems and their

% World Bank (2004)
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reforms in developing countries has not changedlitsction but what happens
might be that the WB tries to adapt the failed atpef its previous reform packages
to the requirements of the structural adjustmemis$ @estructuring today. In this
regard it is also interesting that at the end efdéction on health, the Report gives a
brief analysis of the Cuban health system withgardo its reform and performance
(Lister 2008: 68-71).

Among the international actors, HTP makes morereefee to the EU accession.
However in practice it is the World Bank and itsuoterpart in public sector
reforms-the OECD which play more important roles thre realization of the
transformation. These two agencies support thesfmamation process both
financially and theoretically. This fact is alsatstd by the WHO which declares that
“the World Bank is the main international agencyntcibbuting to health system

reform” in Turkey”.

Since 1990 Turkey and the World Bank started tceuiatte projects which aimed at
improving the health care system in this countnyl®90 General Coordination Unit
Ministry of Health in order to carry out these majs where experts from WB
became more influential compared to the bureaucchtgshe Ministry in the

preparation and undertaking of these projects (vahalleli-Ygar 2008: 161).

With the adoption of the HTP, in 2004, WB and thev&nment of the Republic of
Turkey concluded the agreement for the issue ofmllflon Euros credit for the
“Health Transformation Project to Support Healtrafisformation Prograr® In

order carry out this project, the Project Admirasitbn Support Unit (Proje Y6netim
Destek Birimi) was established, which also replaci@ previous General
Coordination Unit for Health Project. This projestcarried out by the Ministry of
Health and the Social Security Institute and isigfe=s] to be carried out in two

phases.

" WHO (2011a)
% Sgslikta DONiUm Programina Destek Slkta Donisiim Projesi- Sglik Bakanlgi (2011a)
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Phase | has 5 components:

C1. Re-organization of the Ministry of Health faetter guidance
C2. Developing institutional capacity for Universégalth Insurance
C3. Re-organization the provision of health cargises

C4. Enhancing public health services

C5. Project administration and InstitutionalizatmfrHealth Education Centers.

With the issue of the credit in 2004 work projeearmns were established for each
component and by 30 June 2009 Phase | has beeludedavith the realization of

the following:

C1.

1. Strategy Planning and Policy Development capaifithe Ministry of Health has
been strengthened.

2. Draft Law was prepared for the establishmenhefNational Pharmaceuticals and
Medical Devices Institute (Ulusélac ve Tibbi Cihaz Kurumu).

3. Framework for Performance Administration for é&wmdmous Health Agencies
(Ozerk Salhk Tesislerinin Performans Yoénetimi Cergevesi) basn prepared.

4. Capacity Developed for the Practice, Monitoramgl Evaluation of Health Reform
(Saslik Reformu Uygulamasi vizleme ve Dgerlendirme Kapasitesinin Kurulmasi).

5. Health Information System (8& Bilgi Sistemi) has been established.

C2.

1. Capacity of the Social Security Institute hasrbenhanced

2. Social Security Information System (Sosyal GlikeBilgi Sistemi) has been
established.

Cs3.

1. Family Medicine System has been established.
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2. Introduction to Autonomy in Public Hospitals (D&t hastanelerinde Ozerké
Giris)
3. Raising Public Awareness and Communication

4. Public Health Programs have been enhanced.

C4.

1. Refik Saydam Institute has been strengthened.

2. School of Public Health has been strengthened.

Cs.

Health Education Center has been established

Phase Il of the Health Transformation Project, Whieould be carried out in the
period 2009-2013, is said to be on its way to beckaled (now it is January 2011).
The Loan Agreement for this phase has become bieas of September 2009 with
a total of $ 75.1 million¥.

Phase Il is planned to have the following three ponents:

C1. Enhancing the Guidance, Service Provision amdié Health functions of the
Ministry of Finance

C2. Designing Pilot projects for the realizationooftput-based financing in primary

health care services
C3. Enhancing the capacity of the Social Secunsyiiute
As it can be clearly seen, World Bank has beenimppguite an active and an

influential role in the transformation of the héaltare system in Turkey. Health
Transformation Project which was initiated by th&Whd the Republic of Turkey in

%\World Bank (2011)
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2004 with a prospect for the year 2013 clearly shalaat HTP has been going
parallel to the mandates of the project.

7.4.2.1.4 OECD, IMF and WTO as Actors in Health Cae Reforms and their
Impact on HTP

OECD defines its mission and working principles asdat% Their basic mission

is to promote policies that will improve the economnd social well-being of people
around the world and to this end they share expees seek solutions to common
problems, analyze and compare data to predict dutugnds, set international
standards on all sorts of things and in the endmasend policies in that particular
area of interest. In so doing they declare theareth commitment to market
economies which imply that their policy recommematz would be directed by this

commitment.

Health is listed among the major topics of intetesthe OECD. In this regard the
OECD not only issues detailed analysis and dat&eaith status and health care
systems of the member countries but it also makesnational comparisons to
attain convergence and compatibility among the thepblicies and health care
systems of the member countries and issue reconatiend on their reform of

health care systems and support projects in tesext (Lister 2008: 79-80).

Among these documents the most famous ones are OHE4Mh Data issued
annually, Health at a Glance (issued for differeegions such as Europe or
Asia/Pacific), OECD System of Health Accounts (byieth the OECD tries to attain
common denominators for data collection in OECD ntoes to make better
comparisonsf’, Working Papers on Health, Environment, Safety @edhnical

issues. In addition to these OECD issues annual lDHEEalth Data for specific
countries (e.g. OECD Health Data 2011 - How doekdwCompare?) and detailed

190 5EeD (20114)

1001 this regard report on the implementation of Ateyn of Health Accounts: Implementation-
Turkey (OECD 2000: 5) was published upon the needdliable and comparable statistics on health
expenditure and finance among OECD countries (Kattal. 2004: 5).
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analysis of health care systems of member couneigs OECD Reviews of Health
Systems- Turkey).

With all these activities, OECD plays an importesie in health care reforms of its
member countries and thus for the realization efHi P in Turkey. To this end they
participate in and support WB projects and variatiser activities of different

epistemic communities.

Lister, who calls OECD as the “organizator of Healare reformers” argues that
works of OECD are far from being neutral that thegvocate market-oriented
reforms of the British type, curbing public expendes on health care, supporting
more role for the private sector and thus beingesonat biased in their ranking of

the performances of health care systems (Liste8209-80).

IMF: IMF has been quite an influential actor in shapwegliberal public reforms in
developing countries within the context of struatuadjustment programs. In this
regard IMF has been highly interested in the hea#htors and social security
systems of these countries.

Turkey became a member of the IMF in 1947 and Btand-by agreement was
signed in 1958. Since that date till late 2000k&uis economy and its political and
social dynamics have been highly affected by thE thectives.

IMF’s insist on curbing public expenditures in Taykhas been reflected on health
and social security expenditures. In this regamtiqadarly starting from 2005, Letter
of Intents submitted by the Turkish governmentsehawade serious references to
health care and social security reforms within tomtext of their requests for

financial support from the IMF.

In order to understand the impact of the IMF on ribeent HTP, it would be quite
enlightening to have a brief look at these letaérimtent*

192TCMB (2011)
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Letter of Intent of July 2002 stated that high exges on pharmaceuticals would be
diminished and that the Ministry of Health wouldalize its program for cheap

purchase of drugs by the end of 2002.

Letter of Intent of April 2003 declares that thelarity to make excess-payments for
transfers to social security institutions and tokenaxcess-expenditures within the

context of Green Card procedures would be banned.

It is by the year 2005 that health care and s@@alrrity reforms have started to take

an important place within the Letter of Intents.

Letter of Intent of April 2005 declared that HTPdathe Social Security Reforms are
oriented towards long-term savings in the publitafice. Moreover it stated that
Universal Health Insurance would be accomplishethbyyear 2006. The Letter also
underlined that steps towards decreasing expensafugs would continue to be
taken and that a financial framework would be depetl to keep health care
expenditures under control. Moreover it is declatret a thorough review would be

made over public sector employment and paymertesjies.

Letter of Intent of November 2005 announced theptido of the previously-
mentioned framework for the control of health cangpenditures. Moreover it
declared that in order to have better control oalthecare expenditures Global
Budget system would be adopted by public hosphligsvhich each public hospital
would be expected to finance expenditures of thein patients through the global
budgets which would be allocated to them at thanégg of each year. Also this
global budget would also constitute the upper lithdt social security institutions
would be able to pay to public hospitals. Anothemt that the Latter of Intent of
November 2005 mentioned was that social securigfititions would be more
empowered to have control and auditing mechanisrdgtaat public hospitals would
have more administrative authority. Finally theteedeclared that a re-organization
was aimed in the collection of the social secuptgmiums and that in case any
excess expenditures on health care occurred inptred targeted additional

precautions would be taken.
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Letter of Intent of July 2006 stated that the faflog additional precautions would
be taken in order to take health care expenditureker control: expenditures on
pharmaceuticals would be made under more contrddlig hospitals would adopt
the system of payment per case (vakgitzatdeme) and that necessary protocols
would be signed to adopt the global budget systkmvas declared that these
precautions would provide serious savings. In &mldito these the Letter declared
that Family Medicine System and Chain of Referngt&m would be accomplished
and that those services which were excluded froen dsarges would be limited to
those people who are in real need. Finally agagninkent to re-organize premium

collection system was underlined.

Letter of Intent of November 2006 declared thatonder to control health care
expenditures, the Social Security Institution would given the authority to
change/regulate the amount of user charges in dangstreatments it provided,
performance-based payment system practiced ingbbgpitals would be improved

and that the system of reimbursement in drugs wbelde-organized.

Letter of Intent of 2007 put forward the followino order to take health

expenditures under control: each public hospitalildadetermine 3-month budget
objectives, hospital receipts would be subject twrenthorough control, hospitals
would be introduced to new purchasing methods @i thurchases of services and
equipment, getting differentiated user charges didad made possible in primary,
secondary and tertiary level for outpatient treati{ayakta tedavi) and that Family
Medicine System would be accomplished in more prees by the end of the year
2007. Finally it was declared that if health casgenditures would excess the

predetermined amounts, cuts would be made in gitions of the budget.

The Letter of Intent of 2008 mentioned the increasédiealth care expenditures-
particularly those incurred in private hospitaldieTLetter repeats the following
precautions in order to control expenditures madehealth care as such: public
hospitals would have 3-month global budgets whichuld be rather tougher,
differentiated user charges would be practiced sand that Family Medicine

System and the Chain of Referral System would aptished.
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As it can be seen it is quite possible to figuré the basic components of the HTP
by following the Letters of Intent submitted to tihF by the Turkish governments-
particularly the post-2005 ones. This shows thafF INBs been one of the most
influential actors with which the Turkish governnerhave cooperated for the

realization of the HTP.

WTO: Although for the time being WTO does not have toachdirect effect on
health care reforms of countries in general it isrttv mentioning here that
liberalization in health care services and thusbkng foreign investors and traders
to provide health care services have long beerusisgd within the WTO circles.
Although due to its specific characteristics libzaion of health care services has
been left to the voluntary intentions of the membauntries the WTO often makes
recommendations to these countries on how theydcadibpt the GATS regulations
to health care services in their countries (Li@08: 80-81). As Lister argues when
the great potential to benefit from the huge hesditvices market for foreign traders
is considered it is quite evident that liberaliaatin health care services would keep
its place on the agenda of the WTO and particulaniythat of affluent countries of
multi-national corporations which would like to neakhe most of the this potential
and of the huge funds allocated to health sectanany developing countries (Lister
2008: 81-82).

Regarding Turkey there has not been that radi¢aigt to apply GATS to health
care services so far. Doctors, pharmacists, nudsgjsts, responsible directors of
private hospitals and veterinarians are still thefgssions assigned only to Turkish
citizens®® However foreigners are allowed to establish peviaospitals with the

permission of the Ministry of Heaftf. Following the argument by Lister
developments in this regard are to be seen paatiguwivhen the size of the health
care market and the amount of public funds allatatethis sector are taken into

consideration.

13 WTO (2011a)
14 WTO (2011b)
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It is seen that in fact all the international astbaving a say in health care reforms
are to a certain extent collaborating with eacteotind thus looking from the same
perspective which is compatible with and thus sttving the requirements of the
neoliberal restructuring processo give a few concrete examples in this regard
which have already been referred to above, in Wioddelopment Report of the WB
it was stated that “WHO has been a full partnehwhie WB in preparing this report”
(WB 1993: iii). In the same way in the Health TriEmmsation Project conducted by
the WB and the Ministry of Health of Turkey it isated that HTP is a reform
initiative designed to bring Turkey’'s health indima in line with those of OECD
countried®. Finally it is known that since 1960 the Europ&ommission has been
taking part in the works of the OECD where the espntatives from the European
Commission work with the OECD experts in the prafian of texts and participate
in discussions on the OECD’s work program and efjias, and are involved in the
work of the entire Organization and its differenties®.

In their analysis of economic restructuring in {hast- 2001 crisis era in Turkey,
Onis and Bakir argued that powerful international exsarch as the IMF and the EU
has been quite influential in pushing for instanal reforms in this country. In this
regard they emphasized how effective they had loeehelping domestic policy-
makers in overriding the strong resistance on partdomestic interest groups,
increasing credibility of these reforms through aitional agreements, providing
public support for the reform processes and progdiong-term improvements in the
institutional capacities of the state (@aind Bakir 2007: 3-4). These analysis made
by Oni and Bakir for explaining the importance of theemftional actors in the
adoption of the institutional reforms in stabiligithe economy can also be used to

understand the role of international actors inrga&ization of the HTP.

As it can be clearly seen international dynamicgehalayed important roles in the
emergence, formulation and realization of the HTiP.fact besides its various

national peculiarities this process has had mamgshin common with the health

195 world Bank (2011)
198 5ECD (20110)
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care reform vawe which have been experienced bynijerity of the countries all
over the world in the last three decades. Here omme the convergence/divergence
debate could be referred as both arguments ardéeviala certain extent in health

care reforms.

7.4.2.2 National Dynamics

The role of international actors and their impatiaffecting domestic actors (policy-
makers and other interest groups) in the realimatib public sector reforms have
been touched upon in the proceeding section. Nwsless as Omiand Bakir who
highlighted the importance of the internationaloastdid also underline the fact that
it is not possible to fully rely on external actansexplaining the push for reforms
(Onis and Bakir 2007: 4).

First of all neoliberal restructuring of the stated the public sector since early 80s
should be referred to as the general frameworknotetstanding the transformation
in health care system- which is in fact quite endsed with the international
processes that have been analyzed in the preeatisrs.

Within this general framework the following devefogents could be counted as the

factors having paved the way to health care reforirurkey:

Health care expenditures have risen dramaticaltheénrecent years and taking them
under control has been one of the main concernfeigovernments not only in

Turkey but also in all over the world. In fact ttias been the most important factor
behind the attempts to reform health care systémthis regard developments in

health technologies and pharmaceuticals industdy tae parallel increase in the
demand for more and advanced health care servimgspeoducts could also be

counted among the reasons which caused increakeaith care expenditures. In
short curbing increasing health care expenditunesreaving more efficiency in the

provision of health care services have been the nrasial objective behind health

care reforms (Keyder et al. 2007: 7; Palier 2008; bigueras et al. 1999: 4;

Mossialos et al. 2007: 7).
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Health care system in Turkey has been having maoplgms such as regional
disparities in the provision of health care sersjcdeficiencies in primary and
preventive health care and structural problems kvhiave been making the whole
health care system unbearable for both health paessionals and patients (e.g.
heavy workload, long waiting lists, differentiatextcess to health care due to
differentiated social insurance systems, unfairadytocket payments etc.). These
problems have also been noticed by the opponeriteediTP as the system has been
struggling with them for so long. Therefore refohas long become a necessity for
the health care system and has long been demarydexy different segments of

the society.

Moreover, in line with the aforementioned internaal dynamics and the related
neoliberal restructuring process within the pulkctor, private sector has started to
have great interest in health sector which it sthtd see as a very profitable area for
investment. This in the end necessitated a re-fation of the role of the state in
health care services and a re-formulation of tHatiomships between public and
private sectors and national-local-global levelsetlless to say all these have made
it more than imperative to make comprehensive monot only in health care

system in particular but also in the public seatageneral.

In analyzing the national dynamics that have pahedwvay for the realization of the
HTP, it is quite important to have a special lodktlze post-2002 period which
coincides with the Justice and Development Paiy§&k coming to power. As it is
well-known after 2002 till today there have beernaes attempts at reforming and
transforming many aspects of the political, soaiadl the individual realms where a
dedicated attitude towards a comprehensive tramsfioon is observed ranging from

constitutional amendments to public sector reforms.

It is within this context that the realization dietHTP could have become possible.
As it has been mentioned before, there had beesraeattempts to reform the health
care system since the launch of the neoliberaruesiring process in the early
1980s. However it is with the HTP that Turkey haei experiencing the most

radical transformation in its health care systenictvihas many things to do with the
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dedicated adherence the present government hasbemy to the this rather macro
level transformation project in the state apparatus socio-economic realms. Within
this comprehensive reform project it has becomatixaly more effortless to attain
the objectives of the HTP. In this regard it hasdmee rather easier to supplement
the HTP with legislations in areas such as theasseicurity system or it has become
rather less problematic to finalize the legislatprecesses. In addition to these, the
present government which has been in power fotastethree terms has been ruling
the country as a one-party government before wiielcountry had long been ruled
by coalition governments. This also makes the ptegevernment more powerful to
attain its reform project?’.

In this regard two arguments are worth mentionthg:first one is the “dissident but
hegemonic discourse” and the “populist discourskicty have been attributed to the
party in power as one of the keys to its successdertaking all these reforms and
to the support it gets from the public for thesiomas (Yildirm 2010: 22 In the
same vein Oriand Bakir argue that in order to be able to redlwese reforms it is
necessary to have high degree of domestic soctehllization and to take care of
developmental and redistributional challenges §@nid Bakir 2007: 17).

The second argument is on the change that thentrese-party government has
attained in the bureaucratic cadres so far that tiwsve is rather very limited
resistance to change from bureaucracy comparedetoops periods, which makes
the transformation in the public sector rather eradn this regard Ogiand Bakir
draw attention to the political centralization imrbaucracy and to the increased
autonomy in particular relevant sections of bureacy which according to them
contributed to the strengthening of the state dapand thus to the realization of
public sector reforms (Opiand Bakir 2007: 4).

1971t is argued that “the neoliberal authoritariamficthe state had acquired as early as the 1980s has
persisted since then through the powerful articatabf economic, political and cultural processes
into each other” and that JDP represents a cotyinnithe neoliberal restructuring project than a
radical change in state-society relations whilstiaing to initiate radical changes in this regard
(Bedirhanglu and Yalman 2010: 3-4).

For more information on “dissident but hegemodiscourse” refer to Yalman (2002a) and
Yalman (2002b).
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Last but not the least, as it has been mentionedealt is in this period that the
government could get into international projectsthwidifferent international
organizations and could get serious financial supfsom them in order to realize

the transformation in its health care system.

In the final analysis HTP should be considered ast pf a bigger/macro
transformation project where both global and natidactors have their roles. In fact
this transformation project could be traced backhi process of restructuring the

state and the public sector which has startedriy 2880s.

Therefore anyone who analyses HTP should also &dwek at the complementary
reforms being adopted together with the HTP. Irs tregard Reform in Public
Administration or Reform in Social Security Systehould be considered as parts of
the same project having great intersection are#is the HTP. Although legally it
has not been put into practice yet, the former seee many changes for the
(re)organization and decentralization of the Heddwe System while the latter
brings about great changes to the system of healtb finance. When analyzed
carefully it is seen that both attempts impose Bogs transformation in the
conceptualization of heath care services and haxieus socio-economic, political

and cultural implications as a whole.

7.4.3 What does HTP foresee and bring about? HTP Tg Itself

7.4.3.1 Goals and Objectives of the HTP

HTP states its objectives as the “effective, e#inti and equitable organization,
finance and provision of health care services” (FZDR3: 24).

As it can be seen from the wording of the HTP, niziation- where decentralization
argument plays a key role - and finance constithie two core parts of this
transformation. In fact transformations in thesesaar go together with the
transformation in the philosophy/conceptualizatairhealth care services which is

another important aspect that this dissertatiowiheamphasizes.
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According to HTP “effective” refers to health paéis having the aim of improving
the quality of the health of the population. “Eiéint” refers to decreasing costs
through proper use of resources and producing emégces with the same amount
of resources where rational use of pharmaceuticaéagerialism in health care
(sazhik isletmeciligi) and holistic approach to resources in the hesdittor all have
their say. Finally “equity” refers to public’'s rdacto health care services
proportionate to their needs and refers to themtrdaution to the finance of these
services proportionate to their wealth. Reducirgpdiities between different social
groups, between rural-urban population and east-aresalso considered within this
context (HTP 2003: 24).

7.4.3.2 Basic Principles of the HTP

Basic principles of the HTP are stated as beingdminentered (i.e. taking family
health care as the key concept), sustainable cgatory, negotiating, voluntary and
embodying continuous quality improvement, sepanatib powers, decentralization
and competition (HTP 2003: 25).

When one looks at these aforementioned goals ajettokes put forward in the
HTP, it would not be wrong to say that they camyicus reflections of the Public
Management approach and aim to restructure headtiorsin this direction. Some of
the critical and in fact the disputed ones couldjbeted as follows:

Decentralization In HTP it is argued that health care institutiam®uld be rescued
from their cumbersome structures caused by cemthladministration. To this end
decentralization is put forward to refer to esstiuinents which are administratively
and financially autonomous and thus having fastéerssion-making mechanisms and

using their resources more efficiently.

As has been mentioned many times in this studgrgenization of the health care
system is quite central to the HTP. In this regdedentralization has become one of
the core aspects of the transformation where mtagnats have been made so far to

decentralize the system. These attempts and ckastics of the decentralization
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have already been and will be more elaborated oougfhout this study where

necessary.

Separation of powersHTP implies that finance, planning, inspection/auaind
production of health care services should be s&mhifsom each other. It is argued
that in this way there would not be clash of inséseand that service provision would

be more efficient and of more quality.

Again this principle is a reflection of the impact managerialism on the re-
organization of health care services which maintgms from the idea of
politics/administration/management dichotomy in Ipubmanagement reforms in

general.

This principle is not only complementary to the rafoentioned principle of
decentralization but also to the principlecoimpetitionwhich is highly by the HTP.
In this regard as it has been mentioned abovetiareaf internal market within
health sector by separating provision and purclgasih health care services
(provider-purchaser split) has been one of the mostmon and popular aspects of

health care reforms in the world.

Regarding competition HTP stated that health caoeigion would no more be a
monopoly but this would be a sector within whiclfetent providers ascribing to a
set of standards would compete- as a result of lwthiere would be incentives for
quality improvements and cost-reductions. This rtyesnplies the injection of the
internal market model into the health care systenfurkey where providers and

purchasers of health care services would be seghrat

When it comes tmegotiationand participation HTP states that all related parties
would be asked for their opinion about the foresgansformation in the health
sector. However it has been highly disputed to whadént they had the chance to
have their say in the preparation and realizatiothe HTP. Doctors’ Associations,

Pharmacists’ Associations, related trade unions \artus patients’ groups have
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been asserting that they have not been involvédenransformation process as they
should be.

Voluntariness:HTP states that parties which produce and geticesrwvithin the

health care system should take their place on #mshbof being volunteers via
provided incentives rather than compulsory regoreti However, it is known that
General Practitioners were “highly encouraged” ézdme Family Doctors at the

beginning of the Family Medicine Project.
7.4.3.3 Main Components of the HTP

HTP is composed of eight main components whiclsai@ to be interrelated among
themselves (HTP 2003: 3, 26-37):

7.4.3.3.1. Ministry of Health Left with Planning ard Auditing Responsibilities

The Ministry of Health foreseen by the HTP is tme avhich develops policies, sets
standards, conducts audits- i.e. which undertakesrain role of directing in order
to attain effective, efficient and equitable useefources by both the public and the
private sector (HTP 2003: 26).

It is stated that the Ministry of Health will beganized in accordance with the
“principle of decentralization” and that it will Heft with the basic responsibility of

“planning” the whole health care sector- which wbalso be in accordance with the
duties attributed to it in the Constituti8h Thus in the end the Ministry would be
turned into a strategic organization. (HTP 200322%

As it can be clearly seen from the vision put favay the HTP, the Ministry of
Health is tried to be taken out of domain of dinevision of health care services as

much as possible. This is highly compatible witle thotion of “rolling the state

199 Article 56 of the Constitution of the Turkish Régia declares that the state would undertake the
planning among health care institutions in ordepriovide everyone with healthy life and in order to

attain efficiency, cooperation and economies in émrand material resources. Moreover the Article
states that the State would realize this planniaty dia drawing upon and also through auditing

health care institutions both in the public and/@te sector (TBMM, 2010c).
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back” from the direct provision of public servicaad the notion of “state which
steers rather than rows” within the context of Nea Public Management reforms

in the public sector.

Moreover some clues can also be found in the HT®&utabhow the Ministry is
expected to make its re-organization accordindnéoprinciple of decentralization. It
is stated that vertical organizational structureha Ministry will be given up and
instead “integrated health care servi¢€Sill be encouraged. In addition to this the
Ministry will be made to delegate its administratiand financial control duties to its
field units which are deemed to be given more rasjtilities in the administration

and “management” of the “health service network$TP 2003: 26).

It is also stated that the Ministry of Health wgtioritize preventive and primary
health care in line with the social state undeiditam while realizing its

organizational restructuring and that it will focos issues such as quality control,
educating customers, accrediting relevant instingj regulating the insurance

sector, public health and epidemic diseases (HT3:226).

Thus HTP mentions how the re-organization of thenisry of Health will be
achieved by this transformation. However it isl stibt that clear in the document
what kind of a division of labor is foreseen betwdbe center, its field units and
local authorities. To get this information it iscessary to look at the succeeding and
preceding complementary documents (e.g. with thesidBBaLaw on Public
Administration and the Law on Provincial Local Gowaents, many of the duties of

the Ministry of Health -in fact the duties of itelfl units- were said to be delegated

110 ntegrated Health Care Service is defined asntegiated provision of many primary health care
services including preventive health services, gemty services, examination, treatment,
rehabilitation services, services regarding pregpanild delivery-maternity and child welfare
services, outpatient (ambulatory) and hospitalimatiservices including medical and surgeical
operations, dentistry, forensic mediccne and enwrental health services in centers determined by
the Ministry (Sglik Bakanlgl, 2011d).

Integrated Health Care Services were favoured anduwraged by the Declaration of Alma- Ata 1978
(Article VI11/6) for the provision of Primary HealtBare Services (WHO 2011f).

Integrated Health Care Services are said to be atibdp with the socialization of health care seegic

in the post-war era where the idea is to providmash health care services as possible in a smesll a
or small health care center which focuses on theljaand the society rather than the individual and
thus provides not only more balanced distributibmealth care services throughout the country but
also economies of human and material resourcesaras time (Aktan angik 2006: 5).
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to the provincial local governments). However, ailtbh at the beginning of the
reform process the trend was towards giving motlaaity to local governments
regarding health care services (as it was foreseethe Basic Law on Public
Administration which has not been yet put into pi), in the recent years the trend
has turned towards making hospitals more autonomiousterms of their
administrative and financial procedures. Theseessare covered in the relevant

sections of this study.

7.4.3.3.2. Universal (General) Health Insurance (UBl Covering Everyone

HTP declares that a new insurance system will loptad where the contributions of
citizens will be proportionate to their ability pay and where they will benefit from

health care services proportionate to their neld$(2003: 27).

Although it accepts that the previous insuranceesysdid manage to cover an
important majority of the population, HTP puts famd the drawbacks caused by the
previous tripartite system as folloWS(HTP 2003: 27):

1. They did not separate health insurance fromeragnt pensions.

2. Their deficits were remedied from the generaldai.

3. They had irrational regulations which were noimpatible with professional
insurance understanding.

4. They were serving at different levels and ifedtént ways and that they could not
put forward any standardization.

5. Despite their achievement in covering an impuri@ajority of the population
there were still a great number of uninsured peegiese problems could not be
solved but on the contrary got complicated withgpaons such as the Green Card.

After stating the drawbacks of the previous systétmP puts forward what are

aimed by the new system as follows:

111 Before the foundation of the Social Security lngtbn on 20.05.2006 (Law on Social Security
Institution-Law No. 5502- Sosyal Givenlik Kurumu mdau) there was a tripartite social security
system in Turkey where Emekli SapdiSosyal Sigortalar Kurumu and BAKUR were the three
separate institutions responsible for the condfictooial security services for different segmerits o
the society.
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1. improving quality of service,
2. providing each patient with basic health careises on equal footing,

3. eliminating any monetary relationship betweenphtient and the doctor.

It is argued that such an insurance system whece pontrol and finance of health
care services will be undertaken from one centem@ly the Social Security
Institution) will lead to an effort towards decregaps health care costs and
expenditures, encouraging preventive health careé @ecrease excess use of

pharmaceuticals and medical devices (HTP 2003: 28).

In order to achieve its above mentioned goals H&&ades that the following steps
will be taken: (HTP 2003: 28-29)

1. Every Turkish citizen will be covered by healiBurance.

2. A poverty line will be determined in order totelet those who do not have the
ability to pay their contributions.

3. Funds will be raised to pay the contributionghafse who are unable to pay their
premiums.

4. A Basic Health Care Package gBla Hizmetlerinde Temel Teminat Paketi) will

be figured out.

5. A system which will detect demographic and epiadogic requirements at

provincial and sub-provincial levels will be esiahkd.

6. Mechanisms to conclude contracts with primamg é¢astitutions and hospitals for

purchasing health care services will be established

(This is in fact a very explicit step taken for tha@option of provider/purchaser split
which means the injection of internal market medas into the health care

system).

7. Health Insurance and health care premiums willsbparated from other social
security premiums such as Retirement Pensionsrand dny other insurance types
and the former will be conducted by the same sibghlty (which points to the Social

Security Institution).

8. In case of failures to pay premiums or in caskeing uninsured the case will be

handled by the insuring institution not by the tieakre providers.
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9. Payment to health care providers will be madenfia single body, be made in
time and regularly (which again points to the So8iecurity Institution as the body

to make the payments).

In addition to these HTP announces the creatiddational Health Accounts System
(Ulusal S&lik Hesabi Sistemi) in order to eliminate the lack information
regarding health care finance and thus to makessiple to follow what amount of

resources are spent on what within the health seatannual basis.

Another important point that HTP touches upon iatthesides the adoption of
Universal (General) Health Insurance (UHI), deveiept of Private Health

Insurance Sector will be encouraged as the latserexpected to play its

complementary role within the system. It is stateat those who want to get health
care services in addition to the Basic Health Gtaekage provided by the UHI will

be encouraged to purchase private health insui&hide 2003: 28-29).

As it has been mentioned adopting Universal Hell8urance System covering
every citizen has long been on the agenda of dpeedat plans and governments.
However it is with the recent health transformatmnogram that it could have been
realized. Again as already mentioned, Article 56h&f Constitution declares that in
order to attain the widespread provision of healtine services Universal Health
Insurance can be adopted by enacting relatedtaws

In order to realize Universal Health Insurance, lawSocial Security Institution and
Law on Social Insurance and General (Universal)ltHdasurance were enacted in
2006 Passing through various legal procedures sutheaview of the President
of the Republic and the judicial review of the Cmsional Court, now these two
Laws are fully effective. The former elaborates the foundation, organization,

duties and responsibilities of the Social Securistitution. It states the aim of the

12 18MM (2010c)

1131 aw on Social Security Institution- (Sosyal Ginkm{urumu Kanunu) Law No. 5502; Date:
20.05.2006 (Turk Tabipleri Bigi, 2008).

Law on Social Insurance and General (Universal)ltHéasurance- (Sosyal Sigortalar ve Genel
Saslik Sigortasi Kanunu) (Turk Tabipleri Bigi, 2009).
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Social Security Institution as running a socials#yg system which is effective, fair,
accessible, actuarially and financially sustainaldad which is based on
contemporary principles/standards of social seg(fitticle 3). Implementing social
security policies and helping their development atso counted among the

responsibilities of the Institution (Article 3/a).

The latter on the other hand puts forward how thél Will work, who will be
covered with what conditionalities and how the sgswill be financed in general. In

this regard the Law makes definitions and puts &wdithe conditions for

Social Insurance

Universal (General) Health Insurancg@s the insurance which primarily aims at
protecting the health of the insurees and whicarfaes their health care expenses in
cases where they face health risks- Article 2),

Insureeg(as people whose premiums have to be paid eigrsppally by themselves
or by the related parties on behalf of them and thino would be deemed as covered
by the UHI- Article 2. The Law lists who would beuwnted as “insured” and those
“not insured” — Article 4 and 6),

Health Care Servic€as medical services or devices which would barfoed by the
Social Security Institute- Article 2),

Health Care Provider(as public and private bodies who/which providedurce
health care services- Article 2),

Co-Payment¢§The Law gives a list of the health care servicesahich co-payments
will not be demanded — Article 69),

GettingVoluntary Insurance

Staged Health Care Services and Chain of Referyated It is declared that the
Ministry of Health will classify health care prows as the primary, secondary and
tertiary and the Chain of Referral System will lstablished by the Social Security
Institution. It is also stated that the insureegeht® obey the chain of referral system
in order to have their health care expenses bendet by the Social Security
Institute- Article 70),

Determination of the Amount that will be paid bg ®ocial Security Institutiofit is

declared that the amount that will be paid by tloei& Security Institution for the
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health care expenses of the insuree will be detethby the Health Care Services
Pricing Commission [Siéuk Hizmetleri Fiyatlandirma Komisyonu]. Moreover is
stated that the Commission could classify healtle paoviders on the basis of this
pricing and that it is authorized to determine #mount that will be paid by the
Social Security Institution on the basis of theelethat the health care service in
guestion is provided and by taking cost-effectigsneriteria into consideration-
Article 72).

Methods for the Provision of Health Care Servicesl dheir Finance(The Law
states that health care services will be providedugh contracting between the
Social Security Institution and the national/intgranal service providers or through
pure out-of pocket payments by the patients/insunebo purchase health care
services from the providers who/which have not maale contracts with the Social
Security Institute- Article 73. Moreover it is alsteclared that it is the Institute
which is obliged to announce the national/intevai service providers who/which
have made contracts with the Social Security mgtitnd that the insurees are free
to choose among these providers- Article 77).

Compulsory Basis for being covered by the UHI andnitum Paymen{The Law
declares that it is compulsory for those listedhi@ Law to get UHI and thus to pay

the defined amounts of premiums on time- Articlg. 92

In addition to these laws, Social Security Instttnt Notification on Health Care
Implementation (Sosyal Guvenlik Kurumu @& Uygulama Tebli) was issued in
2010

The aim of the Notification is set as follows: tecthre the principles and the
procedures on which the insurees covered by thewddld benefit from the finance
provided by the Social Security Institution for ithéealth care expenses and to
determine the amount that would be paid by the &d&ecurity Institution in this
regard (Article 1).This Notification puts forwarcetailed information on how the
people whose health care services would be finarlmedhe Social Security
Institution would act within the system- i.e. homdato which health care institutions

114 5ocial Security Institution Notification on Healffare Implementation (Sosyal Giivenlik Kurumu
Saslik Uygulama Tebki) (Resmi Gazete, 2010).
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they could apply, how they would be reimbursedwdrat criteria they would pay
user charges (co-payments), which pharmaceuticalsn@edical devices could be

prescribed and reimbursed and the like.

Finally it should be noted that various amendméatge been made to the By-Law
on Green Card (Y# Kart Uygulamasi Hakkinda YénetmeliR} which has been

preserved by the HTP and its UHI System for a whHilewever as of 1 January
2012, with the full implementation of the UHI theré&n Card System has been
abolished. In the new system everyone is suppasquhy premiums determined
according to their income levels in order to gealtie care services under UHI
coverage. Premiums of those people who are detdotdthve incomes under a

certain level after the income test will be paidthy state.

When the statements of the HTP regarding Univetigalith Insurance are analyzed

carefully the following points are worth re-mentiog:

First of all it is interesting to see that HTP-@dment which constantly complaints
about the centralized structure of the health cargtem in Turkey foresees a
Universal Health Insurance System which is quitetredized in terms of the price
control and finance of health care services. Thgmira points to the de-
centralization/re-centralization duality which hiasen manipulated by the reform

process, which has been explained in the abovessct

Secondly it is quite clear that the above-mentiocledses of the HTP on Universal
Health Insurance aim at securing the smooth trardfeesources from the public
sector to the private sector within the context ioternal market with
provider/purchaser split. These clauses try to frealth care providers as much as
possible from direct contact with the patients aotlthe Social Security Institution

in a mediating position in this regard.

115By-Law on Green Card (Odeme Giicii Olmayan Vatglada Tedavi Giderlerinin Devlet
Tarafindan Kaplanmasi ve Yl Kart Uygulamasi Hakkinda Yoénetmelik) (8ek Aktiel, 2010).
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Thirdly these clauses also encourage the developamehpurchase of private health
insurance as complementary to the Basic Health ®aekage that would be

provided by the Universal Health Insurance.

Finally it is evident that the Universal Health wingnce System is compatible with
the internal market model which brings about thevyater/purchaser split for the
health care sector where the Social Security Uigiit would provide a central role

in dealing with the service providers from both phublic and private sectors.

It is clear that changes adopted so far like thendation of the Social Security
Institution and the adoption of the Universal Healtnsurance and other
complementing regulations have brought about analyirmerious changes for the
finance of health care services. As it will be dssed in detail in the succeeding
sections of this dissertation, the new system Wrbwbout by the adoption of
Universal Health Insurance points to a hybrid moahich some authors call the
National Health Insurance (NHI) Model (Lee and Cl2096; Kutzin et al. 2009). In

this model health care system is mainly financedthwy compulsory premiums

collected from the citizens within the context loé tUHI and by the general revenue.
In addition to these two main resources, privataltheinsurance is also highly

encouraged for the finance of health care senircdss hybrid model.

7.4.3.3.3 Widespread, Accessible and Friendijealth Care System

In HTP it is stated that due to its socio-econoamnd geographical characteristics,
Turkey needs a “heterogeneous (differentiated) infademproving its health care
system”. In the face of problems such as irregimarease in population, continuous
immigration from rural to urban and deep dispasiiie income, HTP argues that the
socialization project of the 1961 should be adaptetdday’s requirements. It praises
the systems of village clinics @& ocagl) and health houses @k evi) founded by
Law no. 224 (Sgik Hizmetlerinin Sosyallgiriimesine Dair Kanun) as one of the
most developed and modern models for that era anpata that this system should be
strengthened today (HTP 2003: 29-30).
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However, besides this, HTP also calls for the dgwalent of “competition” and the
co-existence of “private entrepreneurs” within thistem with the justification that
this will provide efficient use of the country’ssmurces, accessible health care

services for everyone and decrease in inequalities.

Although HTP refers to disparities in access tolthegare and calls for a
differentiated health care system and an adapted & the socialization project of
the 1960s it also foresees a system in which catigreaind the role of private actors
are strengthened. Once again heavy reflectioneeofNPM on HTP which refers to
competition and private actors to achieve the widesd, accessible and friendly

health care system are seen.

7.4.3.3.3.1 Strengthened Primary Health Care Serwis and Family Mediciné*®

In order to strengthen Primary Health Care ServieB$ states that besides
supporting preventive health care services thradligge clinics (sglik ocagl) in the
rural areas, in the urban areas where they haveragieer lacking these services will
be undertaken by Public Health Centers (Kamgli§aMerkezleri) (HTP 2003: 30).

In addition to this HTP refers to the concept oétipnt’s choice” one of the most
popular items in HTP- that preventive servicesdting individuals (bireye yonelik
koruyucu hizmetler) and primary level health cageviees will be undertaken by
doctors chosen by the individual himself/herselfl ahat this would help better

control and follow up of the patients’ records (HZG03: 30).

HTP points to the problem of deficiency in familgpadors in Turkey. In the first
instance it aims to solve this problem by educatsi®s to make them capable of
practicing as family doctors. Where this could pobdve to be sufficient, recourse
would be made to free medical professionals (sétirdm) and private health care
centers/clinics (HTP 2003: 31).

118 (Giiglendirilmis Temel S&lik Hizmetleri ve Aile Hekimlgi)
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With this last remark HTP makes a strong impligatior the opening of a path
which could end up with the privatization of heattire services at the primary level.
In 2004 Law on the Pilot Implementation of Familyetiicind®’ was enacted and
after gradual inclusion of the then convenient proes, by the end of year 2010
Family Medicine System is now in effect all ovee ttountry where every citizen has
been appointed a family doctor.

Family Medicine System constitutes one of the nuesttral elements of the HTP
which is related with both the organizational are tfinancial aspects of the
transformation. In fact reform at the primary cheeel has been realized under the
banner of Family Medicine System where the intermadrket model with its

provider/purchaser split has been injected into Thekish health care system
through this family medicine system. Neverthelessdp complementary parts of a
bigger transformation project family medicine systehould be analyzed together
with the Universal Health Insurance, Chain of Refle6ystem, autonomization of

public hospitals and the other components.

7.4.3.3.3.2. Effective and Staged Chain of Referraf

Chain of Referral is an important and complementaspect of family practice

system.

In HTP it is stated that the prerequisite for afe@fve chain of referral is to let the
patient get primary health care services from tlaetgioner he/she chooses. This is

the essence of the famous “patient’s choice” system

In providing patients with the choice of doctorslastablishing an effective chain of
referral system, HTP aims at treating majority loé fpatients at the primary care
level and thus leading to a decrease in the overtptgdl hospitals at the secondary
or tertiary level. Moreover it is stated that thisuld also lead to improvement in the

guality of the health care services, decrease wafstesources, provide continuous

17 salik Bakanlg (2011¢)
118 (Etkili ve Kademeli Sevk Zinciri)
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follow up of the patients through their records &ndlly make it possible to provide
health services in shorter times and with lessstscHTP 2003: 31).

Finally HTP declares that those who do not wargddhrough the chain of referral
will not be forced to do so. However they will bekad to face additional costs
which is said to be something not against the $stade understanding and patients’
rights.

Chain of Referral System was started to be prattigght after its inclusion in the
HTP. However its practice was postponed to Jan2@d. Still (by December 2011)
it is not yet in practice, which means we haveraiffamedicine system without one
of its essential parts. However, in essence withimamily medicine system patient
should first go to his/her family doctor and theithwthe doctor’s referral goes to
higher level health care institutions. If the patidoes not follow this chain he/she
has to pay from his/her pocket. Nevertheless irkd@yrwith the current practice a
patient covered by the Universal Health Insuraraeaither refer to family doctor or
directly to any hospital - including the privateesa which have made contracts with

the Social Security Institution.

7.4.3.3.3.3 Health Care Enterprises Having Adminisative and Financial

Autonomy*®

This is another subtitle of the HTP which bringsuaibserious changes for the health

care system in Turkey.

First of all it is stated that every hospital inrKey - including the private ones- will
be eligible to serve any citizen of the Turkish Relc through making contracts
with the Insuring Institution- i.e. the Social Satulnstitution. In so doing hospitals
will be under control in terms of securing the dtyabf the services they provide and

the prices they charge.

19dari ve Mali Ozerkige Sahip Sglik isletmeleri)
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It is stated that in financing health care, it ol the individuals rather than the
providing institutions which will be subsidized atite latter will get their shares

proportionate to services they provide (HTP 2003: 3

In the same vein it is stated that in order toagketpted to this new system, to be able
to turn into more efficient enterprises and to lmeaapable of competing with other
actors in the sector, public hospitals should gtof their present state of over-
dependence on the center. To this end all publispitals will be given
administrative and financial autonomy and alsoat®nomy for deriving the inputs
required for the production and administration ealth care services.

It is declared that all public health care instans will be autonomous bodies under
the supervision of the Ministry of Health. To tl@sd, first of all kind of a “unity of
service provision” (Hizmet Sunumu Bigl) will be achieved among these hospitals
and at the second phase each institution will Hegdéed its autonomy separately
(HTP 2003: 31).

At this point HTP states that health care insttosi do not necessarily have to be
directly linked to the State (i.e. the Ministry Hialth), but municipalities, private
companies, foundations, provincial administratiand universities can set up health

care institutions.

HTP states that as a result of this autonomizagach hospital will be responsible
for its administrative decisions, service qualibydaefficiency. However it also says
that those hospitals which are not economicallycieffit will be subsidized for

preserving the continuation and quality of servigdsP 2003: 32).
It is also added that although public health instihs will be asked to finance

themselves, they will not be turned into expengngtitutions which give up service
guality for more profit. (HTP 2003: 32).
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HTP declares that it is also inevitable to ado@rfprmance management system”
with its performance indicators and performancesdgsayment systems in order to
attain the ultimate system that HTP aims at (HT@3232)

It is stated that in the new system local dynartitsugh not specified who they are)
will be able to have their say in decision-makingamanisms and that there will be a

shift to customer-oriented organizational struciif&P 2003: 32).

It is clearly seen that HTP foresees a system whespitals are made to work along
managerial principles where efficiency, competifigerformance-based payment,
consumer-orientedness, change in the conceptuahzaf health (from right to
commodity) and patient (to consumer) have all thegight. In addition to these,
practices such as publishing league tables rankiogpitals according to their
performances, granting (more) administrative andrfcial autonomy and resources
to hospitals according to their performance andiranin these tables, being more
customer-oriented in the provision of health seasjc having fiscally and
administratively autonomous hospitals/health prexsdwhich are responsible for
their decisions would also be added to the piciarthe later phases. It would be
seen that many of these practices are highly cabipawith the New Public
Management way of reforming health care systemgevtiee British NHS deserves

special attention.

Draft Law on the Pilot Implementation of Union afittic Hospitals (Kamu Hastane
Birlikleri Pilot Uygulamasi Hakkinda Kanun Tasayigias submitted to the Grand
National Assembly in March 2007. The process wéariinpted by the 2007 general
elections. Another draft law was prepared in Oatd@7. Finally in March 2010

the draft law passed from the Planning and Budgeflommission. However it has

not yet been turned into a law (by March 2011).
The draft law foresees serious changes for theitabsystem in Turkey. First of all

it groups secondary and tertiary level public htapi under unions of public

hospitals where no public hospital can be excludéskse unions will be managed
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by managerial boards and the hospitals by hospitalagers all along managerial
principles (Articles 1-4).

Hospitals will be classified as A, B, C, D, E clabsspitals according to
patient/employee satisfaction, service infrastrigtuorganization, quality and
efficiency where this evaluation and could be dbgepublic or private evaluation
bodies. Hospitals classified as such will be grouged those with an average grade
of C and above will be turned into unions. If th@an fails to retrograde to class E
or downgrades compared to previous evaluation #sagerial board is abolished by
the Ministry of Health (Article 5).

The Managerial Boards of the Unions have seriotiscaities including the authority
to sell or rent any property belonging to the unmmbuying necessary services
including health care services where necessaryc{ad).

Organizing hospitals in the form of hospital unidrsve serious implications both
for the organization and finance of the health cytsgtem in Turkey together with a
change in the conceptualization of public healtle c®rvices. HTP and the draft law
foresee a system where the hospital system is @egaon regional/ union basis
whose dependence on the center will be minimizaabli® hospitals will be

administratively and financially autonomous whendéydhe hospitals in need will be
subsidized by the center. They will be competingordy with the private ones but
also among themselves. In this system major rold@Ministry of Health will be

dealing with measuring the performances of the amg hospitals rather than

dealing directly with the provision of health caervices.

Establishing managerial principles in the functi@nof public hospitals is one of the
most important attempts of the HTP and the draft s with the foundation of the
public hospital unions all hospitals will be ask&w perform along managerial
principles which means that they will be guided rmgre with the principles of

efficiency, profit-making, customer-oriented seeviprovision, performance-based
payments rather than the ideal of providing pub&evices. This clearly points to a

serious change in the conceptualization of health services in the public context.
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In addition to these, foundation of public hospitalions also encourages further
privatization in the provision of health care seed where not only the present
private hospitals are taken into the system bub d&sindation new of private

hospitals are encouraged.

As it has been mentioned above, organization olttheare services at the regional
level is a trend that has emerged within the cdantéxhealth care reforms of the
recent years. Regarding Turkey, initially decemtedion of health care services was
conceptualized as the transfer of these servicems fthe center to the local
authorities. Basic Law on Public Administration (Ka Yonetimi Temel Kanunu)
and several other previous documents had this eetisp. However later with the
adoption of the HTP, decentralization of healthrecservices were started to be taken
as the transfer of authority to the hospitals aedlth care institutions. It is in fact
this second perspective which has also been adbgtedropean countries including

the UK in decentralizing their health care services

In addition to the Public Hospital Unions, the Mimy of Health has been carrying
out the project oHealth Campusewhere Public-Private-Partnership model has been
adopted. In this model health campuses which angposed of different hospitals
specialized in different areas of health care sesvitogether with all other
complementary service units will be built by thévpte sector. When the campuses
are finalized the Ministry of Health will use thebaildings by paying rents to the
consortium that built them. Those consortiums coodd formed out by national
and/or foreign capital where they could also beyoag out certain services such as

the laboratory or radiology services in these casepu

As it is widely known Public-Private-Partnership 8&b has been highly used in

England in the post 1980 era where health sectooigxception. Politicians and

bureaucrats in charge of health care reform in @utkave also been referring to the
Public-Private-Partnerships in England as a manleihfe Health Campuses that they
have been planning to butfd

120 Medikalproje.com (2011); §ak Bakanlgi (2011b)
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Health Campuses would be built in 29 cities whiabuild be turned into centers of
attraction for health care services and which wdwtp “health tourism” flourish

further in Turkey. Moreover it is argued that withis model the dynamism and
financial capability of the private sector would bgected into the health care

services provided by the public seétdr

7.4.3.3.4 Qualified and Motivated Human Resources iHealth Care

HTP states that duties, authorities and respoitg@Bibf professionals working in the
health sector will be defined by taking into accdotiarkey’s accession process to the
European Union. (HTP 2003: 33)

In addition to that it is declared that successthf HTP would depend on the
creation of an effective system of health manaders.strongly argued that “health
system management” should be developed as an indepiediscipline instead of
wasting resources by employing physicians in mamalgebs -which not only ends
up with inexperienced managers but also with wgstime resources devoted to
medical professions (HTP 2003: 33).

This is another explicit trend that is seen in HibWwards managerialism where
separation between physicians and the so callelthh&gstem managers is urged-

which also brings about some clashes between them.

Besides these HTP also elaborates on the abobfi@ompulsory Service (Zorunlu
Hizmet) and adoption of Permanent Contracted PaedoriCakili Sozlgmeli
Personel) which is said to encourage more volurdad,efficient work in the public
sector. Development of family nursing (aileglsg hensireligi) at primary care level
complementary to the target of strengthening farhiglth, development of better
cooperation with Medical and Dentistry Schools mley to attain the quality and

guantity desired in medical professionals are fiseseen in the HTP.

121 5511k Bakanlgl (2011b) Medikalproje.com (2011)
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Here what attracts attention is the emphasis otractal relations for those that
would be employed in public health sector and thelifon of compulsory service
which might add to the disparities among diffenagions of the country in terms of
their health status. It should also be noted thesd are parallel changes to the ones

adopted in the personnel regime in general.

Active participation of local authorities, NGOs aptbfessionals’ associations and
decentralized human resources planning in whiclitth@@anagers could participate
are highly praised by the HTP (HTP 2003: 33). H&i&P does not elaborate on
what kinds of mechanisms are foreseen to realigepdwticipation or which of the

aforementioned actors would participate in the esscin practice. As is the case

with many other components of the HTP, this willdeen through future practices.

In this section final remark should be made on régulations dictating Full-Day

Employment of Health Personnel which has been caftbot debates among the
doctors, the Ministry of Health and the judiciary fso long. Various regulations
have been put forward to realize full-day employmehhealth personnel so far,
which would also complement the performance-bassanent system in the health
care system. However, they have been annulledied not to be implemented many
times by the judiciary and re-issued by the governihagain. Although recently the
Council of State ruled that doctors working in thablic hospitals can open their
private surgery but are not allowed to work in ptevhospitaf$?, the final Statutory

Decreé® again ruled that they are not allowed to do tltaseems that this will

continue to be an issue of tension among the doetod the reformers for a while.
7.4.3.3.5 Scientific and Educational Institutions @pporting the New System
HTP underlines the need for human resources mdsiardealth policy, health

management, health economics, health planning abticphealth. In this regard it

calls for the establishment of an institution whighl educate human resources for

122IrRT Haber (2011)
123 Resmi Gazete (2011a) (Statutory Decree No. 656.126.08.2011).
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making sector analysis, planning researches angiagwovernments. (HTP 2003:
33).

It also calls for new regulations for the educatmovided in medical schools to
make them compatible with the mandates of the HWB @mentions about the
establishment of a Health Academy or a Health $ieation Institute (Sgik
Uzmanlik Kurumu) to coordinate these duties (HTB2(B4).

7.4.3.3.6 Quality and Accreditation for Qualified and Effective Health Care

Services

HTP calls for the establishment of National Quadihd Accreditation Institute which
will deal with authorization, certification and aeditation in health sector. (HTP
2003: 34).

It is stated that this will be an autonomous insitin and that all related parties in

the sector will have their say in its administratio

One of the main duties attributed to this instdntis to develop systems with which
health outcomes will be measured. According tordsellts of these measurements,
performance indicators will be defined for healtarec providers. In the end a
database consisting of the performances of heath providers will be created
which will lead to the definition of “good practiteand applicable performance

indicators.

In addition to these HTP underlines the importaoicethical values and calls for the
establishment of Ethical Board which will be compad®f representatives from the

sector and which will have strong discretionary pasv (HTP 2003: 34).

Here another explicit reflection of public managemenamely the emphasis on
measurability and adoption of performance managém®iseen evidently on HTP.
It should also be noted that this is a system cemphtary to the idea of creating

competitive internal market and provider/purchassit.
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7.4.3.3.7 Institutional Set-up for Rational Managerant in Pharmaceuticals and

Medical Equipment *#*

HTP states that there is need for institutional-upst which will deal with
standardization, authorization and rational managemf pharmaceuticals, medical
equipments and medical devices in accordance witkrnational norms and

standards.

It underlines the importance of having these ingbhs as autonomous organizations
working beyond political considerations.

7.4.3.3.7.1 National Pharmaceuticals Institute

HTP puts forward the need for the establishmentNational Pharmaceuticals
Institute as follows (HTP 2003: 20):

1. Expenditure made on pharmaceuticals and phatreakproducts is very high in
Turkey.

2. Due to the present policies of social secunstitutions (this was written before
the merger of social security institutions undee thame of Social Security
Institution) majority of the population are insdns to the prices of

pharmaceuticals. (Here HTP basically refers toféimeous moral hazard issue of the

principal-agent theory which has been commonlyedhis these discussions.)

3. Rise in prices of pharmaceuticals is not basescgentific reasons.

4. Turkey does not have a national policy for pharm#cals. This has been causing
many problems in the authorization, production,cipg, export, R&D and
intellectual property rights. Commissions for thatherization and control of
pharmaceuticals work on the basis of voluntaringbgch causes serious delays.

124 (Akiler ilag ve Malzeme Yénetiminde Kurumsal Yapilanma)
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Moreover, there are serious disparities betweemalsgecurity institutions in the

consumption of pharmaceuticals.

It is declared that the share of pharmaceuticatswmption in the overall health care
expenditures in Turkey is approximately two timeghler than developed countries
e.g. Turkey 40%, UK 15%, USA 10% (HTP 2003: 21- [€8)*%>.

In order to remedy this situation HTP calls for thstablishment of National
Pharmaceuticals Institute which would have reguatmle in determining basic
policies on pharmaceuticals and in authorizatisadpction, advertisement, research
and development of pharmaceuticals. (HTP 2003: Bbis institution is said to be

an autonomous one which would be working in linthwiational policies.

HTP also elaborates on making the authorizatiortgs® of pharmaceuticals more
transparent, effective and faster; devising a newethod for the pricing of

pharmaceuticals on which all relevant parties woadglee; protecting intellectual
property rights in pharmaceuticals production; mgkinational pharmaceuticals
industry competitive in international markets; atifogp more scientific methods in
public purchases of pharmaceuticals (in line withammacoepidemiology and
pharmacoeconomics) and directing and regulatingrnpheeuticals consumption
according to scientific criteria (HTP 2003: 35).

7.4.3.3.7.2 Medical Devices Institute

HTP declares the establishment of Medical Devieesitute which will focus on
clinical engineering services at hospitals and whigll have regulatory, auditing

and educational authorities at the national level.

It also foresees that this institution would cremt®rmation databases, issue plans
and comparative reports on medical devices, puectiasse devices and help in the

making of relevant legislations and implementati@t#$P 2003: 35).

125 Detailed information on the incresease in expemest on pharmaceuticals and recent declarations
by the government and the Social Security Instituton this issue will be touched upon in the
following sections while analysing the impacts TP on economic dimensions of the health care
system.
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It will also deal with development of national sfands besides the international
ones which will make things easier for nationaldaweers and it will deal with

standardization of devices used in health cardcagyv

As a result of all these, HTP expects an increasdficiency and quality of services

and a decrease in waste of materials and time.

Several steps have been taken in the name of ahtiomanagement in
pharmaceuticals and medical devices where the mefg®cial security institutions,
grouping pharmaceuticals in equivalent groups ahmpting the use of equivalent
drugs system and allowing insurees get their diangs medical devices in strict

periods deserve attention.

Draft Law on the Establishment and Responsibilitéshe Pharmaceuticals and
Medical Devices Institute was issued in 2006, wittich hot debates have started
within the pharmaceuticals sector- particularly aggharmacists- who call this
Draft Law as the final and the most important stagen to transform the

pharmaceuticals sector, which should be seen a®fotle most important parts of
the macro level health transformation project (kap2007: 1). It is argued that with
this Law liberalization of pharmaceuticals marketoud be realized, the

responsibility of the state (the Ministry of Heglih pharmaceuticals sector would
be ended and the Pharmaceuticals and Medical Devitditute that would be

established could not be held responsible for msswyes although it would have the
authority, pharmaceutical products and drugs cdaddsold at places other than
pharmacies and advertisements would be possiblehimmmaceuticals (Kaplan 2007:
1-4).

Finally in November 2011 with the Statutory Dechie 663%° Pharmaceuticals and
Medical Devices Institute of Turkey (Turkiyi&ac ve Tibbi Cihaz Kurumu) has been
established.

126 Resmi Gazete (2011b) & Bakanlg ve Basli Kuruluslarin Teskilat ve Gorevleri Hakkinda
Kanun Hikmiinde Kararname (Statutory Decree on Qzgton and Functions of the Ministry of
Health and Associated Institutions), No: KHK/6623,101.2011.
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It would be quite contributory to analyze NICE (Maial Institute for Health and
Clinical Excellence) of England while trying to werdtand the Pharmaceuticals and
Medical Devices Institute in Turkey as these twstitntions seem to have many
things in common. NICE, which was established imlyeQ0s has been highly
debated both within the NHS administrative cirdesl in the British societ§’.

With the establishment of Pharmaceuticals and Meddevices Institute relevant
sectors and their actors in Turkey will be introeldido concepts such as health
technology assessment, evidence-based decisiomgyaidtional use of resources
and cost-effectiveness in pharmaceuticals and rakdlevices. As it has been
mentioned many times throughout this dissertatioese again should be considered
within the context of New Public Management Refortogether with all their

implications for regulatory and institutionalistrowotations.

7.4.3.3.8 Health Information System

HTP calls for an “Integrated Health Information ®ye” (Entegre S@ik Bilgi
Sistemi) in order to attain secure and continuaeservation of health records, to
increase efficiency of services, follow how and véheesources are used, determine
problems and priorities in the sector, developdrgpplicies, plan investments and
researches and evaluate quality of the servicesdad (HTP 2003: 36). In line with
the developments in technology, it stresses a isystBere there is less dependence

on consumer-service provider relationship.

Here HTP also refers to the Chain of Referral Sysé@d the MERNIS Project with
which now every Turkish citizen has a Citizenshigniber (HTP 2003: 37).

After putting down the main components of the tfamsation in the health care

system as such, HTP makes the following generahiiesn

It states that the document itself is a prelimindraft and that each and every

component of it will be discussed with national amigrnational specialists in order

127For further information on NICE and its resemblamnei¢h the Turkish case, refer to Demirci
(2008).
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to outline basic conceptualizations, objectives pndciples. In this regard the next
step is said to be the legislative process wheee nfandates of HTP will be
transformed into legislation. In this context liedt and controlled pilot
implementations of certain components are saidetoelalized before making them
mandatory in the whole country (HTP 2003: 37-3@)s it would be recalled,
Family Medicine System was launched as pilot pitsj@t several provinces until its
full adoption in the whole country by the end oay@010.)

HTP declares its dedication to transparent admatieh of all its processes.
Construction of a special web page on which evegp snade and any ideas from
anyone will be published is promised (HTP 2003:. 3®wever this has not been
realized so far. A strong commitment is made tovig® the participation of all
relevant parties including scientists, professignassociations, trade unions,
industrial organizations, businessmen, privatecseeintrepreneurs in health sector,

NGOs, political parties, deputies and the publigemeral (HTP 2003: 38).

Here it should be asked to what extent the actenstioned were asked to participate
in the formulation of the HTP and in the legislatiprocess started afterwards to
realize its mandates. It is known that many of ¢heentioned groups complain that
their voice was not heard in these processes-cp&tly deputies from opposition

parties, doctors’ association, pharmacists’ astiooiacertain NGOs, scientists and

various segments of the public.

In addition to these HTP also stresses the impoetar creating the mechanisms to
benefit from the experiences of organizations saagthe World Health Organization
or from the experiences of scientists and expedalimg with health issues
worldwide in order to catch up with the developnsenéking place on the
international arena where contributions from Episte Communities are highly

praised.

Finally HTP also stresses the effective use offtimels supplied by the European
Commission to Turkey (HTP 2003: 38).
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As it can be seen, with all its aforementioned congmts like family medicine
system, compulsory universal health insurance,remm@us public hospital unions
and the like HTP foresees a very serious transfooman health care system where
decentralization and finance play a central role.ctical overview of this

transformation will be made in the following secisoof this study.

7.4.4 Other Regulatory Attempts Complementing to HP

It has been mentioned that HTP should be taken at @f a rather macro
restructuring process where some other regulatiteyn@ts having a complementary
characteristics to the HTP- at least those that Haen attempted since 2003- are
also worth mentioning. In this regard Basic LawRublic Administration, Law on
Provincial Local Governments, Municipal Law and Laan Metropolitan
Municipalities can be mentioned as the legislatiasch make references for the
reformation of the health care system- particulamifterms of its organization and
decentralization. These laws- particularly the Bdsaw on Public Administration-
foresee a system which favors a more decentralahdinistrative structure in
Turkey in generaf®

Here it should be noted that the incremental aiadl and error characteristics of the
reforms in general have also been felt in thesislegns which makes them closer
or different from the successive HTP legislatiofnBis could clearly be seen in the
shift in the decentralization understanding wherevipusly the above mentioned
laws foresee a decentralization in which the idea w transfer health care services
from the central government to local governmentstigularly to provincial local
governments- whereas the HTP and its complemengislations foresee a
decentralization where the idea is to transfer atstrative and financial autonomy
to hospitals and related health care institutiavisich is in fact the trend followed in

most of the countries which have been undergoimadiiineare reforms.

128 Basic Law on Public Administration was passed ftbmGNA however it has not come into effect
since then.
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In addition to these, Law on Foundation, Coordoatand Duties of Development
Agencies can also be mentioned as a complemergisidtion to HTP. Although it

does not make any direct reference to health cssees, since the law charges
development agencies with planning regional devalam and undertaking required
duties to this regard, it seems that these agenwesd have a say in health care

investments and in public-private partnershipsis area.

Finally, it should be added that the legislatiomat thave been mentioned so far are
the ones which have been well to the fore withi ¢bntext that has been analyzed.
Many other legislations have already been enactedder to realize the mandates of
the HTP- such as the Circular on the Provision ofblilatory Services (Acil Sk
Hizmetlerinin Sunumu ildlgili Basbakanlik Genelgesi) or Guideline on the Grading
of Private Hospitals (Ozel Hastaneler ile Vakif Ubsite Hastanelerinin
Puanlandiriimasi vélave Ucret Alinmasi Hakkinda Yo6nerge) and the likevhich

have not been covered in this study.

7.5What kind of a Transformation is foreseen by the HP?

7.5.1 What kind of a Decentralization Model is foreseen by the HTP?

When the HTP and its complementing documents aayzed it is seen that on the

one hand the reform process praises and foreséesagdecentralized organization

for the health care system, however, on the othaedthere have also been various
attempts towards re-centralization. This pointa kybrid modefor the organization

- decentralization pattern of the HTP. It has beemtioned earlier that this kind of

mutual or consecutive decentralization/re-centadilin attempts have been highly

experienced in the countries that have been undeygublic sector reforms.

In fact this mutual or consecutive combination etentralization/re-centralization
attempts are quite compatible with the small butorgj state/public sector
understanding of the New Right and the Neolibezatructuring process and with its
accompanying New Public Management Approach in rotdebe able to realize

required transformations (Aksoy 2003: 557). As Aksmwints out, although they
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appear to favor a pro-decentralization approachy thy to preserve a strong and
hierarchical central structure (Aksoy 2003: 557prédit would not be wrong to

argue that devising this kind of hybrid models easerged as a strategy which is
quite handy and thus been used by the restructpriogesses of the capitalist state

so far.

As it has been quoted in the above sections, ssittedecentralization is said to
require careful planning and implementation wheregpams of decentralization
should be small in scope, given adequate time dogpthemselves, centered around
specific financial or managerial functions, and lude a training component
(Rondinelli et al. 1983: 4).

Moreover developing countries are advised to havéeneremental attitude in their
decentralization attempts in order to build theacdy of non-governmental and
local organizations to make them accept and effelgticarry out their new functions
and responsibilities. In addition to that it is@eunended that the process should be
carefully “nurtured from the center” with a shifb ithe orientation of central
bureaucracy from control to facilitation and sugg&ondinelli et al. 1983: 4).

This attitude in fact highly reflects the path thais been followed in Turkey so far
regarding the transformation in health care sesviebere even the most radical
steps are taken in an incremental manner suchwas steps forward and one step
back”. This kind of an incremental attitude candiserved not only in nearly every
aspect of the health care transformation but aisoany other public sector reforms.
A muddling through way of reforming has been anothéstanding characteristic of
the capitalist state in its restructuring procedsctv is also compatible with its

inclination for putting forward hybrid models.

Here it should be repeated once more that there Heen a shift in the
conceptualization of decentralization that would ddopted for the health care
system in Turkey. Previously, with the Basic Law Buablic Administration, the
attitude was towards delegating authority and residity for the provision of

health care services to local government bodiesveder later HTP and legislations
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complementing HTP have brought about an understgndhich favors delegating
this authority and responsibility to the hospitatsl related health care institutions-
particularly to Public Hospital Unions which areedeed to have administrative and
financial autonomy. In fact it is this second agmio which is actually adopted by
the countries that have been undergoing healthrefmems.

As it has been analyzed in the above sections, M@ its complementary
legislations such as the Law on Family Medicine bada on Public Hospital Unions
have brought about serious arrangements for thanargtion (decentralization/re-
centralization) of the Turkish health care syst&®.it has been mentioned right at
the beginning of this dissertation, arrangementygetang organization
(decentralizing/re-centralizing) of health carevemss also have implications for the
financial aspects of this system (and also vicsajewhich will be dealt with in the

succeeding section.

Finally it should be noted that reforms attemptidecentralizing/re-centralizing
Turkish health care system have many things in comwith the ones experienced
within the British NHS, which will be discussed tine following sections. At this
point practices such as making hospitals have adtrative and financial autonomy,
creating an internal market within the health csystem with a provider/purchaser
split and its dynamics towards more competition ndlly the mutual/consecutive

embodiment of decentralization and re-centralizatian be quoted.

7.5.2 What kind of a Financial Model is foreseen bthe HTP?

As is the case with its organization (decentralimgf HTP foresees a hybrid model
for the finance of the health care system. Theildyiomancial system put forward by
the HTP is based on three main axes: compulsompipres paid by every citizen,
general revenue (general taxation) and complemeptarate insurance. This points
to a model which carries elements from the threareaalth care financing models
— namely the social health insurance model, theeBegge model and the liberal

model.
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In several recent studies, health care systemadethby similar hybrid models are
called National Health Insurance (NHI) Model (LeadaChun 2006). This hybrid
model basically aims at universal coverage throagtingle system for the entire
population. This model is also defined as an outguhe “Bismarckian System’s
meeting the Beveridge” where the co-existence e$e¢htwo models in a unified and
functional manner is said to be central to theacess (Kutzin et al. 2009).

In this hybrid model, universal coverage is fundeaim the following: general
revenues where citizenship/residence is taken asctheria, compulsory social
health insurance benefits paid by the citizens andhte insurance whose purchase
is highly encouraged as complementary to the explenefit package. In addition to
these all the other related local budgetary fumdspayments and the like are all
pooled in a single national fund designed for tloei& Security Institution, to be

used for the purchase of the health care services.

Social Security Institution purchases health camises for the whole population

entitled for the Universal Coverage from the prevel The purchases are done on
the basis of outputs (such as case-based payn@rdsheeds (such as capitation)
(Kutzin et al. 2009: 550). In this system more aotay is given to hospitals as the

health care providers regarding their administeatind financial affairs.

An explicit benefit package is determined and ipuschased by the Social Security
Institution from the providers for the (whole) pdgiion covered by universal health

insurance.

It is stated that in this model general budget mees- which often used to be the
main source for health care finance- are transfdrinem directly subsidizing the
supply of health care services to subsidizing theichase (Kutzin et al. 2009: 549).

Regarding this kind of hybrid models, Kutzin et algue that they demonstrate it is

possible to use different sources of funds in aglementary manner to enable the
creation of a unified, universal system (Kutzirakt2009: 549).
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It is not easy to denote the health care systenmishwiave gone through health care
reforms with the mainstream health care systemldgpes. It is usually the case that
the reformed systems carry a hybrid character wtbelars traces from those

mainstream models.

In this regard it seems quite explanatory to rédethe new typology devised by Lee
and Chun (2009) - namely the National Health InsceaModel (NHI) - in analyzing
health care systems that have gone through tranafmmns. It should be noted that
Lee and Chun devised this model in order to bettptain the health care systems of
Korea and Taiwan which they think could not beyfdkplained by the mainstream
health care models (Lee and Chun 2009: 3). Howeavieen one analyses this new
typology he/she could see that it quite clearlyades the basic characteristics of the

hybrid model that this study has been trying taifegout for Turkey after the HTP.

According to the classification made by Lee and 1€h{2009: 12) main

characteristics of NHI model could be summarizetbsws:

First of all the basic principle which the NHI madds centered around is

“universalism”, which implies attaining universawerage within the whole country.

In this regard the second principle is the “citizleip” entittement which means that
universal coverage would be attained on the bdststiaenship regardless of any

other criteria such as sex, age, income, healtausstatc.

Thirdly, the NHI model sets the boundary of so@alidarity as “national” which

implies that the range of risk pooling would be #mire nation.

Fourthly, NHI model is taken to allow extensive userivate health care resources
which points to the fact that the model relies tiyean private financing of the
health care services. In this regard, source dftheare financing for the NHI model
is listed as citizens’ contributions + tax revenu@&khough Lee and Chun do not

mention explicitly the share of private health casource in this column, as has just
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been mentioned they dedicated a separate coluthinstdiem as “extensive existence

of private health care resource” within the NHI.

Fifthly, it is seen that proportion of public finging in total health care expenditure

is also high in the NHI model, no matter it is asthigh as in the Beveridge model.

Sixthly, NHI foresees a health care system in wlacsingle specialized institution

carries on the responsibility of health care finagon a centralized basis.

Finally, in the NHI model, the role of the stateni®re of kind of a regulator and a
conductor rather than the direct provider. In thégard the strength of state
regulation on private health care resource is ddfias “extensive, strong and

detailed”.

Here the table prepared by Lee and Chun, in whiwdy tput down the basic
characteristics of the NHI model and compare thdth ¥hat of mainstream health
care models, will be quoted as it is quite explanatand enlightening for the
purposes of this study.
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Table 5Comparison of NHS, SHI, NHI and Liberal Type of Heaare System

state intervention

Japan: conductor

NHS model SHI model NHI model | Liberal
model

1. Social value for constitution of health care sysm
1.1 Basic universalism | Corporatism Universaligniiberalism
principle
1.2 Principle of | citizen the insured Citizen the
population vulnerable
coverage
1.3 Boundary of | national among individual | National between the
social solidarity groups of the vulnerable &

insured the others
2. Main body of health care services provision
2.1 Existence of | limited Germany: limited | Extensive Extensive
private health GB: Japan: extensive | Korea: uSs:
care resource 96.0%(1998) | Germany: 17.5%(2004)| 33.7%(1995)
(*Percentage 53.1%(2003) Taiwan:
means the Japan: 33.0%
proportion of 35.8%(1998)
public beds)
2.2 Strength of | extensive, Germany: limited, | extensive, | limited,
state regulation | strong, detail | medium, general, | strong, detail
on private health Japan: extensive,
care resource strong, detail
3. State intervention into health care system
3.1 Proportion of | UK: Germany: Korea: uS:
public financing | 83.0%(2001) | 78.6%(2001) 54.4%(2001)| 44.9%(2001)
in total health Japan: Taiwan:
care expenditure 81.7%(2001) 64.4%(2001)
3.2 Source of Tax Germany: social tax,
health care social insurance | insurance premium
financing contribution contribution

Japan: & tax

social insurance

contribution & tax
3.3 State Single Multiple Single Multiple
administration of
health care
financing
3.4 Provider Germany: Conductor regulator at
Characteristics of regulator low level

Source: (Lee and Chun 2009: 12 - [Table 5] Comparigf NHS, SHI, NHI and
Liberal Type of Health Care System)
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When this table is carefully analyzed, it would bet wrong to argue that the NHI
model — which is a hybrid model carrying charastezs from three of the
mainstream health care systems — bears more conumaracteristics with the
Beveridge Model compared to the other two modetsitAas been mentioned (and
as it can be seen from the table as well) NHI madel where “Bismarck meets
Beveridge” (Kutzin et al. 2009) - and accordingu®it also meets the liberal model
to a serious extent as well. That is to say NHlilgkha model in which elements
from Bismarckian model (e.g. compulsory premium rpagt) and elements from
liberal model (e.g. increase in private health gasources) have been added to the
main Beveridge Model together with a shift in tloéerof the state from being direct
provider to conductor of health care services. Tihis strengthens the argument of
this study that health care systems that have beeergoing reforms have been
evolving towards a hybrid model in which the Bedge model constitutes the base

however with increasing elements from the liberal Bismarckian models.

As it has been mentioned above before the HTP Shrkealth care system did also
exhibit a hybrid model in which Beveridge charaistizzs had a serious weight vis a
vis the other two models (as the system was madimignced by the general
revenues) where with the liberal model having thast weight compared to the
Bismarckian model (as there were three differentiadosecurity institutions
collecting premiums and that the share of privasources in health care finance

were quite less).

Now after the HTP, Turkish health care system stilhibits a hybrid model where
the base model is still the Beveridge model howdvisrtime with more emphasis on
the liberal model relative to the Bismarckian ofethis point it seems that the post-
HTP system has many things in common with the Ndtleh.

In reforming health care finance, the most fundamlestep taken has been the

adoption of Universal Health Insurance.

In addition to that Private Health Insurance hasnbencouraged as complementary

to the Universal Health Insurance.
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It should be noted that transformation in healtlte gystem have strong implications
for privatization oriented practices -which are stimes held simultaneously under

the banner of decentralization. These practicesbeagxampled as follows:

a. Assignment of hospitals belonging to the for@ecial Security Institution (SSK)
to the Ministry of Health (as an example of re-cali#ation). After this assignment
now all public hospitals are subject to same ralas regulations in making contracts
within the internal market created in the healtrecgector. It is speculated that this
merger would provide the easy privatization of priblospitals in the long run. It is
also added that transfer of the hospitals of S&ealurity Institution to the Ministry
of Health also deprived those hospitals from tkempetence to wholesale and thus

cheaper purchase of pharmaceuticals from the market

b. Citizens covered by the new Universal Healtlhutasce are made free to apply to
private hospitals. As a response to that there ldegs a serious increase in the
number of private hospitals since the adoption lé HTP. Increase in the
reimbursements made by the Social Security Ingiriuto the private hospitals will
be touched upon in the following section while dissing the impacts of the HTP on
economic and political aspects of the health cgstem. In addition to these it is also
argued that allowing citizens covered by Univetdahlth Insurance Scheme to go to
private hospitals is a way of channeling public dsinto the private sector via
Universal Health Insurance and the Social Secumgsitution where not making the

chain of referral system work is also said to betgbuting to this process.

c. It is known that besides auxiliary services sastcleaning or alimentation more
and more clinical services such as MR or laborasemnyices are contracted out by
the public hospitals. Even in some cases thesatprivontractors can serve not only
in a competitive manner but also physically sidesklde with the providers of the

hospital in questio?®.

129 This last remark is based on a personal experiehtiee author where she witnessed in a public
hospital that MR services were provided by bothhbspital itself and the private contracter and tha
their personel were serving side by side in theespimsical environment where that of the private
contractor were behaving in a quite competitive nean (Venue: Ankara [kapi Hastanesi; Date:
January 2010).
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d. With the launch of the discussions on the fuatlet employment of the doctors
working in the public sector, a great number oftdo have resigned from their
posts in the public hospitals and universities atatted to get employed in the
private hospitals whose numbers have increased dinamatic manner since the
adoption of the HTP® It is argued that this is another way of urgimiyatization in
the health care system which would also have sedoawbacks for the working life
of the doctor§™.

As it has been mentioned several times till nowgnapts towards decentralization
(re-centralization) and towards reforming the ficiah system of the health care

services usually go hand in hand.

In Universal Health Insurance, price control anthfice of health care services are
undertaken from one center. (In the Turkish case ihdone through the Social

Security Institution.) It is argued that this wolddd to an effort towards decreasing
health care costs and expenditures, encourage minevenealth care and decrease

excess use of pharmaceuticals and medical deyld&® 2003: 28).

Here again it is possible observe that HTP whichstantly complaints about the
centralized structure of the health care systeffunkey wants to centralize the price
control and finance of health care services. Thisude is the result of the same
logic that has been discussed above- i.e. in otdehave a rather smooth
transformation and restructuring process it is agagy to have a strong center - no

matter how big its size is.

To be more precise in terms of transformation @flthecare services, it is possible to
say that such a strong central organization is sszgg for the rational use of
resources, for their easy manipulation and allocato the targeted realms - e.g. to

the greedy private sector which have been highlgsting in the health care sector.

130 Bayer (2011)

131 A final step to note on this issue is that the héigEducation Board has declared that they have
been working on a proposal with which they wouldkeé possible for the instructors of medical
schools who prefer to open their own surgeries arkvin the private hospitals to become contracted
personnel for the university (hurriyetEgitim.con®12).
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Moreover such a strong central organization woubikenit easier for the state to
attain the curbing it plans to make on health exygenditures.

As it has been analyzed above, practices regardargily Medicine and Public
Hospital Unions have also brought about seriousgds for the finance of the health
care system. With these regulations GPs and héspitauld be granted financial
autonomy which basically makes them responsibléhfiermanagement of the money
allocated to them. Moreover with this financial@amy, in certain occasions they
would also be asked to create their own resourceSinwthe context of the
competitive internal market which would be createthe health care sector.

With their given or self-created budget, GPs antblipuhospital unions would

purchase required services from the providers withe internal market. In this way
they would be made to survive in this competitimgisonment. In this context their
allocations would be subject to their performanoenputed according to various
criteria including the frequency of their being flereed by the patients. If they would
fail to satisfy the necessary criteria and fall dvelthe determined score their
allocations would be diminished or they might belehed at all.

This competitive internal market context highly eaffis doctors who now face
situations which they are not educated for. They rmaade to behave according to
market rules and managerial principles which ndy @iminish solidarity among
them but also challenge their clinical autonomyisTalso makes their working
conditions more open to abuses, make them moreskdéss vis a vis rather harsh

demands of the market and cause various ethichlgms.

Finally, it can be said that, at least in the eyethe public, this model has caused a
shift regarding the responsibility for the provisiof health care services from the

state to the hospitals and doctors which are namee to have more autonomy.

As it can be clearly seen all these developmene lmwught about serious changes
for the health care finance in particular and foe bverall health care system in

general.
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At the end of this section, in the light of all feefindings, it is possible to detect two

outstanding characteristics of the transformatidictv are worth re-mentioning here:

The first one is regarding itecrementalattitude and the second one is the about the

hybrid character of the models proposed by the transfimma

7.5.3 Incremental Change vs. Bigger Change

HTP exhibits a serious transformation which hasbagher incremental. In the HTP
document it is clearly stated that incremental eodtinuous change is preferred to

bigger and ambitious changes in reforming Turkisalti care system.

According to the document the most important défere between developing and
developed countries in terms of reforming their Itheacare systems is this
incremental vs. bigger changes where the latteatesedistrust and antipathy in
reforms in developing countries. In this regard doeument declares its adherence
to small and effective changes within the systermrder to attain continuous change
and development (HTP 2003: 8). As it would be recafrom the above quotation,
this attitude is right compatible with the suggestimade for the developing
countries (Rondinelli et al. 1983: 4).

It is also declared that it may not be the caseé ¢liary component of the HTP is
perfect. However what is important is said to haveok at the whole program as it
says in the recent years, over-consideration @mnaty the perfect in separate pieces

caused failures in the overall reformation processéHTP 2003: 26).

However it should be noted that although HTP clatsincremental change, when

one analyses the changes/reforms made to the reakhsystem in Turkey so far,

he/she can see that it is the HTP which brings tatle most ambitious and most

radical changes so far. Here it is possible torrefeee more to the above discussion
made on the use of the terms “reform” vs. “transfation” in denoting HTP.
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In fact incremental approach is compatible with tie®liberal restructuring process
that has been taking place in the public sectaresit®80s, where the process makes
a muddling through and accords itself to the upogndevelopments where usually

hybrids models have been the end products.

As HTP itself declares, the route it follows is wibterting from the one launched in
1980s. As it has been mentioned above HTP has rcamynon points with the
socialization process of 1960s and with the othestiy non-accomplished reform
attempts made in the post-1980 period. Howevers vident that it's the HTP
which has a rather ambitious character in termsadfieving the most serious

transformation attempted so far.

Therefore it would not be wrong to say that HTP saeh achieving the most radical
transformation ever in health care system- howevién an incremental attitude
which in the final analysis is quite compatible lwithe requirements of the

restructuring process of the capitalist state.

7.5.4 Hybrid Models

Regarding the two aspects of the HTP which thiglystonainly concentrates on-

namely its organization (decentralization) and fficex it is possible to see that we
are introduced to some hybrid models:

In terms of organizational aspects, although onathe hand HTP complains about
over-centralized structures in the health careesysind favors more decentralization
on the other hand it shows strong commitments actfes towards re-centralization
as well. That is to say HTP foresees a health egggem which accommodates both
decentralization and re-centralization togetheraimybrid model. As it has been

discussed above, this is in fact what this kin@ &fansformation process requires in
order to accomplish its mandates- i.e. to be flexémough to find its way through

the current tides of the transformation and restinirog processes.

When it comes to finance again it is seen that ForBsees a Hybrid model which

has been recently called the National Health Imszea(NHI) Model in certain
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contexts- where a rather centralized organizatsotried to be established with the
Universal Health Insurance and Social Securityitingdn no matter discourses are
put forward on the drawbacks of centralization attvantages of decentralized
structures. As it has been mentioned, this modghlhi deserves to be called
“hybrid” as it puts forth a system which bears dauderistics from the three
mainstream health care typologies- namely the Begey the Bismarckian and the
Liberal model. Finally, at the expense of repetitic can be emphasized once more
that creating hybrid kind of models is an attitugkich is highly compatible and

easy-going with the state restructuring procedsashiave been experienced so far.

7.6 What Have Been/Would Be the Impacts of the HTReforms?

Health is an issue which should not be analyzetowmit an examination of the socio-
economic and political context- among which thesean interactive relationship.
Therefore, as it has been repeated several timeR,dHould also be examined within

its socio-economic and political context.

In this section socio-economic, political and crdtuphilosophical) impacts of the
HTP reforms will be discussed. This discussion Wdlmade around the criteria that
have been adopted at the beginning of this studiewbperationalizing this research.
In analyzing the impacts of the HTP reforms so tais study will try to refer to
factual (statistical) information as much as (arml the extent that it is)
possible/available. Finally it should be noted tha classification made for the
impacts of the HTP as economic, political, manadgedlinical, conceptual, etc. are
mainly done with the aim of making things easieriglain. Other than that it is
certain that there is high degree of transitivitjomg these categories — e.g. any
legacy that is analyzed under the banner of ecanampacts may quite certainly

have political repercussions.
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7.6.1 What Have Been/Would Be Its Effects on EconamDimensions of the
Health Care System?

In Turkey total expenditure on health (% of GDP} lnacreased since year 2002. It
was 5.4 in 2002 and 6.1 in 2008 (latest year abig)gd OECD 2011b). However, this
was still below the OECD average which was 9.5062(OECD 2011a: 1).

When it comes to total expenditure on health pg@itaathere has been a serious
increase- from 442 $ in year 2002 to 818 $ in 2308 (OECD 2011b). However,
being the country having the lowest GDP per capiteong the OECD countries,
Turkey does have the lowest health spending patac@phich was 902$ in 2008)
where the OECD average was 3223% in 2009 (OECD&201)1

As it has been mentioned above public sector coesinto be the main source of
health care funding in all OECD countries, excepil€; Mexico and the USA
(OECD 2011a: 2). Public expenditure on health (%4otél expenditure on health)
was 70.7 in year 2002 and it has risen to 73.0BB2vhere the OECD average was
71.7 in 2009 (OECD 201l1a and 2011b). However, tioeense was rather more
striking between 2000 and 2001 (62.9 and 68.1 wmsedy) which points to the
period before the HTP.

There has been a serious increase in public exjpeadin health (per capita) which
was 312.6% in 2002 and has risen to 658.6 in 2QE8C0D 2011b).

Out of pocket payments as % of total expenditurénealth was measured 19.8 in
year 2002 and it has risen to 21.8 in year 2007QDE011b). There has been a
serious increase in out of pocket payments peta§piS $), which was 87.7 in 2002
and has risen to 167.4 in 2007 (OECD 2011b).

Share of public and private health expenditure DPG%) was measured as 3.79
public health expenditure and 1.57 private heakpeaditure in year 2002 (total
5.36) and 4.44 public health expenditure and 1liage health expenditure (total
6.08) in year 2008 which shows that there has la@emcrease in both public and
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private health expenditure since the adoption ef HTP (Ministry of Health of
Turkey 2011: 125, Figure 9.1).

Public health expenditure per capita (US $) wassmesl 133 in year 2002 and it
has risen to 456 in year 2008; whereas privatetihesdpenditure per capita was
measured 55 in year 2002 and 168 in year 2008 gtfynof Health of Turkey 2011:

126, Figure 9.3). This shows that there has beememease in both public and

private health expenditure per capita since thedhawf the HTP.

Health insurance coverage for a core set of seswi@s measured as 67.2 for Turkey
for the year 2003 (latest year available), whiclswaeound 100 for the majority of
the OECD countries in year 2007 (OECD 2009). Peivatalth insurance coverage
was 1.8 in Turkey in year 2006 (latest year avélalwvhich was of type primary
health insurance (OECD 2009). Nevertheless datahershare of private health

insurance in total health expenditure for Turkeywat available.

It has been reported that there has been an imcieaprivate health insurance
holders where especially having complementary heaitsurance has been
encouraged (SES 2011: 19). This is mainly due tbiguity in difference payments,
increase in the use of contributory payments and afupocket payments and
limitations and ambiguity regarding health carekages provided within the context
of universal coverage, which in the end all shifts burden of health care finance
from the state to the individuals. It is claimeatthvith the establishment of public
hospital unions there will be more increase intbkshare of private health insurance
companies (SES 2011: 20). There has also been aease in the number of
Individual Retirement Insurance holders which syatem introduced in 2003 (SES
2011: 20). Finally it has been reported that wittin@ finance sector it is the
insurance sector which comes the second afterahkirgy sector in terms of growth
(SES 2011: 20).

Share of the budget of the Ministry of Health in E®vas measured 0.87 in year
2002 and it has risen to 1.53 in year 2009 (Migistr Health of Turkey 2011: 129,
Figure 9.9). In addition to that it has been repdrthat allocations made for the
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Ministry of Health has risen by 23.7% in the 201Mget compared to the budget of
the previous year (SES 2011: 9). It has also beparted that allocations made for
the family practice system has increased by 146.i6 Year 2011 compared to the
one made in the previous year- which points toallyeerious increase (SES 2011:
9). Transfers made to the Social Security Insttutirom general budget have risen
from 9,684,000 (in year 2002) to 52,599,691 (inry&209) (SES 2011: 9). Revenues
collected by Social Security Institution througremiums (excluding contributions
from the state) was measured as 21,178,426 thouBand year 2003 and it has
risen to 54,579,182 thousand TL in year 2009 (SBEL210). Payments made to
health care providers by the Social Security lngth was measured as 10,661,718
TL in year 2003 and it has risen to 28,810,684€ary2009 (SES 2011: 10).

When it comes to expenditures made on pharmac&utoal medical technologies
there is no statistics available for Turkey aftee tyear 2003- which makes it
impossible for us to make an evaluation about fifieceof the HTP in this area.
However it has been reported that public expeneitunade on pharmaceuticals was
12,720 TL in year 2002 and it has risen to 15,400nTyear 2010 (SES 2011: 10). It
has been reported that there has been a 20.8 #age(6.3. billion TL) in public
expenditures on pharmaceuticals in the first halfthe year 2009 compared to the

very same period the previous year (Gazetevatan.2069a).

Faced with this increase, the government has baekitg of adopting measures
such as global budgeting or providing that expemdg would not exceed pre-
determined amounts. The Ministry of Health has begported to be firm on
decreasing health care expenditures- particuladge made on pharmaceuticals. It is
reported that to this end government has been aiggt with pharmaceutical
companies in order to decrease the difference & baen paying for the
reimbursement of the equivalent drugs. (Governmeanys the difference only up to
the amount 15% of the cheapest drug availableanrtbrket, i.e. it reimburses those
drugs which cost 115 TL where the cheapest availauivalent costs 100 TL in the
market) (Gazetevatan.com, 2009b). In the samedaghas been stated that besides
curbing public expenditures on pharmaceutical$s biid to private hospitals will be

decreased by increasing the additional money deethnd these hospitals,
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promoting primary care health care services anghtaap Family Practice System in
every province by the end of year 2010. By so ddigexpected that there will be a
total saving of 3 billion in expenditures on so@aturity expenditures (1.5 billion of
which will be made in expenditures on pharmacelg)cahich in the end will

ameliorate budget deficits (Alp 2009a).

7.6.2 What Have Been/Would Be Its Effects on Polgal Dimensions of the
Health Care Systen?

Public-Private-Partnership (PPP) model has beeptadowithin the context of the
HTP. In this regard Public-Private-Partnership Chamhas been established within
the Ministry of Health- which is in fact the firgixample in the history of public
administration in Turkey. As it has been mentioaedve PPP model has originated
in the UK and it is the UK practice of PPP whicls leeen followed in the project of

“health campuses” in Turkey.

This model has brought about new relations in tigamization and finance of health
care services which are mainly based on privatedad contractual relations which
highly challenges the “public” character of the Itleaare services (SES 2011: 18).

Health campuses (PPP) model also shows the limnkeeet decentralization and
finance discourses/practices of health care refoRmst of all with this model public
investments in health care services have been aloge while making it more
possible and profitable for the private sectorneest in this area, which in the end
has been leading to an increase in the numberntprinvestments in health sector.
It is not only the national capital but also théemational capital which have been
investing in this sector in an increasing numbehjcv points to the strong link
between decentralization (organization) of headtfe services and their finance. The
amount of foreign direct investment which was 74liam $ in the year 2005 risen to
106 million $ in the year 2009 and has been medsase54 million $ in the first 8
months of the year 2010 (SES 2011: 19).
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In addition to this the increase in the number o¥gie hospitals has also been
striking. In 2002 the number of private hospitakssv271 and this has risen to 489 in
year 2010 (Ministry of Health of Turkey 2011: 55g#re 6.1). This increase in the
number of private hospitals has been highly relateth the HTP’s making it

possible for everyone (including the civil servartts go to private hospitals within

the context of the Universal Insurance System &ednbn-practice of the chain of
referral system so far - both of which exhibit redentives for the patients to go to

private hospitals and in turn for the private calpido open up new private hospitals.

It was reported that there has been continuougaser in the reimbursements made
to private hospitals by the SSI since 2004. AltHotlgs amount was 743 million TL
in 2004, it was 1 billion; 1.7 billion; 2.4 and 4bdllion TL in the succeeding years. It
has been reported that the amount has been A&bilL for the first half of the year
2009 (Alp 2009b). In addition to that it has beetedted by SSI experts that with the
regulation which allows the patients to benefinfrprivate hospitals, there has been
great increase in the number of private hospitddekvhas been “creating their own
patients” in order to survive economically, which the end leads to lots of

unnecessary tests and operations.

The experts point out that this has nothing to dib ¥he accessibility of services or
their improvement but has many things to do with tlonsolidation of the risk for
creating an unhealthy society (Alp 20098)

As it has been mentioned above, with the adoptioth® HTP which encourages
having private insurance there has also been segmwth in the private insurance
sector. As a result of all these developments kalsphains, mergers and
monopolization have been the rising trends in #th sector in Turkey (SES 2011:
19). Thus it would not be wrong to say that HTRPorefs have been playing a great

role in channeling public funds to private sector.

132 A very striking example given by one of these eiis that in a sub-province before the adoption
of the HTP and before the opening up of privatephiaks there was just one public hospital and at th
time the number of by-pass operations made in @ae was 20. However after the adoption of the
HTP two private hospitals were opened in this stddnce and the number of by-pass operations
made in one year has suddenly reached to 150- vithees been reported that these hospitals made
lots of unnecessary operations to make profits ,(2QD9b).
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In this regard inspired by Harvey it can also bguad that health sector has been
quite an important area for the capitalist systeravercome its cyclical problems on
capital accumulation. With the adoption of the HWRile the state has been taking
its steps back from investing in health sectotsbapens and eases the way for the
private sector to make investments in this areareler with the aforementioned
practices the state also channels public fundedagtivate sector through the health
care system. Health campuses can be consideredesoas project in this regard
which not only creates built environments but gtsovides wide opportunities for
the private sector to invest and channel accunulilasgpital to the health sector
which is an area where less and less public investsrare seen.

With the adoption of the HTP new and powerful-astbave been introduced to the
health sector where the Social Security Institut(®®8l) and the private actors
(mostly seen in the form of owners of private htapi and private insurance

companies) have been the most outstanding ones.

After the HTP, Social Security Institution (SSI)sheome out as the actor which
occupies the most critical position within the lleaare system. In the new system it
is the relationship between the citizen and the &l the one between the health
care providers and the SSI that are central tdvéladth sector processes. As it can be
guessed it is the SSI which is the determiningraictahese relationships since it is
this institution which collects the premiums frorhet citizens and makes the
payments to health care providers. With the dettars/notifications it issues, SSI

has been having a great say in the post-HTP heatthsystem.

As it has been mentioned above, position of the \@&iin the health care system
points to co-habitation of decentralization ang-@entralization discourses/practices
within the HTP where although decentralization baen praised in many respects
such as having administratively and financiallycaugimous hospitals SSI has been

placed at the center of all critical processes witltetermining position.

Private capital- which is mainly seen in the forfpoivate hospitals and private

insurance firms — have also emerged as another rpdwactor in the post-HTP
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period. In the light of what have been discussexapsuch as the serious increase in
the number of private hospitals, in the amountaoéign investments and the trends
towards mergers and monopolization in the healtte cgector it seems quite
predictable that in the near future private capitdl strengthen its position within

the health care system in Turkey.

In this regard one of the powerful actors of the-pimTP period — namely the
associations of health workforce (particularly Dmst Association) — continue to
voice their comments and critics on HTP, howeMegjrtprospective position vis-a-
vis the aforementioned two actors which have beeengthening their position
within the health care system will be seen in tharse of the development of the
upcoming HTP reforms which have also been diretdedrds re-ordering working

conditions of the health workforce in many respsctgar.

At the end of this section depending upon the abéal statistical data, it would be
useful to make the following remarks on the HTRyded policy preferences of the

recent period:

First of all it can be said that there has beennarease in the number of primary
level health centers (owned by the Ministry of HiealThe number of Family Health
Centers (Aile Sgigi Merkezleri) has risen from 943 to 6,367 from yfear 2007 to
2010. The number of Population Health Centers (TimpB5a&ligli Merkezleri) has
also risen from 182 to 961 in the same period. Ikinlhe number of 112 Emergency
Care Stations has risen from 480 to 1,375 fromydas 2002 to year 2010 (Ministry
of Health of Turkey 2011: 68, Table 6.12).

However there has been a decrease in the numberspital beds provided by the
Ministry of Health. Number of Ministry of Health Bpital beds per 10,000
population was 17.0 in the year 2007 and this nurhlae decreased to 16.3 in the
year 2010 (Ministry of Health of Turkey 2011: 59g&re 6.4). This can be taken as
another indicator of shrinking public investmemtshealth care services. In the same
regard another indicator can be the relative iremda the number of hemodialysis

centers owned by the Ministry of Health compareth®one that has been observed
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in the private sector which was really high. Thenber of hemodialysis centers
owned by the Ministry of Health has increased 288 in year 2002 to 319 in year
2010 whereas the increase in the number of henystiatenters owned by the
private sector was from 170 to 390 (Ministry of Hleaf Turkey 2011: 62, Figure
6.9). All these can be taken as explicit indicatoirghe attitude of the HTP which
rather prefers to concentrate on/invest in primamel health care services and let
the secondary level or tertiary health care sesvioe provided by other sectors-
where the private sector hits the list. This arguoirie also supported by the latest
financial crisis emerged in the university hosgitsbme of which have already been
devolved to the Ministry of Health.

One final remark can be made regarding the incré@agbe number of medical
schools and the number of students enrolled teeteelools- which can be taken as
the complementary policy of the HTP- that this @ase in the number of doctors
was required in order to respond to the growtthendemand fostered towards health
care services in Turkey. In the year 2002 thereewir medical schools in Turkey
which has risen to 69 in the year 2010. The nunobetudents enrolled to medical
schools were 31,786 in the year 2002 and this nuimdxe increased to 41,664 in the
year 2010 (Ministry of Health of Turkey 2011: 8&ble 7.15).

7.6.3 What Have Been/Would Be Its Effects on Managal Dimensions of the
Health Care System?

One of the most fundamental changes brought abotitcoHTP was the adoption of
managerial principles by the health care systera a#ole and particularly by the
hospitals which have been encouraged to enjoy asitrative and financial

autonomy. In this regard corporatization of pultiespitals which are classified
according to their performances and which are niad®mpete with each other and
other health service providers in the internal retudreated within the health care
sector has become an important outcome of the HIPit has already been
mentioned, a research was conducted in a publipitabsn order to understand the
effects of the HTP at the hospital level. That aesle did provide a cross-sectional

photo of how this corporatization/managerialisatibas been occurring at the

250



hospital level in practice. Details of this reséaan be found in the following

section.

Increasing influence of managerialism and consbbdaof managerial principles
within the health care system as a whole can kalglebserved in various practices
which have been introduced/consolidated by the HTR.this regard creation of
internal market and the provider/purchaser splithini the health care system
together with its autonomous service providers #Hrel competitive environment,
adoption of health technology assessment and estai#@nt of pharmaceuticals and
medical devices institute, increase in out-of-pogayments, performance-based
payment system and customer-oriented health cawéces are worth mentioning.
All these examples and the others that have bedoidted on in the above sections
do point to the fact that HTP has made seriousmgite towards internalizing
managerialist principles and practices in the headre system.

Internalization of managerialist principles havel lsgrious impacts on the hospitals,

patients, health workforce and on the quality dltrecare services provided.

It can be said that with the administrative andificial autonomy granted to them
hospitals have been left to their own. They areeetgd to meet their ends
themselves and also are under the strict contrahefSocial Security Institution

(SSI), which is in fact the main determining actathin the health care system.
Nevertheless, with such autonomy granted it is fathe state has shifted the
responsibility for the proper provision of healtére services to the hospitals. During
the research mentioned above which was conductea public hospital it was

reported that there have been cases where thes8Sttse hospital to discharge an
uninsured patient without charging any money fog theatment it has provided
however where the SSI also asks the same hospisattthe account for this patient
properly at the reporting period. During the resbat was also declared that with
the establishment of the Public Hospital Unions thiocess of managerialisation
would get even more intensified as the new instihal set up would require further

adoption of managerial principles.
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Adoption of managerial principles has highly aféstthe health workforces who are
now expected to work according to the new competinvironment created within
the health sector. For instance family doctors Haeen classified according to their
performances and those who fall behind a certadnesare faced with the sanction
that they may face a 20% cut from their monthlpedtions (SES 2011: 11, 16).
With the performance-based payment system peopfdoged in the public health
sector do earn more compared to the previous engever there emerged serious
problems regarding ethical and solidarity issuesragnthem. Moreover it has been
reported that working conditions of health workitas deteriorated and that there
occurred an increase in the number of contracteplames who do not enjoy job
security which was something common to them inghevious period (SES 2011:
15).

Regarding its impacts on the patients, as it has Ineentioned above, with the HTP
patients have also been faced with an environméetewthey do have to take care of
the market conditions created within the healthe ceystem. Now everyone has to
pay premiums and patients do pay more contribytagyments and make more out-
of- pocket payments. Although now it is easier tlog patients to reach health care
services compared to the pre-HTP period, the qualithe services they receive has
deteriorated due to drawbacks of various managpréidtices. There have occurred
cases where the doctor applied unnecessary tretimeerations (even sometimes at
the expense of worsening the health status of #teng in question) or that the

hospital did favor principles of cost-efficiency profitability against quality of the

service provided.

7.6.4 What Have Been/Would Be lts Effects on Clined Dimensions of the

Health Care System?

As it has been mentioned above, adoption of maragerprinciples have had
serious implications for the autonomy of and saligeamong the health workforce
together with rising ethical considerations. Irstregard clinical autonomy has been
challenged that due to the increasing weight ofketaconditions and managerialism

there occurred a decrease in the clinical autonahythe health workforce,
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particularly in that of doctors. While being obléyéo act according to managerialist
principles such as evidence-based decision-makiedormance indicators or cost-
efficiency, doctors have lost their clinical autompwhich in the end does affect the
quality of the services they provide.

HTP complained that Turkey was lagging far behinmbag middle income countries

in terms of health status (HTP 2003: 13-14). Ineorid see whether there occurred
any improvement in health status of the countnjhwiite adoption of the HTP, the

following basic health indicators worth analyzirgj-course within the limits of the

data available:

Total hospital beds per 1,000 population was 2.aar 2003 and with a slight
increase this number has risen to 2.5 in year 28@%;h is still the lowest number
among the OECD countries (OECD 2011b).

Average length of hospital stay (days) for inpasehas decreased in all segments
since year 2002. The numbers were 5.7 for the Minef Health Hospitals, 8.6 for
university hospitals and 3.1 for private hospitalth a total of 5.8 in the year 2002.
These numbers have decreased to 4.4, 6.2, 2.0.Andspectively in the year 2010
(Ministry of Health of Turkey 2011: 106, Figure 8.This decrease is compatible
with the reform trend towards high turnover in hitapeds which is expected to be

more cost-efficient.

Number of doctor consultations per capita has amed since the adoption of the
HTP. It was reported as 2.8 in year 2003 and 7y&ar 2009 (OECD 2011b). When
the figures for the same data is analyzed for diffe OECD countries it is seen that
this increase is highly related with the demandefiesi within the health care system
besides the procedures which now make it ratheeremsreach health care services.
In this regard it is really important to see houstimcrease in the number of doctor
consultation per capita is dispersed among difteregions of the country for which

no data is available for the time being.

Per capita visits to Ministry of Health Care Cesntkave increased since the adoption

of the HTP. Number of per capita visits to primagre health centers was 0.9 in
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year 2002 and this number has risen to 2.7 in $820. Number of per capita visits
to secondary or tertiary level health care centeas 1.9 in year 2002 and this
number has risen to 4.1 in year 2010 (Ministry efith of Turkey 2011: 114, Figure
8.17).

According to Ministry of Health Statistics numbdrtotal visits to Family Medicine
Centers has increased from 22,902,118 to 108,996¢06h year 2007 to year 2010.
Again number of total visits to Mother and Child &té and Family Planning
Centers has increased from 1,869,385 to 11,309r088 same period (Ministry of
Health of Turkey 2011: 112, Table 8.16).

Number of total hospital visits has increased fthrsactors from 2002 to 2010-
however the increase in the private sector has tesly striking- which accounts to
an increase of more than 9 times. Number of totaphal visits to Ministry of
Health Hospitals was 109,793,198 in year 2002 ahd tas increased to
235,172,924 in year 2010. The increase was fron2383®1 to 20,098,754 for
university hospitals and from 5,697,170 to 47,74@,3or the private hospitals
(Ministry of Health of Turkey 2011: 97, Table 8.1.)

Number of per capita hospital visits has increasedll sectors from year 2002 to
year 2010- again with a striking increase in pepiteavisits to private hospitals
compared to per capita visits to Ministry of Hedttbspitals and university hospitals.
Per capita hospital visits to Ministry of Health $fatals was 1.66 in year 2002 and
increased to 3.19 in year 2020 and per capitasvigitiniversity hospitals was 0.13 in
year 2002 and increased to 0.27 in year 2010 —@foivhich point to an increase of
approximately 2 times. When it comes to per capitspital visits to private
hospitals, we have an increase of more than 7 tim#éee same time period — 0.09 in
year 2002 and 0.65 in year 2010(Ministry of HealtAurkey 2011: 97, Table 8.2).
Number of surgical operations has increased fosedtors from 2002 to 2010- again
with a more striking increase in the number of malgoperations held in private
hospitals. Number of surgical operations held imistry of Health Hospitals has
increased 4 times (from 1,390,357 to 5,658,819nbmer of surgical operations held
in university hospitals has increased approximateltimes (from 389,099 to

1,126,066) and number of surgical operations heldrivate hospitals has increased
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more than 6.6 times (from 274,195 to 1,829,904infite year 2002 to year 2010
(Ministry of Health of Turkey 2011: 101, Table 8.6)

Number of doctors per 100,000 populations is qlote in Turkey compared to
Europe. According to figures derived in year 200fymber of doctors per 100,000
population was 153 for Turkey which is quite lowrgmared to the European average
which was measured as 322 in the same year (SEBS 28416). The figures were 80
and 226 respectively for the specialist and 141 ‘&2id for nurses in the same year
(SES 2011: 15-16).

Life expectancy at birth has increased from 71.84@ in total from year 2002 to
year 2010. The increase for women was from 73.B6t8, and for men it was from
69.8 to 71.8 for the same period (Ministry of Headt Turkey 2011: 11, Figure 2.1).

Infant mortality rate per 1000 live births was 2&15/ear 2003 and this number has
decreased to 10.1 in year 2010 (Ministry of Heaftfiurkey 2011: 12, Figure 2.2).

Crude death rate at hospitals was at total 17.9ear 2002 and this number has
decreased to 13.5 in year 2010 (Ministry of HeathTurkey 2011: 109, Figure
8.13).

As an indicator of morbidity incidence of certamiectious diseases (per 100,000
population) such as measles, hepatitis B and naateas decreased from 2002 to
2010; however with an increase in HIV infectionsirfdtry of Health of Turkey
2011: 22, Table 3.2)

When it comes to risk factors, there occurred aradese in tobacco consumption
since year 2003. In 2003 tobacco consumption (%doft population who are daily
smokers) was 34.5 and this number has decreas@d.4oin year 2008 (OECD
2011b).
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Regarding obesity- another risk factor- there o@diian increase since year 2003.
Obesity rate (as percentage of total adult popariativas reported 12 in year 2003
and this number rose to 15.2 in year 2008 (lateat gvailable) (OECD 2011b).

Immunization coverage by years has improved inouaritypes most of which have
reached to more than 95% (Ministry of Health ofKay 2011: 41, Table 5.1).

Average number of follow-ups per pregnant was h.the year 2002 and this has
risen to 4.2 in year 2010. Average number of folaws per infant was 3.4 in year
2002 and this has risen to 7.1 in year 2010 (Miniet Health of Turkey 2011: 48,
Table 5.3).

Ratio of births realized in hospitals (in 100) wiasin year2003 and this has risen to
92 in year 2010. Share of cesarean sections hirglls (in 100) was 21 in year 2003
and there occurred a serious rise in this numbgean 2010 that it was reported 46.
Use of any contraceptive method in women aged 16r4900) was 71 in year 2003
and with a very slight increase this was reportédnsyear 2010 (Ministry of Health
of Turkey 2011: 45, Table 5.2).

Regarding use of use of MRs, CTs, mammography, etcdata was available for
Turkey either in OECD statistics or in that of Mitry of Health.

7.6.5 What Have Been/Would Be Its Effects on Equitipimensions of the Health

Care System?

As it has been mentioned in the above sectionst #fe HTP it is easier for all the
patients to reach health services compared toripP period. However as it has
been declared during the research at the hospithlka it can be inferred from the

information derived so far the quality of the sees they get has deteriorated.

When it comes to coverage it has been declaredwitht the Universal Health
Insurance System (General Health Insurance) evergr will be covered under the

scheme provided by the Social Security Institutibfowever this coverage is
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premium-based- i.e. health insurance will be predido those who have paid their

premiums.

Even in this context of compulsory health insuramoeerage (thus compulsory
premium payment) by the year 2010 number of peaplecovered by any social
insurance was reported as 17% of the total popud8ES 2011: 10).

In the new system, so far, the Green Card Systesbban preserved even with an
increase in the number of Green Card holders andaaase in the content of this
system. Although the logic behind the Green Carste&y was to make those who
were not well-off to reach health care servicegdarCard holders are also asked to
make contributory payments. However they can novogoniversity hospitals with
referral (SES 2011: 1, 14-15). It has been repdtieck is still a serious disparity in
the allocation of Green Cards across regions (SES.:214). Green Card System
does not have a good reputation for so long tleaethave been many corruptions in
the system so far. Nevertheless the Green Car@r8yisas been retained in the new
system so far (i.e. up until September 2011) - nmsbably with the aim of
providing kind of a subsidizing mechanism for theoppeople to make them kept
within the system. However the Green Card systegoisg to be abolished by the
end of the year 2011. In this context Green Catddre will be subjected to kind of
a “revenue test” and only those who are detecteldai® revenue under a certain
level will keep their privileges to reach healtimecaervices under the state guarantee.
The revenue tests are said to be repeated regitadgtect whether there occurred

any change in the revenue levels of those who ehjese privileges®.

Thus by the beginning of the year 2012 compulsonyversal Health Insurance
System will be put into practice for all the citigein the country which will make
everyone pay compulsory premiums. Only those wle ddficially entitled to be

under a certain level of revenue will be exemptexnf paying premiums as their

premiums will be paid by the state.

Besides the Green Card holders it is the former 8SKrees who have ameliorated

their conditions as now they can refer to publisgitals and university hospitals and

133 Giilten (2011)
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can purchase their medicines from the pharmacidseimarket rather than spending
long waiting times at the queues in front of thegtal pharmacies. (However, as it
has been mentioned, with the adoption of this neacgdure now these people
cannot enjoy cheap purchases of medicines whicle wer result of the monopoly
enjoyed by the pharmacies of these hospitals throgigpup buying). Whereas
patients previously covered by the Retirement Fuane experienced a narrowing in

terms of their reach to health care services amadnpaceutical products.

It can be said that with the new system there a@eduan increase in out-of-pocket
payments, particularly with the adoption and inseeain the frequency of
contribution payments and difference payments. dditeon to that provision of
health care services in forms of standard healtte gamckages implies serious
narrowing in the composition and content of healdine services utilized by the
citizens covered by the compulsory Universal Healgurance. Even if you are an
insuree who have paid all your premiums Social 8gcinstitution (SSI) has the
initiation to determine which treatments/tests wiooé covered (at what ratio) by the
health package offered to you. Those expendituteshnexceed the limits set by the
SSI have to be paid by the insuree, which neveztisemakes these people feel the

need to get complementary private health insurance.

All these imply that it is more and more the cakat thealth care services are
provided in a manner that “service follows monegimpared to the pre-HTP period
which in the end has negative effects on reachuaifted/satisficing health care
services and thus highly challenges equity in heedire. Increase in the number of
applications to emergency services after the adoptif the HTP - as services
provided in emergency services are free of chargea good indicator of this

situation.

In this context it can be said that with the adwmptof the HTP it is mostly the

requirements and interests of the market whichldesesn created within the health
sector that have been cared so far. Although fertitne being it seems that there
have been various improvements in reach of patieémtdealth care services

compared to the pre-HTP period, with full implensitn of the HTP together with
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its all components it would be requirements of ititernal market and the private
investors in health care which would benefit frdms ttransformation process in the
long run. In this process it is the SSI which mesabetween the public hospitals,
the private sector and the individual insurees dicthtes them the requirements of
the internal market procedures.

It has been argued that with the adoption of thé& Hi€&w state-citizen relations and
new citizenship practices have emerged (Ustfindad Yoltar 2007: 91-92).
According to Ustiindaand Yoltar (2007: 91-92) in the pre-HTP periodré¢hwas a
serious hierarchy among the people insured bydhedr Retirement Fund (Emekli
Sandg1), Social Security Institution (SSK), Ba&ur, Green Card System and those
who are not insured at all. In this hierarchy peadpkured by the Retirement Fund
were the most privileged group followed by the S&kd B&-Kur insurees who
faced certain difficulties in terms of reach to amahlity of services. Green Card
holders and uninsured people were at the lowe#t oarthe hierarchy where the
former had a relatively better position comparedhi® latter. Ustiingaand Yoltar
argue that with the HTP reforms this former hiehgrbas been damaged that these
groups have been made to become subject to equalsnand procedures where
however we have new differences and inequalitié® most significant one is that
with the Universal Health Insurance Model now thesmimportant inequality is
between the ones who have paid their premiums aedohes who have not.
However, according to the authors inequalities alsoexist among the ones who
have paid their premiums. These inequalities ansthe bases of having information
on the illnesses/treatments included in the basalth care packages, having
information on difference payments and on fac#itier benefiting from the services
provided by private hospitals and at the same tonered by the Social Security
Institution, and the like. These all point to a newwdel where the citizen has to be
aware of the facilities provided by the health caystem and particularly by the
market created within this system in order to mideemost of it. When this is the
case it is not difficult to guess that unemployezbgle, women, poor and those
people living in rural areas would highly lag behin terms of reach to services and
in terms of the quality of the services they uélill in all according to Ustiinga
and Yoltar these point to the establishment ofva type of state-citizen relationship

which is quite different from the one we used tgenen the pre-HTP period.
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7.6.6 What Have Been/Would Be Its Effects on
Conceptual/Cultural/Philosophical Dimensions of theHealth Care System?

What have been discussed so far about the impadtsecHTP imply an overall
change in the conceptualization and philosophy e#lth care services in Turkey.
With the HTP, health care has started to loosech@racteristic of being a right
related to citizenship and has become more a contynibét is sold and bought in
the internal market that has been created wherstéte has smaller part to play. In
this regard the burden of responsibility is lesglenstate and more on the individual
himself/herself.

This change in philosophy and conceptualizatiomedlth care services constitutes
one of the most critical aspects of the transfoiwmatIn fact this change in
philosophy is not limited to individual patients ahave been made to accept it and
behave accordingly but also applies to any actthiithe health care system who
for instance have been made to work according toagerial principles in line with
the mandates of the transformation at the expehkesing their clinical autonomy.
This has to be so as this change that has beemtirabout by the HTP to the
conceptualization of health care services refléotsconsolidation of the neoliberal

transformation which has been in action since 1980s

Architects of the HTP stressed the importance okinga this change in the
conceptualization and philosophy of health careiises become consolidated and
internalized by the society. To this end HTP emjaeak bureaucrats’ backing the
transformation in health care services, the impmea of explaining this
transformation to the social groups that would fhected by its results and get their
support and the importance of social marketing tfas project supported with
advertorial activities through the media (HTP 2003:

It can be said that efforts made towards makingttaesformation accepted and
supported by the society so far has been succdsstulserious extent. This can be
seen in the figures reflecting the rates of sattgfa with the health care services

since year 2003. In year 2003 General Satisfaatith health care services was
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reported as satisfied: 39.5 %, moderately satisB8d3%, unsatisfied: 21.2 %. These
rates were reported as satisfied: 73.1 %, modgratdisfied: 13.8 %, unsatisfied:
13.1 % (Ministry of Health of Turkey 2011: 120, Gkig 8.27).

It should be noted that all the legacies of the HiERe not come to the fore yet as
some of its most critical components have not lménnto practice yet. Therefore it
can be said that the most critical and &ffects of the HTP will be observed with the
full implementation of its all components such bBe tUniversal Health Insurance,
abolition of the Green Card System and the ohbgathat every citizen would pay
compulsory premiums to get health care servicessaaation of health package
systems, establishment of public hospital uniostatishment of Pharmaceuticals
and Medical Devices Institute and the adoption ealth technology assessment.
Thus it is evident that satisfaction rate measurgmeill be highly affected by the

full implementation of every component of the HTP.

To give two spotting examples which provide expligflections for the change in
the conceptualization of health services and psidesl attributes of doctors, the
two very recent developments can be cited here: i©tige statutory decree which
changes the “public service” characteristic of pnefession performed by doctdts
and the second one is the change made in the tfldee former “public/state
hospitals” which are deemed to be named as “cigphals” from now of>. It is
clear that both of these recent developments haaemserious contributions to the
change in the conceptual/philosophical/culturaleasp of the health care system in

Turkey.

13statutory Decree on Organization and Functionb@Ministry of Health and Associated
Institutions (Sglik Bakanlgi ve Basli Kuruluglarin Tekilat ve Gorevleri Hakkinda Kanun
Hukmiinde Kararname) [Article 58(3} (Resmi Gazete, 2011).

135 Medihaber (2011)
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7.7 What Future Impacts Could Be Inferred from the NHS Reforms for the
HTP and the Turkish Health Care System?

7.7.1 Common Points of the HTP Reforms with the Btish NHS and Its

Reforms

As it has been mentioned above UK has been thetrgowhich has had a leading
role in the rise of neoliberal reforms and NPM rafs. It has been declared that the
attempt of the new right at consolidating its hegaim project in Turkey has many
things in common with that of Reaganism and Thatshe (Tunay 2002: 177). In
fact influence of UK on health care reforms worldei has been highly
acknowledged where as a result of the mentionesbrsaTurkey is among the ones
which shares many commonalities with the NHS imgeof its reformation process.
In fact as has been mentioned above NHS has besvdal for the Turkish health
care system even in the 1960s. However this infleegained strength in the post
1980 period, particularly with the 2003 HTP procedsch has brought about the
most serious convergence with the British modehedlth care system. When one
makes a review in the media it is possible to seeladations coming from the

government which explicitly points out the influenof the British model on the
HTP',

So far both the Turkish and British cases of hea#tte systems and reforms have
been covered. Now it is time to put down the commpoimts between these two
cases in a more compact way. However it shouldobedrthat the point here is not to
find out one to one correspondences between thecases in every aspect of their
health care systems. The point is to figure out é¢Rk&ent to which the way of
reforming the Turkish health care system resemthlesway of reforming that has

been in use in the NHS.

136 16 give an example, during his visit to England?B07 in order to examine the English Health
Care System and to exchange experiences and p®dtlinister of Health of the Republic of Turkey
declared that Turkey would cooperate with England benefit from the experiences of this country
for the adoption of family practice system, unierlealth insurance, public-private partnership in
hospitals and performance-based payment systermhwizize long been in practice in this country.
(Koker, 2009 )ihlas Haber Ajansi (2009).
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-Both are national health care systems emphasizingsolidation of this

characteristic.

-Both attempt at Universal Health Insurance andrensial coverage. In England it
works on the main principle of being a residenthi@ country. In Turkey in principle
it is free to those citizens who are below the aigé8 and for those above the age of
18 it is based on premium payments. However it khbe noted that under both
schemes of universal coverage there are many tiontawhich resemble each other
such as standard/basic health packages and the like

-Both have Standard/Basic Health Care Package<riieg the services to be
reimbursed within the context of universal coverpgesided by Universal (General)
Health Insurance (UHI).

-As a complementing element to Health Care Packagagitation is used in both
systems which basically implies allocation of skai@ each person insured under
the UHI for a specific service unit.

-Both have been centralized health care systemsewtere have been constant
discussions and attempts towards decentralizathohra-centralization. Thus both
systems experience the co-existence of centraizatnd decentralization practices

at the same time.

-In both countries there has been increase in atignk (attempting/implying
centralization) which goes together with argumesrisdecentralization where it is
argued that decentralization is used as a symipalicy masking tighter control
(Baggott 2007: 132).

-Both are funded mainly by general taxation. Howeleth systems have been
experiencing move towards a hybrid model of finamcevhich there has been an
increase in the utilization of private financial ams together with compulsory

premium payments by individuals in Turkey.
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-Both countries stress the utilization of integdaltealth care services.

-Both systems highly stress primary care and theth have Family Medicine
(Doctor) System. In England chain of referral sysie used as a central element of
the staged health care model whereas in Turkeyhidmsnot been put into practice

yet.

-Family Doctors in Turkey resemble the Fund-hold®Bs in England as they are
asked to purchase required health services for gagients from the secondary or
tertiary level hospitals with the budget allocatedhem beforehand. In England GPs
were highly encouraged to become fund-holders arasimilar way in Turkey GPs

were highly encouraged to become family doctors.

-Both have attempted at creating an internal magket provider/purchaser split

within the national health care system.

-Both stress the injection of competition into thealth care sector among public
providers and between public and private providers.

-Both attempt at creating administratively and ficially autonomous hospitals.
Public Hospital Unions in Turkey highly resemblég tNHS Trusts in England in
terms of the autonomy they are deemed to enjoy.

-In both countries hospitals are becoming auton@rmarporate entities with their

managerial boards and various other manageriatiptes and practices at work.

-Managerialism and managerial reform are highlyisgé and commonly practiced
in both cases of reform.
-In both countries there have been attempts togbmredical professionals under

managerial control and/or to make them somehowgmgamanagerial activities.

-Both have adopted Health Technology Assessment IEENin UK and

Pharmaceuticals and Medical Devices Institute irkéw.

264



-Both systems are encouraging private sector -onlyt private provision of health

services but also private insurance are encouraged.

-Both adopt PPP/PFI models in financing high-cas$pital projects - e.g. Health
Campuses that have been constructed on the PPPR werdeadopted from the UK.

-Both are adopting patient choice - both in terrh®aing able to choose their GPs

and being able to choose a private provider towbns

-In both countries there has been an increasedrathount of services purchased
from the private sector and thus an increase inaimeunt of public resources

channeled to the private sector.

-Both have health care budgets set centrally. Ressiare allocated to purchasers on
per-capita basis (capitation); however, there i$ mmch opportunity for local
purchasers to raise revenue locally, although thght be asked to do so in certain

circumstances.

-In both countries there has been an increaseearusie and amount out-of-pocket

payments.

-Ministry (Department) of Health is separate froninigtry (Department) of Social

Security in both countries

-In both countries there has been an increaseeingources allocated to health care

in general.

-Both systems adopt prescription charges.

-Both use National Health Accounts System

-Accreditation systems are used in the UK (e.g. 3KAnd are on its way in Turkey.
HTP calls for the establishment of National Quadityd Accreditation Institute (HTP

265



2003: 176). In addition to UKAS there are also arévaccreditation institutions in
the UK which might also be encouraging for the Tshilcase in the coming years.

-Both adopt performance-based ranking for serviogigers. The model foreseen in
Turkey resembles the one already in use in the WKres performances of hospitals
(service providers) are measured and hospitals ranked according to their
performances in league tables (e.g. the Star R&yslem). Hospitals get or loose
autonomy, financial grants and even number of ptipreferring them, according to
their ranking in these league tables. In Turkeystated to have private hospitals
and the family doctors ranked in Classification [€aband the one for the public

hospitals is on its way to come.

-Both countries experience an on-going reform peda their health care systems-
although the case is a bit more complicated in &urk

-Both systems have been undergoing constant retizageon/disorganization which
iIs something highly criticized in the UK and stagito be so in Turkey as well
mainly for its drawbacks such as policy gaps amdeiase in costs.

-In both countries reforms are highly market-orsghtand leading to increasing

privatization.

-In both countries reform attempts are discussddinvthe boundaries of big-bang
approach vs. incremental approach where eithefaimeer or the latter dominates

from time to time.

-Health system and its reform are highly politicizeolicy areas in both countries

where pork-barrel politics and various pre-elecstnategies are often utilized.
-Finally it should be noted that due to the on-goicharacter of the reforms

(particularly those in Turkey), this list might kedded or subtracted with the

adoption or withdrawal of new regulations/practices

266



7.7.2 Inferences from the British Case for the Ingient Turkish Case

Drawing upon the resemblances between the two celsie have been mentioned
in the previous section and by looking at the dewelents taken place so far, the
following inferences could be made from the Brittskse for the incipient Turkish
case on what would occur in the Turkish health caystem with further

implementation and consolidation of HTP reforms.

-creation and consolidation of internal market witithe health care system with
more competition among service providers - bothipwnd private.

-consolidation of managerialism and corporatizatropublic hospitals.

-public hospitals would be given more autonomy hasvevould face difficulties in
competing with each other and with private provsdethere going into bankruptcy
would be a serious threat.

-more commodification of health care services waitloss in their “public” character
where health care services would be more a mattéreomarket and the individual
than the state and the public sector.

-increase in the amount of services purchased fitbe private sector and
privatization -both at the national and internagibfevel - and allocation of more
public funds to private sector.

-more politicization of health care services.

-continuing re/dis/organization in the health caystem together with the costs this
incurs.

-co-existence of decentralization and re/centrbmapractices in the health care
system where decentralization would be accompanidd a central command and
control system in order to respond to the requirgmef transformation. (This has
already been achieved to a serious extent withetablishment of the Social
Security Institution).

-more responsibility would be passed down to theelounits shifting the blame
away from the central government.

-increasing dissatisfaction with health care sa&wiwith further consolidation of the
HTP practices.

-increase in supply side reforms.
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-deterioration in the quality of services.
-deterioration of equality regarding access tothezdre services.
-increase in the number of regulatory attemptsragdlatory bodies.

-increase in the amount and frequency of user esaagd out-of-pocket payments.
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CHAPTER 8

A BRIEF OUTLOOK ON PRACTICE: TAKING A CROSS-SECTION AL
PHOTO OF HTP

In this section an attempt is made to understaedctianges that have occurred
within the health care system in Turkey after tdemion of the HTP by looking at
what is going on in practice. In so doing attentistimited to those issues that are

directly related to the research questions andd¢bpe of this study.

In this regard a research was made in a publicitabsp order to understand the
processes that patients go through starting fraeir tieferral to their discharge from
the hospital. Such an attempt to figure out a floavt showing those stages enabled
us to conceptualize the changes that have occwitath the internal functioning of
the hospitals- particularly those changes pertgitor administrative and financial
capacities of this system. This provided the chatocsee how things go on in
practice on issues such as the hospitals’ purabfaservices from outside, collection
of hospitals’ resources and the way they are deph@nd the relationship between
the hospitals and the Social Security System (&&d)the Ministry of Health. Since
change in public hospital system was the centattehtion private hospitals and/or
private insurance holders did come into the pictor¢he extent the context or the

issue in question necessitated.

Methods employed in this research were observatidhe processes passed through
by the patients and by the relevant medical andirdirative staff in the hospital
together with interviews made with a random groupoag them. When it was
necessary recourse was made to information frorplpesorking in other relevant
institutions such as Doctors’ Association. In aditto these analysis of documents
obtained on the processes analyzed was also endpls/enother supplementing

method.
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8.1 Flowchart for Patients Consulting Hospitals akr the HTP

In figuring out such a flowchart the first step slibbe to make a classification

between those who are insured and who are uninsured

After the adoption of the HTHsured people are the following:

those who are covered by the compulsory UnivergalltH Insurance (UHI) and in
this context those who have paid their premiumsgh® Social Security Institution
(SSI). (It should be reminded that people who werenerly covered by the SSK,
Emekli Sandii and B&-Kur are now considered within this framework assth
three have been merged under the name of SSl)tiHeafte expenses of these
people are expected to be dealt with by the SSI.

those who are granted Green Card. Health care sgpari these people are expected
to be dealt with by the Ministry of Health.

every citizen under the age of 18. Health care esge of these people are expected
to be covered by the SSI.

those who have private health insurance.

With the adoption of the HTEBninsured people are the following:
those who are over the age of 18 and who owe t&8ie(i.e. who have not paid
their premiums to the SSI).

those who do not have a Green Card.

those who do not have private insurance.
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Table 6 Flowchart for Patients Consulting Hospitals aftexr HTP

UNINSURED(1) ||

A

\ 4

|| INSURED ||

A

BELOW 18 YEARS
OLD

-every patient below
the age of 18 is
examined and treated
without any charge-
regardless of his/her
type or state of
insurance.

-this is done on
declaration basis-
i.e.while registering
the family officially
declares that their

ABOVE 18 YEARS
OoLD

- the patient registers
at the registry with
his/her citizenship 1D
where it is identified
that he/she is not
insured- which means
that he/she will be
charged for his/her
examinaion and

child is uninsured /

treatment.

OUTPATIENT HOSPITALI
TREATMENT ZED

-after registering, TREATME
the patient pays NT

the examination -hospitalized
fee which is 15 patient

TL. makes
-he/she is his/her
examined by the payment at
doctor. his/her

-if the doctor discharge
demands any test from the

the patient is hospital(5).
directed to the -thus, before
cash desk to pay leaving the
the fees specified hospital the
in theNotification patient goes
forHealth Care to the vice
Implementation head

(SUT) for those physician
tests. and gets
-when the tests his/her

(2) are made the invoice.
patient sees the -then he/she
doctor with the goes to the
results. cash desk
-when all his/her and makes
processes are the

over the patient payment(6)
leaves the

hospital.

-if the doctor

prescribed a

receipt the patient

goes to the

pharmacy and

gets all his/her

medicine through

out of pocket

payments.(3)(4)

CONSULTING PUBLIC
HOSPITAL

-insured patients consulting
public hospitals do not
make any direct out-of-
pocket payments from their
entrance to their discharge
from the public hospital.
-however, they are charged
with contributory

payments (katki payi)which
are deducted from thier
salaries.(7)

-in addition to this if the
doctor prescribes a receipt,
the patient pays the
pharmacist a certain
amount of money for this
act of prescription while
paying for his/her
medicine.(8)

-finally the fee for the
medicines prescribed for
the patient is deducted from
his/her salary.(9)

-To sum up: insured peoplg
do not make any direct out-
of-pocket payments to the
public hospital from their
entrance till their
discharge. At the end of
their treatment their invoice
is billed to their respective
insuring institution and the
hospital gets all the
expenses made for this
patient from this institution.
Thus if the patient is
insured by the SSI, the
invoice is billed to the SSlI,
if he/she has been granted
Green Card the invoice is
billed to the Ministry of
Health.(10) In addition to
this they make contributory
payments to the hospital,
payments for prescription
to the pharmacist and pay
the specified amount for thq
medicines they get.
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CONSULTING PRIVATE
HOSPITAL

-when thepatient insured by
the SSI consults private
hospital he/she pays 12 TL ag
contributory payment (katki
pay1).

-in addition to that the private
hospital is free to charge a
difference fee (fark Ucreti)
which might range from 30%
to 70% for any operation or
test applied to the patient.
This range is determined
according to the ranking that
this private hospital is
situated in by the Ministry of
Health. It should be noted tha|
the maximum amount that
would be paid by the SSI for
any operation or test is
specified in the SUT and that
any expense exceeding this
amount is paid by the patient.
-Only in cases of emergency,
organ transplantation,
dialysis, burns and newborns
SSiI pays all the expenses
made for a patient in the
private hospital.

-At the end of the process,
when the patient is discharge
from the hospital the amount
that would be paid by the SSI
is billed to this institution.

-if the patient is prescribed a
receipt he/she pays the charg
for prescription to the
pharmacist, which is 3TL.
-when the patient having a
Green Card consults a private
hospital:in cases of
emergency situations, as is th
case for any other patients at
any other hospitals, the
patient does not make any
direct payments to the
hospital. After his/her
discharge from the hospital
all the expenses made for this
patient is billed to the
Ministry of Health.

=

D




(1)Any citizen — insured or uninsured- consultiamergency serviceither in private or public
hospital) is examined and treated without any payme

(2) These tests are made either by the facilitfeth® hospital itself or by the private providerghw
which the hospital has made contracts on purchabkimgervices in question. In this second case the
patient is directed to the private provider whislsituated either within or outside the hospital.

(3) If the patient consults the same unit withindeys after his/her discharge, this is considenduket
within the control period, and in this case theegydtdoes not pay any fee for examination in his/he
next consultation.

(4) In certain cases when an uninsured patientutenniversity Hospitals, it is possible to bifiet
invoice to Social Solidarity Foundations which dnged to Prime Ministry.

(5) This is mainly because it is not possible tiyfdetect all the expenses that might incur uttité
patient is discharged from the hospital. (i.e. masi additional tests, operations or medicament&imig
be demanded throughout the hospitalization period.)

(6) It is possible for the patient to get an irlst&int plan. In this case an Address Fact-FindingdrRe
(Adres Tespit Tutara) is drawn up by the hospital and the patienijgeeted to come to the hospital
at the specified dates to pay his/her debt. Altloitigs not legal to draw up any kind of deposipsl|

by the hospitals, what is experienced in practicdrawing up Address Fact-Finding Reports which
are in fact not legally-binding on the patientst mumost of the cases make them come and pay their
debts.

(7) Amounts of contributory payments to be chargeel specified in the SUT. The insured patient
pays 3TL when he/she consults a public hospital; hen consulting an Education and Research
Hospital and 2 TL when consulting Family Doctor.

(8) The insured patient pays 3 TL to the pharmaftst‘the act of prescription” after consulting
public hospital or education and research hosgitaelshe does not pay this charge if he/she comsulte
family doctor. All the charges made for the patifntprescription are collected at his/her accannt
the information system and the patient is askegap the total amount once he/she goes to the
pharmacist.

(9) The rate deducted is 20% of the total amounttfe employed and 10% for the retired.

(10) If the patient consulting public hospital hadvate insurance he/she pays all the expenses
incurred directly to the hospital as out-of-pockayments and later submits the invoice he/she gets
from the hospital to the company he/she works fotoathe insurance company and gets the money

he/she paid to the hospital.

As it has been mentioned above, while following ttages taken by the patient
throughout his/her journey in getting health caeiges in the post-HTP period, this
research provided the chance to analyze the chahgebave taken place within the
internal functioning of the hospitals. In line withe scope drawn and the research
questions outlined for this study at the very begig, the following issues that have

been encountered during this research are worthionémy, as they also provide
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supplementary primary data for the discussions nratiee above sections about the
characteristics and impacts of the HTP.

8.2 A Brief Outlook on Practice: Changes brought abut by the HTP to the
Internal Functioning of Public Hospitals

8.2.1 Public Hospitals’ Purchase of Services from @side

During this research it was detected that therebleas an increase in the number of
services purchased by public hospitals from outsiier the adoption of the HTP

and that this has become a rather easier actiwitypared to the previous period.

It is possible for the public hospital to purchasey service from outside — which is
up to the decision of the hospital itself.

In purchasing services from outside a public haspian refer to other public

hospitals or to the private providers:

It is possible for the public hospitals to maketpools with other public hospitals
(including university hospitals) for getting thendgees which they cannot provide
themselves. In this case the patient is directetieégroviding public hospital to get
the service. Regarding payment, providing publisgi@l sends the invoice to the
purchasing public hospital which in turn gets theney from the SSI and then pays
to the providing hospital.

It is possible for the public hospitals to purchasey service from the private
providers through contracting dét In this study it was found out that there has
been an increase in the number and variety of ;&svpurchased from the private

sector.

37| fact there are two ways of purchasing for aligutospital: One is Direct Purchase which can be
done any time whenever the hospital is in needoofiething. In this case the hospital gets three
proposals and in line with the terms and conditiohsontract set beforehand makes the contract with
the provider which gives the lowest price. The selctype is Tendering which is done annually where
the hospital purchases the services from the gripavvider which proposes the lowest price while
securing the terms and conditions of contract $ieeicbeforehand by the authorized institutions.
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In this case payment is made to the private provige the purchasing public

hospital. The amount of money that would be paidthy SSI for any test or

operation that would be purchased by the publipitalsfrom private providers is

specified beforehand by the SSI. After the serisqaurchased the purchasing public
hospital sends the invoice to the SSI and oncet# the money it pays the bill to the
private provider. If the purchasing public hospmaakes its contract with a lower
price than the one specified by the SSI, the residmount can be retained by the
hospital. The terms and conditions of the contilaat would be made by the hospital
are specified by the SSI in the SUT. In line willese terms and conditions, the
hospital makes the contract with the private prewid/hich proposes the lowest
price. In this process before calling for a teniderpurchasing a specific service the
hospital has to get the results of the market reseeonducted by the Chamber of

Commerce.

Once the contract is made it is possible for theape provider to provide the service

in question either within the hospital buildinginits own place.

It is possible for a public hospital to call fomtiering on behalf of other public

hospitals while doing its own tendering.

Increases in the number and frequency of purchafspsblic hospitals from other
providers clearly points to the enhancement of plevpurchaser split which also
points to efforts for the creation of internal metrkwvithin the health care system
together with the injection of motives for a morempetitive system and

consolidation of managerial principles.

8.2.2 Hospitals’ Relations with the Ministry of Hedth and the SSI

With the adoption of HTP and particularly with thlestablishment of SSI the
influence of Ministry of Health has started to dease over the hospitals where the
SSI has become the leading institution over theitals. As it has been declared in
the HTP, Ministry of Health was planned to be turmeto a body which would be
dealing with planning and controlling issues andit tits activity regarding service

provision was planned to be decreased.
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What is seen in practice is that this aim of thePHYas started to be realized to a
serious extent so far. The Ministry of Health ha®rb dealing with planning and
control activities and with the salary payments had been withdrawing from direct
service provision in a gradual manner. With thalgghment of SSI, the Ministry of
Health has lost its authority regarding health darance to a great extent to this
institution. Being the institution directing finaatissues of the health care system
now it is the SSI which is more influential overetlimospitals compared to the
Ministry of Health which is left with planning, ctmol and salary payment duties. In
this research it was found out that the SSI is im@e powerful position in its
relations with the public hospitals as it is thel 3fich determines the financial
context that is binding for the activities of thespitals. Thus after the adoption of
the HTP the Ministry of Health has shifted to enemtsecondary position in terms of
its influence over the hospitals compared to thé &Sthe former is left with only
planning and control activities and the salary pagts.

As it has been mentioned, administrative and firreutonomy of hospitals is an
issue which has been highly elaborated by the HhRRlwhas been going hand in
hand with the elaborations on having a more deakrntd system. Again as has been
mentioned in the above sections, decentralizasoa process which goes together
with (re)centralization attempts in public secteforms. This has been the case
regarding HTP reforms which on the one hand talk®ut granting more
administrative and financial autonomy to hospitalsd on the other hand puts
forward serious centralization attempts by devayviall SSK hospitals to the
Ministry of Health and more than that by estabhigha centralized institution like
the SSI to deal with the financial issues of theolehhealth care system from one

center.

By this token it could be noted that there has ywit been any serious change
regarding the actual set-up of hospital managenidat is to say they still have the
head physician system @mekimlik sistemi) in which the names nominated bg t

Ministry of Health are appointed as the head phgsgand vice head physicians in
line with the cadres available. Although they h&#esn elaborated on in the HTP,

neither professional hospital managers nor boartfusitees (mutevelli heyeti) or
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managerial board or participatory management haeenbadopted in the
management of hospitals yet.

8.2.3 Provision of Health Care Services in the forrof “Packages”

One of the major changes that have been broughit &yothe HTP and particularly
with the adoption of the Universal Health Insuraacel the SSI is the provision of
health care services in the form of packages wiits the quantity and quality of

services provided to the insured people.

For the patients insured by SSI (particularly foe butpatient treatments), the SSI
has specified a Basic Health Service Package (T&g#lk Hizmeti Paketi) in
which the maximum amount of money that would be dpaper
operation/test/treatment is specified. E.g. maxinramount of money that would be
paid for a patient consulting internal diseasesadepent has been specified by the
SSI. If this patient is applied any test/operati@a@tment which exceeds this amount,
the difference is paid by the hospital if the pattiss covered by the SSI and by the
patient himself/herself if he/she is uninsured. Apam the amount specified by the
Basic Health Service Package, SSI pays only theersgs for the
tests/operations/treatments that are listed inSti@**® Appendix 10 C. Those that
are not covered in this Appendix are again paidth® hospital for the patients
insured by the SSI and by the patient himself/Heifske/she is uninsured. It should
be noted that cost for each operation/test/treatrinas been announced by the SSI

according to which all these payments are made.

For the hospitalized patients covered by the S8ISBI pays the expenses for the
tests/operations/treatments listed in the SUT Adpe® which is also called the
Health Service Package for the hospitalized patiand the ones listed in the SUT
Appendix 8. Expenses made for the tests/operatieatthents which are not listed
in these two appendices are paid by the hospitahi® patients covered by the SSI
and by the patients themselves who are not insured.

138 Social Security Institution Notification on Healftare Implementation (Sosyal Giivenlik Kurumu
Salik Uygulama Tebki) (Resmi Gazete, 2010).
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For the Green Card holders Health Service Packagepplied only for the
hospitalized patients. All the expenses made ferdhtpatient patients are paid by
the Ministry of Health.

As it has been mentioned earlier, no health packagspecified for any of the
patients consulting emergency services- neithethiose covered by the SSI or those
having Green Card. Expenses made for these paaeti® emergency services are
paid by the SSI and by the Ministry of Health retpely.

This was just to give a very brief explanation amwhBasic Health Package is
applied in practice. It is quite a complicated essthere lots of small measurements
have to be made. What is important for this stugdtoirecognize the importance of
the Basic Health Package practice as one of thedkeglopments within the HTP
which implies the consolidation of managerialismthivi the health care system
together with its emphasis on quantification, measient and limited payment for

specified services.

8.2.4 Resources of the Hospitals

To have a brief outlook on the resources of a nt@as public hospital the

following list could be made as a handy reference:

Money from the Treatment Services of the Ministry Health: These are the
payments made to the hospitals by the Ministry afalth for the health care
expenses of the Green Card holders. Drawing upfamnivation gathered from this
study it can be expected that in a short while igssie will also be transferred to the

SSl leaving the Ministry of Health more outsideaftial issues.

Money from the Ministry of Health on various oceass: It is possible for the
Ministry of Health to allocate some amount of mot@w hospital with the condition
of taking it back in a later period. It is also pitde for the Ministry of Health to
allocate resources from a public hospital whosewees have been detected to be
over a certain amount to those public hospitalsseh@sources have been below a

certain level. During this study it was declaredtthesources have been allocated
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from Mouth and Tooth Health Centersgi& ve D Saligi Merkezleri) to Family

Doctors within this context.

Funds coming from the World Bank: These funds aming to the Ministry of

Health and then allocated to hospitals.
These three do constitute the general budget abagohospital.

Money from the SSI: This is the money paid by tl& 8r the expenses made by the

hospital for the insured patients.
Money received by the hospital from the uninsuratiegnts.

These two constitute the resources for the Revghiand of a public hospital,
which is the main budget out of which basic expsngkthe hospital (such as
material and service purchases, expenses on eiggtwater etc. and performance

payments) are made.

As it has been mentioned above salary paymentmade directly by the Ministry of

Health to the employees of the public hospital whée hospital has no intervention.

During this research it was detected that there g a shrinking in hospitals’
budgets after the adoption of the HfP With the decrease in the influence of the
Ministry of Health on financial issues and the eatlstrict market logic that
dominates the SSI which has become the leading actilis area, hospitals have
been left to face their destiny for managing thdwese financially. Some of the
interviewees declared that this might even leadpitals to go into bankruptcies

which would end up with their privatizatib!l What is more is while on the one

139 This statement is based on the information obtafrem a managerial staff employed in the public

hospital that this research was conducted. Neveshet was declared that it was not possible to
obtain any official budgetary documents from thegital.

140 In November 2010 debts of university hospitals everased by a decision of the Council of

Ministers and revolving funds of 22 university hitals were granted support by the state. This was
furthered by the transfer of some university h@dpito the Ministry of Health (SES 2011: 12). These
transfers not only demolish the autonomy of uniipgtsospitals and thus imply serious challenges for
their educational and research activities but alsoce more show the manipulation of
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hand hospitals are left to their own in managingrtfinancial activity on the other
hand they are under strict control by the declamgstiand other legal documents
issued by the SSI. All these once more show tlangtlink between the discourses
(and also practices) regarding decentralizatioejcéntralization and finance in

health care reforms.

8.2.5 Performance Payments

As it has been mentioned above, performance pagmardé made out of the
Revolving Fund revenues. To have a very brief aktlon how performance
payments are made the following main steps caniteel:cl. First of all every
activity that is performed by each and every heedtte personnel in the hospital has
a corresponding point according to which monthlyaltgpoints of a particular
personnel is computed by adding up the his/het tateber of activities. Addition
of total points of every personnel gives the t@@ints of that particular hospital. 2.
By subtracting total expenditures of the hospitaht the total of its input resources
the total revenue for performance payments is fo@ndhis total revenue is divided
by the total points of the hospital to find out t@t point of the hospital. 4. Finally,
by multiplying this unit point with various coeffants (such as specialization, risk
factors, etc.) performance points of each persoareetomputed according to which

his/her performance payment is made.

Ministry of Health has declared that in making periance payments, the hospital in
question has to satisfy the following two criterine amount of its debts should be
below a certain level and that it should have st@eertain level of points in the
guality control inspection made by the Ministry.rihg this research it was detected
that being one of the criteria affecting the reatian of performance payments,
quality control inspections made by the MinistryHbéalth have started to become
quite influential on the hospitals. In order not nass performance payments,
hospitals have started to take these quality cbmtspections more seriously which
in the end have positive impacts on the qualitytred services provided. These

inspections are made once every six months anddaeyoe done without any pre-

decentralization/(re)centralization dynamics arelrtdeep interaction with the financial realm ahd t
manipulation of both by the requirements of thesfarmation process.
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notice to the hospital in question. Results of thality control inspections are
reported to the head physician.

Performance Payments have been one of the mosttemp@nd disputed changes
that has been adopted within the context of HTPthWs full name Performance-
Based Additional Payment System (Performansa DdsliOdeme Sistemi) has
been put into practice in public hospitals with thien of increasing motivation

among health care personnel and increasing theiegfiy of the whole system.
However it has been criticized in many respects ragnevhich increase in

unnecessary prescription of services and thus wastesources and worsening in
the quality of the health care services consumethbypatients and demolition of
solidarity among health care personnel have beghhhidiscussed in various

platforms and were also detected during this rebear

8.2.6 Competition

As it has been touched upon in various parts o $fuidy so far, competition has
been one of the most important aspects that hawe imgected into the health care
system by the HTP. With the adoption of providerdgbaser split (making Ministry
of Health less involved with financial issues aa#ling steps towards creating an
internal market within the health sector) and witfe steps taken towards more
autonomous hospitals (administrative and finanaigbnomy) hospitals have been
pushed into a competitive environment and madeuteive in such a context with
which they have not been that familiar until then.

In this competitive environment, being the “prowidi institutions, hospitals have
become the bodies which compete with each oth&seid’ their services to the SSI,
which is the “purchasing” institution. In this redahospitals have become more
“customer-oriented” in order to attract more patseftustomers) and prescribe more
services in order to “sell” more services to thd, $&ich would also mean more
resources for the hospital to meet its ends and tbusurvive. Another interesting
issue that this study revealed was that public italsphave started to provide patient
transfer services in order to make reach of pati¢athospitals easier and thus
making these hospitals more attractive to thesemtat In addition to this, the highly

elaborated “patients’ choice of doctors” has alserbconsidered within this context
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of patient (customer)-oriented health service miovi. Last but not the least, the
issue of creating hospital league tables in whiobpitals are ranked according to
their qualifications which in the end determines phice of the services they provide
have been adopted for the private hospitals.dkgected that with the establishment
of Regional Hospital Unions this system will als®ddopted for the public hospitals
which in the end will enhance the competitive eowment for the functioning of

public hospitals.

After drawing this brief picture of what have bdennd out during this research in
this public hospital now it is time to make sommafianalysis that would shed light
on the practical impacts of the HTP reforms anel&iborate on how they relate to

the arguments put forward at the beginning of shisly on HTP reforms.

As it has been argued several times throughoutstinidy, HTP has brought about
serious changes for the health care system whgemiaational and financial aspects
have been subjected to the most critical transfoomst It is these two aspects which
are not only the core parts of the transformatiohdtso they are the ones which are
highly interrelated among themselves perpetuatah ether. What is more is that
transformations that have been taken place in arghonal and financial set-ups
have brought about serious implications for theneaaic, political, managerial,
clinical, equality and conceptual aspects of thalthecare system some of which
have been clearly observed during this research.

In this regard to recapitulate what have been @al/ep far during this research in a
more systematized way in terms of the practicallitapons of the HTP, following

analysis would be quite helpful and enlightening.

8.3 A Brief Outlook on Practice: Impacts of the HTPon Hospitals, Patients,

Health Workforce and Conceptualization of Health Caie Services

8.3.1Effects of HTP on the “Hospital”

First of all it should be underlined that many a$peof managerialism and public

management approach can be observed in the ptacheages that have been
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brought about by the HTP, among which the mosttanténg ones can be listed as

follows:

One of the most critical aspects of the transfoionahas been the steps taken
towards the creation of an internal market withhe health care system with the
provider/purchaser split and injection of competitiinto the system. With the
creation of provider/purchaser split now public pitels compete with each other
and with other service providers to sell healthvisess to the SSI and other
purchasers. During this research it was found bat there were public hospitals
which provide transportation services to their guats in order to get a more
advantageous position vis a vis other public hatpjproviding the same health care

services.

Another effect of the provider/purchaser split aothpetition is that in cases where
it is more profitable, public hospitals prefer targhase health care services from
other providers rather than providing these sesvibemselves. In this regard there
has been an increase in the number of servicehgsed by the public hospitals
from the private providers.

Public hospitals have started to internalize manalgerinciples and started to
function with the logic of private hospitals whehey started to prioritize principles
like efficiency, effectiveness and profitabilityeBides the necessity to become more
competitive, this has many things to do with thesgure exerted on public hospitals
that they have to meet their ends themselves bo#ndially and administratively
within the context of financial and administratimatonomy they have been granted
with. In addition to these more quantification-oied practices such as adopting
health care packages, performance-based paymeamiking private hospitals in
league tables and arranging payments to be madedagly (which is a practice
expected to be adopted for the public hospitalsh vilte finalization of the
establishment of public hospital unions), and S$ke of a new coding system
called DRC (Diagnosis Related Coding) §fiise Dayali Tedavi Sistenif)} have

141 With this system the SSI codes patients on this ledisliagnosis made for them by which SSI now
has the capacity to control whether the treatmedtraedicine prescribed for a particular patierihis
line with the diagnosis made.
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been realized within the context of the HTP. Fumti@re public hospitals now have
more customer-oriented practices where the emplbaspatients’ choice of doctors
has been the most popular one. In fact the criigsle here is the change in the

attitude towards patients who are now seen mofeussomers”.

Finally it can be said that with all these changeslic hospitals have taken serious
steps towards “corporatization” (firmataa) where they are asked to adapt to this
new competitive internal market environment, to@doanagerial principles and to

behave as a “corporate firm” on themselves.

It should be noted that with the establishment wflic hospital unions and health
campuses, corporatization and its legacies wilnoee deeply felt, which altogether
will make hospitals work more on managerial pritesp As it has been mentioned
above, these new hospitals will be managed by gsaiaal managers and
managerial boards with members from different eocmnoand political realms.
Moreover hospitals will be free to purchase anyises- including clinical ones-
from outside on the basis of profitability as theyl also be asked to meet their
expenditures with their revenues. In addition tat tthese hospitals will be classified
(as has been the case with private hospitals) lamgketwhich get bad scores will be
faced with certain sanctions. It will also be pbssifor the hospitals to be rented or
sold out. To this end, a serious number of pubbspitals have already been merged
in certain provinces, which is an attempt expedtedontinue in the coming years
(SES 2011: 12). In addition to that calls have beemde for tenders for the
construction of health campuses in various pilaivprces which will be carried on
the basis of public-private-partnership (PPP) motieko doing those firms which
were declared eligible to make the contract wess ahformed that they could
become subcontractors gg@on) for the auxiliary health services in the teal

campuses they construct (SES 2011: 12).

8.3.2 Effects of HTP on the Patients

As it can be clearly seen many of the above meetiananagerial dimensions have

also serious implications for the patients.
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During this research it was detected that afterHfi® it has become easier for the
patients to get health care services, neverthalesgjuality of the services they get
has deteriorated. One of the main reasons for ithige obligation that public

hospitals have to maintain their financial surviaald to this end they do face
situations where they have to prioritize cost-daff@mess over quality. Moreover as
a result of performance-based payments there aotam increase in the number of
unnecessary tests and operations and an envirorwmgctt has made doctors work

over-capacity and thus cause deterioration in tradity of the services provided.

It was found out that there has not been any changiee length of waiting times
mainly because of the fact that chain of referyatesm has not been put into practice

yet.

It is the patients who were formerly covered by 88K that have ameliorated their
position the most with the adoption of the HTP caned to the other group of
patients in terms of their reach to health careises. Patients who were formerly
covered by the Retirement Fund (Emekli Sgndnow do have the option to go to
private hospitals.

However HTP has made health care become more lg@ranodity and loose its
public service character. Health care serviceds &*“right” of the citizen as reach to
health care is more linked to the condition thanpalsory premiums are paid. In
addition to the compulsory premiums, patients aked to make more out of pocket
payments or pay contribution fees throughout thairney within the health care
system. They are also asked to pay difference ife®y choose to go to private

hospitals.

8.3.3Effects of HTP on the Health Workforce

Performance-based payments have been the mostdrtaadacks of HTP for the
health workforce. It has been criticized for vagoaspects such as forcing health

care workforce work overcapacity, destroying soligaamong them and creating

ethical problems for health care professionals.
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In addition to this, full-time employment of docsoworking in public hospitals and
legislations regulating working procedures of satiployed doctors have also
caused serious problems for the working conditmirthie doctors who are said to be
“forced to become the cheap labor for the privatspitals.**? With the law on full
time employment of doctors, now it is possible tioe Ministry of Health to charge
professionals working in medical schools with vas@ther duties (SES 2011: 13). It
has also been reported that there has been a sarorease in the number of
contracted personnel since 2002 (SES 2011: 15).

One final remark can be that although it was prenhi® be so, there have not been
any serious steps towards making hospitals mandgedigh more participatory
procedures nor there had been sufficient attemptget participation of health

workforce in the preparation and conduct of HTRmnefs.

8.3.4 Effects of HTP on the Conceptualization of Hdth Care Services

HTP has brought about a change in the concepttialzaf health care services
where health is conceptualized less a right deriirech being a citizen of this
country and more as a commodity which is provided gurchased within the

competitive market.

In this regard and as one of the repercussionsi@fpublic management, attitude
towards patients has also changed towards seeémg #s customers where related
practices such as patient choice or more contohupayments have also been

adopted.

Moreover as it has been touched upon in the relsgetons, it is expected that HTP
reforms would bring about a change in the staieesitrelations and in this regard
new citizenship practices would emerge; which sti@go be considered among the

important legacies of the transformation in heatire system.

12 Butakin (2011)
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CHAPTER 9

CONCLUSION

Aim of this study was to conceptualize the transfation in the health care system
in Turkey where the main focuses were on the clangigempted in its
organizational and financial set-up, which wereutiftt to have serious impacts and
implications for various aspects of the health csystem. In its efforts towards
understanding these impacts, the dissertation regfeto the British NHS —
particularly to its way of reforming itself - asetimodel from which inferences were

made to help apprehend the Turkish transformateiteb

In line with this orientation certain arguments amgpothesis were put forward
which in the end took the research to a point witgrige valuable findings were
attained. To recapitulate these arguments and dtable findings that this research

has revealed about them, the following concludergarks are worth making:

First of all, it is quite evident that health caeforms in general and HTP of Turkey
in particular should be conceptualized within thentext of the neoliberal
restructuring process. Although Turkey can be aered to be a bit late in
undertaking the health pillar of this general tfanmation, together with all its
complementary reforms and outcomes, HTP constitates of the most critical
reform attempts that should be considered withenrtboliberal restructuring of the

public sector.

Secondly, although there are numerous typologieselp classify health care
systems, it has been detected that they are nfitisaf alone to explain the health
care systems attempted and brought about by theftranation projects. At this
point it is the hybrid model approach which helpg. dHybrid models are quite
compatible with the neoliberal restructuring pracesich in fact can be considered
both as the end products of and also the toolsysexti by this process. That is to say
neoliberal transformation has been making use bfidlymodels which help ease the

transformation in question besides producing thAmhas been the case in many
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health reform programs, this holds true for the H¥Rich has brought about a
hybrid model carrying strong characteristics frame Beveridge, the Bismarckian
and the Liberal Models. Since it is difficult torameptualize the change that has been
brought about by the HTP with the mainstream healthtem typologies it is
necessary to refer to (or devise) hybrid modelsre/tiee National Health Insurance
(NHI) model seems a useful one to utilize.

Thirdly, this dissertation emphasized and foundtbat health care reforms mainly
targeted organizational and financial set-ups whanganizational reforms were
usually carried out under the banner of ‘decertiradi the system’ no matter they
may also brought about (re)-centralization. It veéso detected that organizational
and financial reforms were interrelated among thedwes that change in one of them
highly affected the change in the other. The diaten went a step further and
claimed that it was the financial set up which wasnarily targeted by the health
care reforms and that organizational reforms eitleeve for their success or emerge
as a result of them. Moreover it was argued thatg these two aspects from which
the most prominent legacies of the transformatinoseaand that was why health
reforms mainly targeted them and that was why #tigly insisted on focusing
mainly on these two aspects in its efforts towandderstanding the HTP. While
analyzing the HTP these arguments were detecthdltbtrue for the Turkish health

care reforms.

Fourthly, it was argued and found out that HTP mef® highly resembled the
English NHS - particularly its way of reforming eél6 While acknowledging the
various differences between the two countries, compoints between their health
care reforms were detected and inferences werendirmm the English case for the
incipient Turkish case, which are thought to baeenlightening in conceptualizing

the HTP reforms and their future implications.

Fifthly, serious effort was made to understand dachonstrate the repercussions of
the HTP on the Turkish health care system. In tbgard, effects of the HTP on
economic, political, managerial, clinical, equitydaconceptual (cultural) aspects of
the health care system were analyzed. In so dosgides using the available

secondary data which shed light on these issuesearch was conducted in a public
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hospital with the aim of seeing what has changegraatice after the HTP. Both the
primary data obtained from this research and advarable data showed that many

serious changes have already occurred with themsfandertaken so far.

As has been declared several times in this studi{?, kas not yet been fully adopted.
It is an on-going process and its impacts will igegnsified with full implementation
of all of its components. In fact, it was this ooty and incremental characteristic
of the HTP which made things a bit though throughbis study as there was always
the need to be alerted about the recent changesoamflect them on the relevant
sections of the dissertation. Nevertheless, itlmarsaid that each and every reform
attempt provided quite supportive input for the uangnts put forward by this
dissertation. A similar development occurred atuwbey end of this study, when the
writing process was almost finished: a Statutorgr®e*® which has brought about
another bundle of changes to the health care systasnissued. Changes brought
about by this last legal document are again comglywith the previsions made
about the HTP while setting out for this reseafince they are last minute reforms
providing supportive input for the arguments putward in this dissertation, this
concluding chapter would be the most appropriaaeelto cite them very briefly. In
this regard, the following can be quoted as thdligbts of the Statutory Decree in

question:

re-organization in the activities of the Ministryf &lealth whose planning and
coordinating activities are emphasized vis a wisdhes related to its direct provision
of services; establishment of Health Free Zonesatmn of Health Campuses
together with Public-Private-Partnership (PPP) Mpodeeation of Public Hospital

Unions System together with the Hospital Leagueld &8lystem; creation of Council
of Health Professions (8la&k Meslekleri Kurulu) having critical authoritiemn health

professionals such as deciding on their temporargeomanent dismissal from the
profession; making Public Hospital Unions free topéoy contracted personnel and
the Ministry of Health to recruit foreign professais; setting compulsory service for
the doctors getting their medical specialty; agsgrfull implementation of the

193 Resmi Gazete (2011b) 8&k Bakanlgl ve Bal Kuruluslarin Tekilat ve Gorevleri Hakkinda
Kanun Hukmunde Kararname (Statutory Decree on Qzgton and Functions of the Ministry of
Health and Associated Institutions), No: KHK/662,11.2011.
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Family Practice System throughout the country bgngjing the name of the related
Law; annulling the Article No. 1 of the Law on Tisk Medical Association which

read as “...profession of a doctor (tabiplik) isfpemed and developed in public and
individual interest..” thus implying a change iretbonceptualization of health care
services by challenging its public character; agitirsy up the Pharmaceuticals and
Medical Devices Institute of Turkey (Turkiyiéagc ve Tibbi Cihaz Kurumu) which

will have its public personality and deal with réging the related markets and

advertorial activities of the related products.

As it can be clearly seen, this recent Statutorgr®e has brought about changes in
both the organizational and financial set-up ofiealth care system which are also
highly inter-related among themselves that an aegdional change definitely has
implications for the financial set-up and vice \&er$§loreover, it is quite evident that
these newly-adopted changes will add to and furtier economic, political,
managerial, clinical, equity and conceptual impaxdftshe HTP that were discussed

in the above sections.

Although their official adoption have just beenaated, changes brought about by
this Statutory Decree and their possible impactewéready discussed in the above
sections as they were the reforms expected to wolehen the philosophy,
orientation and the course of the HTP so far weresicdered. Therefore, here, they
will not be elaborated on once again. However, gt important that their

implementation be watched carefully to capturerthéure repercussions.

Last but not the least, it should be assertedtthatstudy could be deemed to have
undertaken its mission if it has been able to diteevgeneral framework and the put
forward the findings for its arguments. In this aegdyit can be said that analyzing
health care reforms and particularly the HTP frorpaditical science and public
administration perspective and in this context g a rather integrated approach
to the study of health care reforms and their ingadtile acknowledging the role of
the neoliberal restructuring process and otheteéltheories could be considered as
one of the important contributions of this studyhe literature. In addition to this, its
attempt at clarifying long-lasting confusion in ihfig what decentralization refers

to in health care services; its emphasis on theotiske hybrid model approach in
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understanding and explaining health care refornt it attempt to find out the
common points between the HTP and the NHS’s wagfoirming itself and making
inferences from the latter for the former can beéstdered some of the other

contributions to be credited.

Nevertheless, pertaining to the on-going charaateéhe HTP which is expected to
bring about further changes and to the noveltyhefdubject to the researchers from
social and political science backgrounds, partityl® those in Turkey, health care
reform in general and HTP and the arguments puwvaad in this dissertation in
particular point to a promising fertile field fonther research which can be taken as

an open call for interested researchers and foauligor herself for further studies.
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APPENDIX A

TURKISH SUMMARY

Salik konusu toplumlarin hayatinda yizyillardir 6newe populer bir yere sahip
olmustur. Stiphesiz ki konunun insan icin “y@msal” olmasi ve dolayisiyla onlarin
olusturdusu toplumlarin devami ve bir anlamda varlik nedelmasi bunda cok
onemli bir rol oynanytir. Ancak konuya daha politik ve sosyo-ekonomikdag
yaklasacak olursak, modern devletin ortaya gikie gelsimi ile sglik konusunun
siyasi ve ekonomik bir boyut kazagdhi ve modern devletin dnemli bir iktidar ve

mesruiyet alani haline geldini sdyleyebiliriz.

Kapitalizmin gelgim streci icerisinde, gak en 6nemli ve ayni zamanda da en ¢ok
manipule edilen kamu sektorlerinden birisi halinelngstir. Diger nedenlerin
yaninda bu durum 6zellikle kapitalizmin gec@idesamalarla yakindan ilgilidir ve
bunlardan dgrudan etkilenmtir. S6z konusu sirecte, refah devleti ve kapitaiiz
bugiine kadar gecirmoldugu dongisel krizler ve bunlara cevaben sistemindemi
yapilanma cabalari genelde kamu sektorini, Ozehlolda sglik sektorindeki

donisimleri yakindan ilgilendiren konular olarak 6zeildikkat cekmektedir.

Salik sektdriinde son yillarda iyice gundeme ygate reform cakmalarini da bu
kapsamda deerlendirmek son derece yerinde olacaktir. Buldoada 1980'li
yillardan bu yana devam etmekte olan neoliberaldgmyapilanma sireci ve bunun
salik reformlari ile olan ilgisi dgru analiz edilmelidir. Zira s6z konusu donemde,
gerek dinyada gerekse de Turkiye'degedi kamu sektdrlerindeki strece benzer
sekilde, s@lik alaninda yurutilmekte olan ddiiim projelerinin arkasindaki temel
belirleyicilerin bginda neoliberal yeniden yapilanma dinamikleri gedtedir.
Salikta donigum projeleri bu bgamda ele alininca, gkkla ilgili pek ¢ok konunun
yalniz politika yapanlarin giindeminde gewper tutmasi dal, siradan vatandgéarin
gunlik hayatlarinda giderek daha c¢ok yer almaydab®asi da daha aslar hale

gelmektedir, ki bu durum en genel haliyle neolibgeniden yapilanmanin getigdi
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salik hizmetlerinde artan metglarma sdrecinin dgal bir uzantisi olarak
degerlendirilebilir. Belli bir takim farkhliklar gézninde tutulmakla beraber, Tirk
sgilik sisteminde yganmakta olan donimi, genel neoliberal dogiim
perspektifinden okumanin bizi daha g&lli” degerlendirmelere gotiregeiddiasi

bu calgmanin temel tezlerinden birisidir.

Salik sistemlerinde yganan dongim surecleri derinlemesine incelegidde
bunlarin ¢ok ciddi sosyo-ekonomik, siyasi, yoneemsklinik ve kulttrel sonuclari
oldugunu gorilmektedir. Dolayisiyla 8gkta dongium projeleri, yalnizca tip
biliminin degil ayni zamanda ilgili bircok sosyal bilim dalinida hassasiyetle
incelemesi gereken konulardir. Bu gkmmda, konuya siyaset bilimi ve kamu
yonetimi perspektifinden kapsaml kiekilde bakacak caimalar son derece 6nem
arz etmektedir. Bu c¢amanin hayata geciriimesinin arkasinda yatan temel
nedenlerden birisi de, bu alandakislh@a da bir katki sunmasi glincesiyle,
saliktaki dongium cabalarina siyaset bilimi ve kamu yonetimi peksginden
bakmaya cafip yukarida sozi edilen etkilerini bu cercevedegedendirmeye
calismaktir.

Tark Salhk Sistemi'ndeki neoliberal dogimin en son ve en radikal halkasi olan
Salikta Donigiim Programi (SDP§* 2003 yilindan bu yana hayata gecirilmektedir.
SDP, Turk Sglik Sistemi'nin sosyo-ekonomik, siyasi, yonetimddinik ve kilttrel
boyutlarina yonelik ciddi dgsiklikler getirmistir ve getirmeye devam etmektedir.
Salikta Donigum Programi  cercevesinde, Turkiye'deki glga sistemini
donistirmeye yonelik olarak hayata gecirilen ve gecielm devam edilen
reformlari ve 6zellikle de bu reformlarin s6zU ediletkilerini anlamaya cama

gayesi bu ¢cajmanin yapilmasinda belirleyici olrgtur.

Buraya kadar anlatilanlarigiginda, bu cabmanin temel amacinin Turkiye’'deki
salik sisteminin gecirmekte olgw dongimi ve bu donguimin sghk sisteminin

temel bilgenleri ve Ozellikleri Gzerindeki etkisini anlamaldogu soylenebilir. S6z
konusu dongiimi incelerken, calma esas olarak gk sisteminin organizasyonu

(yerellgtirimesi*®® ve  finansmanina  yonelik  dogiim  faaliyetlerine

1% sk Bakanlg (2003)

%5 Hem genel olarak ghk reformlarinda hem de $hkta Donisiim Programi dzelinde, gk
sisteminin organizasyonuna yonelik reformlarggolukla sistemin “yerellgiriimesi” baghgl ile
sunulur ve yerellgiriimis bir sglik sisteminin 6nemine vurgu yapilir. Ancak bu galada da
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odaklanmaktadir. Bunun nedeni, d§intin en énemli hedefinin bu iki alan ofu
ve esas olarak bu alanlardaki duzenlemeleriglilsasisteminin sosyo-ekonomik,
politik, yonetimsel, klinik ve kultirel 6zellikleme yonelik ciddi dgisiklikler
getirdigi tezidir. Calsma, Turk Sglik Sistemi'ndeki donglimi anlamaya c¢alirken,
Ingiliz Ulusal Sa&lik Sistemi (National Health Service) (NHS)'ye —efikle bu
sistemin reforme edilme bicimine - dvarmakta ve bu modelden yapilacak

ctkarimlarin Turk Sglik Sistemi'ndeki dongimi anlamada onemli kolayliklar

sglayacaini sdylemektedir.

Calsmanin amacini ve kapsamini daha somut bir bicinmrtiey® koyabilmek igin,
One surulen ve ¢amanin suresi ve sinirlar elvegddlgctide dgrulanan argumanlari

su sekilde siralamak mumkudndur:

1. Hem genel olarak géik reformlari hem de Ozel olarak 8eta DOnium
Programi neoliberal yeniden yapilanma perspektifi erggvesinde

degerlendirilmelidir.

Bilindigi gibi neoliberal yeniden yapilanma sebepleri vawgari olan bir sirectir.
Kapitalist sistemin dongusel krizlerinden olan 1Kri2i bu sureci bglatan en temel
neden olarak alinabilir. Bu krizisabilmek icin geltirilen ve uygulamaya konulan
neoliberal politikalar dinyanin hemen her yerindwlétin ve kamu hizmetlerinin
neoliberal cercevede yeniden yapilandiriimasi deuglanmgtir ve sonucglanmaya
devam etmektedir. Bu cercevede gailen Yeni Kamu isletmeciligi Yaklasimi

neoliberal yeniden yapilanma sirecinde gerggklen reformlarin genel
cercevesini ¢izmek ve temel prensiplerini ortaygrkak suretiyle stirece dnemli

katki sunmstur.

Devletin ve kamu hizmetlerinin neoliberal perspid&tiyeniden yapilandiriimasi
surecinde en fazla hedeflenen sektorleriginma sglik hizmetleri gelmgtir ve
gelmektedir. Cabmada etraflica tagldigl Gzere, gerek sektdriin buyugltigerekse
de yapisal ozellikleri itibariyle gak sektorinde yganan dongiim ve yeniden
yapilanma faaliyetlerinin s6z konusuzBh sisteminin ekonomik, siyasi, yonetimsel,

Klinik, esitlik ve kavramsal/kultirel boyutlari Gzerinde ciddkileri olmaktadir.

gOsterildgi Uzere, pratikte bu her zaman bdyle olmamaktg)lsaisteminin organizasyonuna yonelik
donistirme faaliyetlerinde yerejéirme ¢gu zaman merkezigirme, yeniden merkezigirme (re-
centralization) ya da bdlgeseilieme (regionalization) faaliyetleri ile birlikte e zamanh ya da ge
pese olacaksekilde - gerceklgmektedir.
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Dikkatli bir sekilde incelendiinde, dger kamu hizmetlerindeki reformlarda da
oldugu gibi, s&lk alanindaki reformlari hem neoliberal yenidenpyandirma
sureclerinin bir sonucu hem de bu sireclerin domil sglayip kolaylgtirmasi
amaclyla geltirdigi araclari olarak gérmek mumkindir. Bu nedenleglika
reformlarini incelerken neoliberal yeniden yapilamé sireclerinin analizi temel
referans noktalarindan biri olarak ele alinmalireérmlarin bu suregle ve Yeni
Kamulsletmeciligi gibi ilgili di ger yaklgimlarla olan bglantisi iyi kurulmalidir. Bu

calisma bunu yapmayi hedeflegtir.

Tarkiye'deki s&lik sistemini dongtirme faaliyetlerine bakilginda, sistemin ve
ulkenin kendine 6zgu bir takim oOzellikleri dikkatinmak kaydiyla (6rngn,

reformlarin hayata gecirilebilme ve uygulanabilnaenanlarinda ger tlkelere gore
geriden takip etme gibi), bunlari da neoliberal igen yapilandirma surecleri
cercevesinde okumak mumktndir ve konu hakkingaudsonuclara ukabilmek de

ancak bu yontemle mimkundur.

Ulusal Saglik Sisteminin kurulmaya k#anip ulusal dizeyde gk politikalarinin
yapilmaya bglandigi erken Cumhuriyet doneminden bu yangiliga sistemini
reforme etmeye yoOnelik pek ¢ok adim atgtm 1980’lerden itibaren neoliberal
yeniden yapilandirma surecleri Turkiye'de etkigyoistermeye bdamistir ve sglik
sektoril de dier sektorler gibi bu sirecten nasibini almaygldraistir. 1990’larda bu
yonde bir dizi reform Onerileri gindeme gegnancak bunlarin biyuk bir ganlugu
sonuclandirilamangtir. Salik sistemini neoliberal cizgide dostiirmeye yonelik
atilan en ciddi adim 2000’li yillarin kada gelmgtir. 2003 yilinda bglatilan ve
halen devam etmekte olan gBta Donum Programi (SDP)'yi 1980’lerde
baslayan Sglik Sistemini neoliberal gizgide dostiirme projesinin en radikal ve en
kapsamli — ve bir 6lcide de gecilgmien son halkasi olarak gkylendirmek yank
olmayacaktir. SDP’nin Turkiye'deki §hk Sisteminin ekonomik, siyasi, yonetimsel,
Klinik, esitlik ve kavramsal/kiltirel boyutlarina getigili ve getirmekte oldgu
degisiklikler incelendginde, bu projenin s@uk sisteminin neoliberal yeniden
yapilandiriimasi sureci igcerisindeki 6nemi agikgaya ¢ikmaktadir.

Sonug olarak bir kez daha tekrar etmek gerekirsegkgdinya genelindeki gk

reformlarini gerekse Turkiye'deki @& sisteminin dongimund dgru anlayip

deserlendirebilmek icin devletin ve kamu hizmetlerinineoliberal yeniden

314



yapilandiriimasi sirecleri temel referans noktatdan biri olarak alinmali ve sirecin
isleyisi hakkinda bilgi sglayan Yeni Kamulsletmeciligi gibi ilgili yaklasimlarla
birlikte dikkatle dgerlendirilmelidir.

2. Neoliberal yeniden yapilanma cercevesinde dénmie tabi tutulan sgik
sistemlerini anlayabilmek icin “hibrit model” yakfani oldukca aciklayici ve

yardimci bir rol oynamaktadir.

Hibrit model yaklaimi her seyden 6nce reform strecleri sonucunda ortaya c¢ikan
yeni sa&lik sistemlerini tanimlamada aciklayici bir kavranserceve sunmasi
acisindan onemlidir. Zira reform sonrasigidilige uwrayan salik sistemlerini

klasik s&lik sistemleri siniflandirmasi ile aciklamak pekmd@mkin olamamaktadir.

Hibrit modeller yaratmak ve bu modellerden faydatak neoliberal yeniden
yapilanma siireglerinin ve onun tamamlayicisi olamiisletmeciligi yaklasimiyla
gerceklatirilen reformlarin sik sik barurdusu bir durumdur. Hibrit modellerin, s6z
konusu dongimumun gereklerine ve ¥ikislarina cevap verebilecek, dolayisiyla
olduklar artik kabul goérmiibir bilgidir ve bu reformlar cercevesinde uzunesiir
uygulanma alani bulmaktadir. Sonug¢ olarak hibrit deler icin neoliberal
dongimin hem kolaylgiricilari hem de bu doégimin sonuglaridir denilebilir. Bu
baglamda Turkiye’de 2003 yilindan bu yana yurttilmeatan Sglikta Donum
Programi ile ortaya cikmakta olan yenglsa sisteminin de neoliberal dogiimu
ruhuna uygun olacak ve bu dadint kolaylgtiracak sekilde hibrit bir 6zellik

gostermekte oldtunu séylemek yandiolmayacaktir.

Salik sistemlerini aciklamak amaciyla ortaya konmhir takim siniflandirmalar
mevcuttur. Bunlardan en ¢ok kullanilani, Klasik iBandirma olarak adlandirilan ve
sailik sistemlerini Beveridge Model, Bismark¢i Modelberal Model ve Semashko
Model olarak gruplandiran siniflandirmadir. Bu #amdirmadan yola cikarak,
neoliberal dongiim geciren sgEik sistemleri, 6zellikle de Turkiye'deki reform
calismalarinin ortaya ¢ikarmakta okglwu model anlamlandiriimaya caldiginda, bu

calismada Uzerinde durulan “hibrit model ghlt sisteminin” Beveridge Model
Uzerine Bismarkci Modelin ve ondan biraz daha faaaksekilde Liberal Modelin

Ozelliklerinin eklendgi bir yapiya kagilik geldigi sdylenebilir. Hatta bir adim daha
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ileri gidilip, s6z konusu illkelerde yanan her bir reform gebbUsunin ghk
sistemlerine liberal modelden daha fazla motiflattigi séylenebilir.

Turkiye'’de, SDP ile birlikte g#ik sisteminde ortaya cikmakta olan veglgea
neoliberal déngimin hem sonucu hem de bu dgimain bir gereklilgi ve
kolaylastiricisi olan hibrit modeli, daha somut olagaksekilde ifade edebiliriz: SDP
sonrasinda gk sisteminin genel buitgceden finansmanina dayamaevcut
Beveridge Model 06zelliklerinin Gzerine eklenen zadw prim 6demeye dayall
Bismarkg ozellikler; s@lik hizmetlerinin sunumunda 6zel hizmetgkgyicilarinin,
piyasa mekanizmalarinin, cepten ddemelerinsiegme mangini 6n plana cikaran
hastanelerin belirleyici oldiu Liberal modelin Ozellikleri ile birlgnis ve ortaya

s6zi edilen hibrit model ¢ikmgtir.

3. Salik hizmetlerinin organizasyonu (yerefgilmesi) ve finansmani, neoliberal
yeniden yapilandirma cergevesinde gercggklien saglikta donigtim projelerinin en

temel iki hedefidir.

Salik reformlarina yakindan bakiginda, reformlarin aslinda iki ana hedefi gidu
gorulur: birincisi sghk sisteminin orgutlenme bicimini @etirmek, ikincisi de
sistemin finansman yapisini d@tiirmek. Dolayisiyla saik reformlarini dgru
kavrayabilmek, bu iki alanda getirilen dizenlemieyakindan takip etmeyi ve gou

deserlendirmeyi gerektirir.

Salik sisteminin organizasyonu ve finansmanina yéneéformlar birbirleri ile
yakindan ilgilidir. Bircok durumda bir alani dégtirmeye yonelik bir reform
hareketi dger alanda da ciddi desikliklere yol acmaktadir. Aslina bakilirsa son
tahlilde su yargiya varmak hi¢ de yaniltici olmayacaktiglgareformlarindaki nihai
amag, s0z konusu @& sisteminin finansman yapisini daémirmektir; sistemin
orgutlenme bicimini d@stirmeye yonelik dizenlemeler de nihayetinde bu amac
gerceklatirilebilmesi, sistemin drgutlenme yapisinda gereéddormlarin yapiimasini
gerekli kilmaktadir. Bu durum neoliberal yeniden pyjanma c¢ergevesinde
gerceklgtirilen reformlara bir nevi arka plan ayan ve yerellgme ve maliyet-
verimlilik hesaplarini 6ne c¢ikaran Yeni Kamigletmeciligi yaklasimi ile de

uyumludur.
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Sistemin drgutlenme yapisina yonelik reformlarifizitza bakildginda, en cok
gindeme  getirilen  kavramlarin  ¢gada  sistemin  yerel§girilmesinin

(decentralization) geldi gortulmektedir. Her ne kadar bu glamda one cikan
kavram yerellgme olsa da, sin pratigine bakildginda bunun duruma ve ilgili
konunun gereklerine gére merkeziige (centralization) - yeniden merkezitee (re-

centralization) ya da bdlgesealiee (regionalization) pratikleri ile i¢ ice gegir

yerellesme sireci oldgu goriulmektedir. Yani, gk reformlari, s6z konusu gbk

sisteminin yerellgtiriimesinin 6nemine ciddi vurgu yapsalar da, ki olan,

konunun durumuna ve dogiimin gereklerine gore, merkeziee, yeniden
merkezileme ya da bolgeselime pratikleri ile birlikte (¢ zamanl) ya da bunlari
takip eden bir yerellene sirecidir. Bu durum yukarida aciklanan hibritdelo
yaklasimi ile de uyumluluk arz etmektedir. Buna ek olaragglikta donigim

sureclerinde, sk sisteminin organizasyonunda yergftee yganirken, sistemin
finansmanda merkezime cabalarinin gindeme gelmesi gibi, dahasganiboyutta
ic ice gecmy hibrit yapilar da mimkuin olmaktadir.

Buraya kadar anlatilanlari, Tirkiye'de vyaritilmektdan Sghkta Dongum
Programi (SDP) kgaminda g6zlemek mumkuinddar.

Yakindan inceleng@inde, SDP reformlarinin en temel iki hedefinin glda
hizmetlerinin organizasyonu ve finansmani @adugorilmektedir. Yukarida so6zi
edilen mantiktan hareketle, Turkiye'de degldda donigimun nihai hedefinin gak
sisteminin finansman yapisinig@girmek oldugu, sistemin organizasyonuna yonelik
reform cabalarinin da bu amaca satak icin hayata geciriimekte olgunu
soyleyebiliriz. Orngin, sistemi daha adem-i merkeziyetci yapmaya docatbalar
arasinda sayilan idari ve mali yonden Ozerk kanstameleri yaratma ¢abasinin son
kertede sistemin finansmanina donuk ciddgiglklikleri beraberinde getirmekte

oldugu acikca gorilmektedir.

Yine benzersekilde, Turkiye’deki reform siurecinde de yergftee vurgusu oldukca
on plandadir ve gak hizmetlerinin organizasyonuna yonelik refornbgkarinda en
cok desinilen konularin b@inda gelmektedir. Ancak pratikte ggaan, dongiimin
gereklerine uygun olacaksekilde, merkezilgme (centralization) - yeniden
merkezilame (re-centralization) ya da bolgesgiie (regionalization) pratikleri ile
ic ice gecmy bir yerellame surecidir. SDP, bir yandanghét sistemindeki g
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merkeziyetci yapidagikayet edip Sglik Bakanlgi'na s&lik hizmetlerinin dgrudan
sunumunda olabildince az rol verilmesi gerekini savunup idari ve mali yénden
O0zerk hastanelerin kurulmasina 6n ayak olurkenyéirdan da cikarilan son Kanun
Hukmiinde Kararnani&® ile Saslik Bakanlgi'ndaki merkezi birokrasinin roliinii
artirmaktadir. Yine ayni Kanun Hikminde Kararnataebblge diizeyinde kurulan
Bolge Hastane Birlikleri, adem-i merkezifee ve yerellgme pratiklerinin bir arada
yasandpl surece, bolgeselime pratiklerini de eklemi bulunmaktadir. Yukarida
deginildigi gibi bu sekil bir hibrit yapilanma hem neoliberal déiinin gereklerine
ve onun tamamlayicisi olan Yeni Kamigletmeciligi yaklasimina uygun bir
durumdur hem de bu surecin bir sonucudur. Benzdribiit modelin ortaya ¢gikmasi
durumu, daha makro bir dizeyde de gerggRiktedir. SOyle ki, sistemin
organizasyon yapisi belli 06lcide daha adem-i meéykez bir yaplya
kavusturulurken, finansman yapisinda ciddi anlamda neldgirme adimlari
atilmaktadir. Ornek vermek gerekirse, SDP, glka Bakanlgr'na, salk
hizmetlerinin dgrudan sunumunda son derece sinirh roller vermektibu anlamda
idari ve mali yénden 6zerk hastaneleri 6n planargrakta iken, hemen her konuda
son szl sOyleme yetkisine sahip Sosyal Guvenlituw nun kurulmasi ile, ghk
hizmetlerinin finansmanini olduk¢a merkeziyetciyapiya kavgturmaktadir.

Batin bunlardan hareketle, Turkiye’de ydrutulmekdéan Salikta DoOngum
Programini anlama cabasinda olan busgal] esas olarak SDP’nin, sistemin
organizasyon ve finansman yapisina yonelik olardlaya koydgu reformlara
odaklanma yolunu benimsegtir. Zira dongumun en kritik unsurlari bu iki alanda

ortaya atilan ve hayata gecirilen reformlardan ggkimve ¢gikmaktadir.

4. Ingiliz Ulusal Sglik Sistemi (National Health Service) (NH%) 6zellikle bu
sistemin reforme edilme bicimi, Turkiye'deki gbl sisteminin dongiimini
anlamada onemli bir modeldir. Slakta DOniyim Programi ile 6nerilen ve hayata
gecirilen pek cok yenilik/ngiliz Ulusal Sglik Sistemi'yle, 6zellikle bu sistemin
reforme edilme bicimiyle dnemli benzerlikler gostektedir. Bu bglamda, iki tlke
arasindaki farkliliklarin bilincinde olmakla beraheefomlar konusunda oldukga yol

16 salik Bakanlg ve Bagli Kuruluslarin Teskilat ve Gorevleri Hakkinda Kanun Hilkmiinde
Kararname (Resmi Gazete 2011).

147 Ulusal Salik Sistemi (NHS) ibaresi, genel olarak Biile Krallik'ta kamunun sundgu salik
hizmetlerini tanimlamak icin kullanilmaktadir. Bualgma, NHS'den s6z ederken, tim Biile
Krallik'ta yiritilen sglik hizmetlerini dgil, NHS'nin Ingiltere’deki uygulamalarini kast etmekte ve
Ingiltere’deki sglik hizmetleri tizerine ygunlasmaktadir.
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kat etmj olan /ngiliz Salik Sistemi'nden, halen reform siirecinden gegmekia
Tark Sglk Sistemi igin ¢ikarimlar yapmak mimkuindir veléddir.

Ingiltere, 1980’lerde ldayan neoliberal doniim siireclerine dnciliik eden ulkelerin
basinda gelmekteydi. Bu [gamda gerceklgirilen kamu reformlarina teorik cerceve
sazlayan Yeni Kamuisletmeciligi yaklasiminin en belirgin ve en c¢ok kogulan
ornekleri de yine o yillarda bu llkede hayata gegaye balanmstir. Bu reformlar
neoliberal dongiim sireclerinden gecengdr ulkeler tarafindan da 6rnek alirgtm.
Ulastirmadan gitime birgcok alanda gercekdérilen neoliberal reformlar, $hk
hizmetleri alaninda da kendini gostesmiingiliz Ulusal Sglik Sistemi de
donlsimin gerektirdii bicimde reform sirecine tabi tutulgtur ve dger alanlarda
oldugu gibi bu alanda dingiltere dger llkelere 6rnek model olngiur.

Yukarida anlatildii Gzere, Turkiye'de s@ik sektorinde gerceldarilmekte olan
donUmU d@ru anlayabilmek, onu, neoliberal d@fiin ve onun kamu sektdrtindeki
tamamlayicisi olan Yeni Kamigletmeciligi Okulu perspektifinde uygun bir yere
oturtmakla muimkindir. Ingiltere’nin - neoliberal dongim ve Yeni Kamu
Isletmeciligi ekseninde gercekdeirilen reformlardaki 6ncii roli g6z o©niine
alindginda, politika transferi veya politika bernmeesi (convergence) yoluyla bu
tlkenin sglik alaninda yap@ reformlarin Turkiye'deki reformlara da ornekské
ettigini soylemek yerinde bir yakj§am olacaktir. Zateiingiliz Ulusal Sglik Sistemi,
Ozellikle de bu sistemin reforme edilme yodntemlercelendginde, Turkiye'de
gerceklgtiriimekte olan Sglikta DOnum Programi ile pek c¢ok noktada
benzerlikler gosterdi acikca goriilmektedir. Buradan harekdtigiliz Ulusal Sglik
Sistemi'nden, 6zellikle onun kendini reforme etmeirhinden, ona gdre nispeten
yolun baginda (en azindan yapilan reformlarin sonuclarimelgémek acisindan)
sayilabilecek Turkiye'deki reform surecleri hakkancikarimlar yapmak mumkuindur

ve son derece faydalidir.

Bu durum yine yukarida agiklanan ve genelde nedllbgercevede gercektailen
sailik reformlarini, 6zelde de Turkiye'deki Slgkta Dongum Programi’ni anlamada
kolaylik sa&layan hibrit model yakkami ile de uyumludur. Hatirlanagagibi bu
calismada kullanilan hibrit modelingiliz tarzi Beveridge Model tizerine Bismarkgl
ve Ozellikle de Liberal Model 6zelliklerinin eklerasi ile olgan bir modele karlik

gelmekteydi. Bu cercevede hibrit model yakiai, ingiliz Ulusal Sglik Sistemi’nin
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reforme edilme sureglerini ve bu sirecte ortayargikistemi anlamada son derece
yararli bir ara¢ sunmaktadir. Zira s6z konusu siste, her bir reform adimindan
sonra, 6rnek gosterilgi Beveridge Model 6zelliklerine bilhassa Liberal t’den

gelen etkilerin sonucunda daha hibrit bir yapiyaugenustur.

Ingiliz Ulusal Sglik Sistemi ve reformlari ile Turkiye'deki $hkta Doniiim
Programi arasindaki benzerliklere birka¢ ornek errgerekirse: herkesi kapsam
altina alan ulusal gk sigortasi sistemi, gk sistemi icinde bir i¢ pazar kurulmasi
ve ona uygun olarak hizmetgayicisi/hizmet satin alicisi ayriminin ygtiglmesi

ve sistem icinde rekabet dlarinin olyturulmasi, aile hekimgii sistemi ve (hentiz
Turkiye'de yururlige konulmamy olsa da) kademeli sevk zinciri sistemi, idari ve
mali yonden Ozerk kamu hastanelerinin kurulmasstdreelerin ve gier sa&lik
hizmeti sunan birimlerin sletmelsatiriimesi ve kamu hizmeti prensibi yerine
isletmecilik ilkelerini benimsemelerinin gmnmasi, kamu-6zel-ortakh (public-
private partnership) yontemi ile yapilangbk kampusleri, sg@likta artan 6zel
yatirrmlar ve daha fazla orandagbl hizmetinin 6zel sektdr sunuculari tarafindan
sglanmasi ve tgrik edilen ve artan 0Ozel ghk sigortacilgl ilk etapta

sayllabilecekler arasindadir.

Ingiliz Ulusal Sglik Sistemi ve onun kendini reforme etme bicimindgirkiye’deki
reform sirecine yonelik yapilacak cikarimlar venabak dersler konusunda ilk akla
gelenler sunlardir: Bu reformlar sonucunda Turkiye'dekigBl hizmetleri daha
piyasaya acik hale gelecek ve kamu hizmeti olmatihadan uzak bir cercevede
sunulacak; sistemde duizenleyici kurumlar ve uygalamdaha @rlikta olacak;
kendilerini idari ve mali yonden idare etme sorulofu verilen kamu hastaneleri
kamu hizmeti sunma misyonundan daha da ugzgkler odakl ¢cakan, birbirleriyle
yarisan kletmeler haline gelecek ve bu durumglga hizmetlerine egimdeki
esitsizlikleri artirirken kendi bgarinin caresine bakmak durumunda kalan
hastaneleri daha da zor durumasid@cektir; salik sektori daha politize bir alan

haline gelecektir.

Sonug olarakingiliz Ulusal Salik Sistemi’ni, 6zellikle de onun gecirgioldusu
reform surecini incelemek Tirkiye'de @& alaninda yganan dongiimi ve onun

ortaya koydgu ve koyacg sonuclari anlamada son derece yararli olacaktir.
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degisiklikler birbirlerinden bazimsiz dgil bilakis bircok durumda birbirleriyle
yakindan ilgkilidir.

Donlsumun ekonomik alandaki etkilerine 0Ornek vermek gese, Sglikta
DonGsim Programi'nin yuririge konmasindan bu yana toplanglgaharcamalari,
Kisi basina yapilan toplam gk harcamalari, ki basina yapilan cepten gk
harcamalari, sosyal givenlik sistemine genel bi@gedpilan transferler ve @&k
hizmeti sunucularina Sosyal Givenlik Kurumu tardém yapilan ddemeler ciddi
oranda artngtir.

Salikta Donum Programr’nin, saik sisteminin siyasi yonune yapti etkilere
verilecek en carpici 6rneklerden biri kamu-6ze&kigi (public-private-partnership)
yontemiyle kurulan ggik kampusleri projesidir. Bu model, @& hizmetlerinin
orgutlenmesi ve finansmani alanlarinda yenkilibicimlerinin ve yeni bir takim
dizenleyici faaliyetlerin ortaya ¢ikmasinin yoluagmstir. S6z konusu yeni gki
bicimlerinde 6zel hukuk, 6zel yatinmlar ve s@nheye dayal ikkiler kamu
yatirrmlari ve sglik hizmetlerinin kamusal olma 6zedllni bir hayli goélgede
birakmstir. Salik alaninda bir hayli giicli yeni aktérlerin ortagekmasi (Orngin,
Sosyal Guvenlik Kurumu ve 0zel hastaneler, sistengieyisinde, eski donemin
gucliu aktorlerinden olan §kk Bakanlgl ve Tabipler Birlgi gibi kuruluslara goére
daha guclu bir pozisyon elde etherdir.), 2005 yilindan bu yana yabanci
yatirmlarin sayisindaki agti 2002 yilindan bu yana 06zel hastanelerin sayisinda
yasanan carpicl agive 0zel sektore aktarilan kamu kaynaklarindaki,a8alikta
DonGsim Programi'nin, gdik sistemin siyasi boyutlari tzerinde yargittetkilere
verilebilecek dger 6énemli 6rneklerdendir. Bu etkilerin sistemin ekmik, sosyal,

kultarel vb. dger alanlarinda da ciddi etkileri olgu aciktir.

Saglikta Dongum Programrnin sistemin yonetimsel boyutlari Uzeée yaptg
etkileri en iyi 6zetleyecek 6rnek, s6z konusu ddmitin genel olarak tim gak
sisteminde, 6zel olarak da kamu hastanelerig#me mangni ve prensiplerini
egemen kilmaya c¢camasidir. Sglik sistemi icerisinde yaratilan i¢ pazar (internal

market) mekanizmasi ve onun tamamlayicilari olagliksasunucusu ve $hk
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hizmeti satin alicisi ayriminin (provider/purchaspiit) ve birbirleriyle rekabet
ili skisi icerisinde olan idari ve mali ydondengmasiz kamu hastanelerinin kurulmasi,
sisteminin yonetimsel boyutlarina dair ciddigdgklikler getirmektedir. Kykusuz
batin bu dgisiklikler saglhk calisanlari ve hastalar ki@ olmak Gizere sistemin bitin
paydalari icin son derece Onemli ggiklikler ongormektedir. S6z gelimi,
performansa dayali 6deme sistemilgacalisanlarinin gaima kaullari, sunduklari
hizmetin nitelgi ve aralarindaki dayagma ve etik davragikodlari Gzerinde cok
ciddi etkileri gindeme getirrgtir. Benzer birsekilde sletme manginin hakim
kiinmaya cakildigi kamu hastaneleri de kamu yarari prensibi yeriagilik ve
verimlilik gibi ilkelere &irlik verince vatandgar sa&lik hizmetlerine ulgmada hem
daha fazla cepten 6deme yapma hem de aldiklarietiznialitesinin eskiye gore
daha dgilk olmasi sonucuyla kgr kasiya kalmslardir. idari ve mali yonden
Ozerklik verilen ve bu anlamda kendi kendilerinaid etmeleri beklenen kamu
hastaneleri de butiin bu olumsuzluklarin yanindaleéiborglanma ve hatta iflas gibi

sorunlarla baetmek zorunda kaliardir.

Donlsumun, sistemin klinik boyutlari Gzerinde yaptetkileri deserlendirmek belli
durumlarda ger istatistiki veri mevcutsa biraz daha kolay diaktedir. Orngin,

2002 yilindan bu yana, hastanelere yapilan toplagvubu sayisinda énemli bir agti
oldugu tespit edilmgtir. Burada 6zel hastanelere yapilan toplargvbeu sayisindaki

artisin ise cok carpici oldw gorilmitirt®®

. Sglikta DOngUm Programinin
uygulamaya konulmasindan sonrai asina digen hastaneye auru sayisi veya
yapilan ameliyat sayilarindaki attr ya da ortalama yam suresi ve bebek 6lim
oranlarindaki iyilemeler de dongiimdn klinik sonuclart tzerinde bir fikir
verebilmektedir. Yine benzegekilde, 100.000 kiye disen doktor sayisi (ki bu
rakam hala Avrupa ortalamasinin altindadir) ya dafopmans sistemi ve
isletmelgen devlet hastaneleri sayesindglgacalisanlarinin (6zellikle doktorlarin)
klinik otonomilerinde (clinical autonomy) meydanaelgn gerileme, Sdikta

DonGsim sdrecinin Turkiye'deki gk sisteminin klinik boyutlarina yonelik nasil

ciddi sonuclar dgurdusuna dair 6nemli ipuclari vermektedir.

182002 yilinda Sglik Bakanlgi'na basli hastanelere yapilan toplam miracaat sayisi 989198
iken bu sayi 2010 yilinda 235.172.924’esufastir. 2002 yilinda 5.697.170 olan 6zel hastanelere
yapilan toplam miracaat sayisi da 2010 yillindal47540'a yukselmtir (Ministry of Health of
Turkey (2011: 97, Table 8.1)).
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Saglikta DOnim Programi'nin saik hizmetlerinin gitlik boyutuna dair de ¢ok
onemli sonuclari vardir. Her ne kadar eskiye orasdalik hizmetlerine ulaim
gorece daha kolay bir hale getiriliyorsa da, sumitizmetin kalitesi buraya kadar bir
kismi sayilan nedenlerden oturisaigktedir ve sonug olarak hizmete wada
esitlik ilkesi konusu giderek daha sorunlu hale gdttedir. Sglikta DOnGum
Programr’'nin ana bienlerinden olan Genel §l& Sigortasi uygulamasiyla tim
vatandalara zorunlu olarak prim 6deme yukumlgiiigetirilmistir. Yani vatanda
icin salik hizmetlerinden yararlanabilmenin 6nskdu yapilacak gelir testine gére
belirlenecek primi 6dergi olmaktir. Odenen prim katiginda alinan g#ik
hizmetleri de temel ghk paketleriseklinde sunulmakta ve bu paketin kapsami ve
Sosyal Guvenlik Kurumu tarafindan kdanan oranlar yine bu Kurum tarafindan
degisikli ge tabi tutulabilmektedir. VatanglaGenel Sglik Sigortasi kapsaminda
sunulan sglik hizmetlerinden yararlanirken muayene katilingipdac katihm payi,
ilave tcret ddemeleri adi altinda birgok noktadptee deme yapmak durumunda
kalmaktadir. Bitin bunlar gk hizmetlerinden yararlanmadssitik acisindan
ciddi sorunlara garet etmektedir. Buna gl&k hizmetlerinin sunumunda go6zlenen
bblgesel gitsizlikler de eklenince durum daha da kagrklasmaktadir. Bazi
yazarlara gore her ne kadar ghkta DOnum Programi ile sosyal guvenlik
kurumlarina bgli olan gruplar arasinda eskiden mevcut olan higerartadan
kaldirimis ve herkes Genel $Bk Sigortasi ve Sosyal Guvenlik Kurumu
kapsaminda benzer norm ve prosediurlere tabi tutulnelsa da, prim
0demi/6dememy olma ya da yeni sistemin olanaklari hakkinda yebdgiye sahip
olma/olmama gibi ayrimlar Gzerindengh& hizmetlerinden yararlanmada mevcut
olan aitsizlikler devam etmektedir ve bunun engya hissedildii kesimler de
issizler, diguk gelirliler ve kadinlar olmaya devam etmekte@stiind& ve Yoltar
2007: 91-92).

Donlsumin en ©6nemli sonuclarindan biri  de glda hizmetlerinin
kavramsallgtiriimasi ve kulturel alandaki yeri ile ilgili yattag! etkiler acgisindan
meydana gelmgtir. Aslina bakilirsa bir yandan buraya kadar sayibitiin sonuclar
bu alandaki dgsime katki bulunmgtur denebilecgi gibi bir taraftan da s#ik
hizmetlerinin kavramsaliiriimasindaki bu dongilm bu sonuclari getirgtir de
denebilir. Sglik hizmetlerinin kamu hizmeti olma 6zelinin giderek geri plana

disUrilmesi ve rekabetci bir pazarda alinip satilan Hizmet olarak gindeme
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gelmesi, bu konuda 6nemle Uzerinde durulmasi gardke noktadir. Yine yakin
zamanda cikarilan bir Kanun Hikminde Kararndmele, ilgili kanundan
“doktorluk meslginin kamu yararina yapilan bir hizmet ot ibaresinin
cikarilmasi da <@k hizmetlerinin kavramsalkiriimasi ve bunun toplumdaki
kiltarel algilara yansimasi agisindan son deregaiggabir gelsmedir. Bu konuda
verilebilecek bir bgka 6rnek de, “devlet hastaneleri’nin isimlerindedeVlet”
ibaresinin kaldirihp bunlarin s&hir hastaneleri” olarak adlandiriimasi yoninde
gindeme getirilen projedir. Si&k hizmetlerinin kavramsaliurilmasinda ve bunun
toplumdaki kultirel algida yarataga degisikliklerin  ne Olclide vyerlgp
benimsenegeni, ilgili aktorlerin bu degisime kagl gelistirecekleri tutum ve

donlsUmU yaratenlerin bu konuda gosterecekleri cabalbgécektir.

Saglikta Dongum Programi'nin burada sayilan sonuclarini dahausdnin bicimde
gorebilmek icin Ankara’daki bir kamu hastanesin@algm, ilgili aktorlerle gorgime
ve dokiman analizi yontemleri kullanilarak bir g@inana yapildi. Bu ardirmada
esas olarak bir hastanin hastaneyginal sirecinden taburcu olmgaaasina kadar
gecirdigi surecler Uzerinden §hkta Donum Programi'nin getirdi degisiklikleri
analiz etmek amaclandi. Sonuctasarenadan elde edilen birincil verilerin bu tezde
ortaya konulan argimanlari, cizilen teorik cercevexe Salikta DOnium
Programr’nin sonuglarina dair yapilan tartalari son derece destekler nitelikte
oldugu gorildi. Ornek vermek gerekirse, dginiiin  hastaneleri nasil
isletmelstirdigi, Sosyal Guvenlik Kurumu'nun idari ve mali yonddragimsiz
oldugu stylenen hastaneler tGizerinde nasil etkin birrkbmjiicine sahip oldu ve
salik hizmetlerinden yararlanmak isteyen vataghaian doktor, hastane ve Sosyal
Guvenlik Kurumu ile nasil bir igki icinde oldigu bu aratirma sayesinde somut bir

bicimde gorilmsg oldu.

Tezde kullanilan gier argtirma yontemlerinden de kisaca bahsetmek gerekirse,
oncelikle bu cabmanin esas olarak nitel bir aama oldgu ifade edilmelidir.
Bagimsiz dgiskeni Salikta Dongim Programi — 6zellikle onun @& sisteminin
organizasyonu ve finansmanina yonelik dizenlemeleogimli desiskeni ise bu
dizenlemelerin Turkiye'deki ghk sisteminin ekonomik, siyasi, yonetimsel, klinik

esitlik ve kulttrel yonleri Uzerindeki etkileri olaka6zetlenebilir. Cagma belli

199 salik Bakanlg ve Bagli Kuruluslarin Teskilat ve Gorevleri Hakkinda Kanun Hilkmiinde
Kararname (Resmi Gazete 2011).
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bélumlerinde (6rngin, Ingiliz Sgslik Sistemi’nin incelendii bolim) betimleyici
aragtirma Ozellikleri tairken belli bolimlerinde de (orgm, ingiliz Sashk
Sistemi'nden Turkiye'deki @k reformlari hakkinda cikarimlar yaparken)
aciklayici argtirma ozellikleri gostermektedir. Belge analizi y@mi calsmanin en
cok bavurduzu tekniklerin bainda gelmektedir. Makale, kitap, yasa metinleri,
reform Onerileri, kanun tasarilari, mahkeme kararlgazete yazilar, internet
kaynaklarl ve benzeri birgok kaynak girama boyunca kullanilmgtir. ilgili olan
durumlarda ve verilerin mevcudiyeti Olcisinde (bklel Saglikta Donum
Programr'nin sayilan alanlardaki etkileri tautirken) istatistiki verilerden de
yararlaniimgtir. Calsmada hem birincil hem de ikincil kaynaklar kullanitir.
Mevcut ikincil kaynaklarin istenilen bilgiye uiamada yeterli olmagi durumlarda,
yukarida s6zU edilen hastane stiranasinda oldgu gibi, gozlem ve milakat gibi
tekniklerin kullanildgl saha argiirmasi yontemine de paurulmustur. Belge analizi
yonteminin yani sira, belge yorumlama yontemi desgenin belli bélimlerinde
(6rnezin, yerellamenin, s@lik hizmetlerinin organizasyonu ve sunumunda nasil
anlsildigl ve uygulandil konusu tartilirken) kullaniimstir. Betimleyici tarihsel
analiz, cagmanin kullandil bir bagka yontemdir. Turkiye'deki sk sisteminin
kurulusu, gelsimi ve gecirdgi reform sdrecleri incelenirken bu ydntem
kullaniimistir. Calsma bu sekilde betimleyici tarihsel analiz yaparken stilel
tarihsel analiz yapma gibi bir iddia ortaya koymgtimi Ancak bu durum c¢aimanin
hem so6zu edilen kisimla ilgili olarak hem de galmnin butininde eigrel bir
yontem benimsememioldusu anlamina gelmemelidir. Bilakis, gerek gbkta
yasanan dongimin devam etmekte olan bir stre¢ olmasi, gereksbudzamana
kadar hayata gecirilmi reformlarin hali hazirda ortaya koymuwldugu ciddi
degisiklikler gz onune alinginda, cakma, elgtirel yaklagimin gereklilgine
inanmg ve bunu mimkin olan her yerde kullanmayasgaktir. Ingiliz ve Tirk
Salik Sistemlerini ve onlarin gecirmekte olduklarindgim sireclerini analiz eden
calismanin, ornek olay incelemesi yontemini kullghdda gortulmektedir. Burada,
Ozellikle Turkiye'deki doénsimin devam etmekte olan bir siire¢ olmasindan ve iki
ulke arasindaki bazi gkr farkhliklardan kaynakli olarak, tam anlamiylar b
kargilastirmall calgma yapmanin mdmkuin olamgdi da belirmekte yarar var.
Ancak yine de iki reform sireci arasindaki benké&tin ortaya konulmasi ve reform
slrecinde Turkiye’ye gore bir hayli yol kat etndlan ingiliz Saslik Sistemi’nden
Turkiye'deki dongume yonelik ¢cikarimlar yapilmiolmasi bu ¢agmanin literattire
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en Onemli katkilarindan biri olngtur. Son olarak, Turkiye’de ghk alaninda
yasanan dongimu siyaset bilimi ve kamu yonetimi perspektifindeiceleyen bu
calismanin; sglik sistemleri ve reformlari konusunu ¢ok boyutle gok disiplinli
calisiimasi gereken bir konu olarak ele alan ve konayklif disiplinlerden yapilacak
katkilar1 hararetle destekleyen g8k Hizmetleri Aratirmasi (Health Services
Research) (HSR) disiplini tarafindan da benimseshgsteklenegg 6ngorisinin

burada not edilmesi 6nemlidir.

Salikta Donum Programi tamamlangmive tamdyle yarirlge konmyg bir
program dgildir. Aksine son derece dinamik ve 2003 yilindgla@lmis olmasina
ragmen hala devam etmekte olan bir siregtir. Busganin en zor yanlarindan
birisi, her an yeni bir gelmeyle, bazen yeni uygulamalarin bir dncekiyle stigl,
cogu kez bir ileri iki geri gibi bir anlagla yuratilen reformlar karsinda cakmanin
gincellenmesini ggamakti. Oyle ki, tezin yazim sirecinin sonlghdnoktada
cikarilan bir Kanun Hikmiinde Kararnatfe- her ne kadar bu tezde ortaya kogmu
olan argiimanlari destekleyenggigklikleri getirmis olsa da> — tezin kurgusunu ve
seklini bozmamak adina sonu¢ bdlumunde gaatilmistir.

Bugiine kadar uygulamaya gecirilen kisimlariylgli®aalaninda son derece radikal
degisimlere imza atmy olan Sglikta Donum Programi tim bikenleri ile
yurarlige girdiginde Turkiye'deki sglik sisteminin son derece farkli bir noktaya
tasinmis olaca& muhakkaktir. Dongiimin etkileri esas olarak o zaman daha
derinden hissedilecektir. Bu ¢gha, Sglikta Dongum Programi’nin bugine kadar
vakif olabildigimiz, hayata gecirilmi ya da gecirilmesi kuvvetle muhtemel olarak
beliren bilgenleri ve bunlarin ekonomik, siyasi, yonetimselinikl, esitlik ve
kavramsal etkileri Uzerinde olabiffince detayl bir analizi olabildince elgtirel bir
perspektiften yapmaya cginistir. Ancak soOylendii gibi Salikta DonGgum
Programi henliz tim parcalari hayata gecirilngeohevam etmekte olan bir surectir.
Dolayisiyla sire¢c ve getiregie sonuclar ciddi birsekilde incelenmeye devam

edilmelidir.

%0 sk Bakanlg ve Bagli Kuruluslarin Teskilat ve Gorevleri Hakkinda Kanun Hilkmiinde
Kararname (Resmi Gazete 2011).

151 Sg5lik Bakanlgi'nin gérev ve yetkilerinin yeniden diizenlenmesariu-Ozel-Ortakfii ile Sazlik
Kampuslerinin kurulmasi; §hk Serbest Boélgelerinin kurulmasi; Kamu HastanelilBéerinin
kurulmasi; Hekimigin kamu yararina yapilan bir hizmet offluibaresinin ilgili kanundan ¢ikariimasi;
Tirkiye ilag ve Tibbi Cihaz Kurumunun kurulmasi gibi bircadnemli degisiklik bu Kanun
Hukmunde Kararname ile uygulamaya kortou
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Calisma, Turkiye'de sglik alaninda gercekigirilen reformlari, 6zellikle de 2003
yilindan bu yana yurutulmekte olangBkta Dongim Programi’'ni, siyaset bilimi ve
kamu yonetimi perspektifinden inceleyip galt reformu konusunda bu anlamda
batinltkecu bir yaklggm ortaya koymayi hedeflegtir. Bu bailamda, bu ¢ajmada,
Salikta DOnigim Programi ve sonuglarina dair ortaya konulanraggilar, bulunan
sonuclar ve yapilan analizlerin siyaset bilimi vamu yonetimi perspektifinden
yapilmasi bu camanin sglhk reformlarini sosyal bilimler alanindan incelaye
literattre getirdii katkilarin bainda sayilabilir. Buna ek olarak, @ik hizmetlerinde
yerellsme konusunda yillardir stregelen kavram ghngini gidermeye yonelik
yapilan ¢cajma, sglik reformlarini anlamada hibrit model yakiaini kullanmanin
onemine yapilan vurgu véngiliz Ulusal Sahk Sistemi ve 6zelikle bu sistemin
reforme edilme bicimi ile Turkiye'de gercektgilen dongium arasindaki
benzerlikleri gbrip Turkiye icin cikarimlar yapmab@si yine bu c¢agimanin
literattre yap#t katkilar arasinda sayilabilir.

Salikta DOonum Programi'nin devam etmekte olan bir stire¢ olptagyiine kadar
hayata gecirilen ve bundan sonra gercggkiemesi planlanan reformlarin ghk
sistemine getirmekte olgu son derece 6nemli gigiklikler ve konunun Turkiye'de
sosyal bilimler, 6zellikle siyaset bilimi ve kamubnetimi alanlarinda c¢akn
argtirmacilar tarafindan gorece yeni ele alinmaygldmayor olmasi, s#ikta
yasanan donglimin ve bu cercevede bu galada ortaya konulan argimanlarin ve
yapilan analizlerin, yapilacak yeni gahalar icin hem bu satirlarin yazarina hem de
konuyla ilgilenen dier argtirmacilara son derece verimli bir ginama alani igin

acik bir davet olarak alinabilir.
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