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ABSTRACT

THE FAMILY MEDICINE PRACTICE IN TURKEY
FROM THE PERSPECTIVES OF THE PHYSICIANS WITHIN THE
FRAMEWORK OF NEO-LIBERALISM

Sen, Zeynep Deniz
MS., Department of Political Science and Public Administration

Supervisor: Assoc. Prof. Mehmet Okyayuz

September 2019, 118 pages

This thesis intends to investigate the Family Medicine Practice in Turkey
within the framework of neo-liberal health policies which are Health Transformation
Program and General Health Insurance. Family Medicine Model is one of the ways of
organizing the primary health care services within a health care system of a country.
Even if there are plenty of researches conducted, most of those were took the patient-
satisfaction as the reference point to determining the effectiveness of the practice. Due
to such a literature gap and the need of research on this subject, this thesis aimed to
evaluate the practice of the Family Medicine Scheme in Turkey through benefiting
both from the theoretical framework of the subject and the thoughts of the family
physicians. One of the other motives of the thesis is to discover the reasons of the
failure if the practice of Family Medicine in Turkey failed. Therefore, this thesis
intended to point out the non-functioning elements of Family Medicine practice in the
case of Turkey through examining the mechanisms of the model in Turkey through
benefiting from the theoretical information in the existing literature and the thoughts
of the family physicians who are currently working by conducting an online

questionnaire on 198 family physicians all around the Turkey. This study contributes
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to health policy field through discovering the points needed to be improved or the
actions may be taken by the policy makers to establish and sustain a better primary

health care services policy implementation both in theory and practice.

Keywords: Family Medicine, Health Policy, Neo-liberalism, Privatization, Physicians



0z

HEKIMLERIN BAKIS ACISINDAN VE NEOLIBERALIZM CERCEVESINDE
TURKIYE’DE AILE HEKIMLIGI PRATIGI

Sen, Zeynep Deniz
Yiiksek Lisans, Siyaset Bilimi ve Kamu Y6netimi Bolimii

Tez Yoneticisi: Dog. Dr. Mehmet Okyayuz

Eyliil 2019, 118 sayfa

Bu tez, Tirkiye’deki Aile Hekimligi pratigini neo-liberal saglik politika
dokumanlariolan Saglikta Doniistim Programi ve Genel Saglik Sigortasi ¢ergevesinde
incelemektir. Aile Hekimligi Modeli, saglik sistemi igerisindeki birinci basamak
saglik hizmetlerinin sunum sekillerinden bir tanesidir. Literatiirde konu {izerine
yapilmis olan birtakim arastirmalar olmasina karsin, yapilan arastirmalarin ¢ogu hasta
memnuniyetini, aile hekimligi pratigini 6lgmenin temel Olgiitii olarak kabul
etmislerdir. Bu yiizden, bu tez, Tiirkiye’deki aile hekimligi pratigini 6l¢erken, hem
teorik cerceveden yararlanip hem de giincel olarak ¢aligmakta olan aile hekimlerinin
goriislerini referans noktasi olarak kabul etmektedir. Bu tezin temel olarak, Tiirkiye’de
aile hekimligi pratiginin literatiirde tavsiye edilen tamamlayici uygulamalarin eksikligi
ve hekimleri rahatsiz eden birtakim uygulamalar sebebiyle su an iyi bir uygulama
olmadigin1 varsaymaktadir. Bu tezin bir diger amaci ise, eger aile hekimligi pratigi
eger hekimlerce de iyi bir Pratik olarak goriilmiiyor ise, pratigin kotii olmasina sebep
olan etmenleri ve uygulamalar1 aile hekimlerinin internet tizerinden Tiirkiye’nin her
bolgesinden 198 aile hekimine uygulanan anket araciligi ile elde edilen goriislerinden

de faydalanarak a¢iga ¢ikarmaktir. Bu tezin literatiire katkisi, aile hekimligi pratiginin
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politika yapicilar tarafindan gelistirilerek daha iyi bir uygulama olarak uygulanmasina

katkida bulunabilecek olmasi ile paraleldir.

Anahtar Kelimeler: Aile Hekimligi, Saglik Politikasi, Neoliberalizm, Ozellestirme,
Hekimler
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CHAPTER 1

INTRODUCTION

1.1. Background and the Purpose of the Study

Primary health care services have an utmost significance in a health care system
due to its characteristic of being a first-contact point in a health care system which
means that it composes the entry or the gate of the health care system in a country. As
it is stressed in the Alma Ata Declaration (1978), primary health care services have a
central role on composing and shaping other levels of health care services which are
secondary and tertiary health care services. As Alma Ata Declaration (1978)
suggested, a country might have a well-functioning health care system through
acknowledging the significance of the primary health care services and strengthening
them. There are several researches proving that the countries whose health care
systems are built around the primary health care services have a predisposition to have
better health outcomes (Metsemakers, 2012).

Family Medicine Scheme, as a way of organizing the primary health care services,
have a potential positive effect on a country’s health care system as it has a tendency
to reduce the costs, providing citizens with equal and easily accessible essential health
care services and impact the other type of health care services. In order to establish a
well-functioning family medicine practice, several components must be established
and sustained. For instance, the mechanism of chain of referral have a significant
impact on reducing the health care costs and establishing sustainable cost-efficient
health care system (Celik, 2011; Ener & Yelkikalan, 2003; Aytekin, 2012; Tatar et al.,
2011; Akdeniz, Ungan, & Yaman, 2009; Tiirkbayrak et al., 2011).

The Family Medicine Scheme started to grow in Turkey in 1980s with the
establishment of first Family Medicine departments within the faculties of medicine
(Akdeniz et al., 2009). With the “Health Transformation Programme” launched by the

Justice and Development Party (JDP) government in 2003, a marginal change in
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Turkish health care system was envisioned through the initiation of Family Medicine
Scheme suggested by neo-liberal health policies within the primary health care
organization in Turkey (The Ministry of Health of Turkey, 2003; Agartan, 2012;
Yilmaz, 2013). The change was considered as marginal because Family Medicine
Scheme is the opposite of the previous primary health care organization of Turkey
(Ocek et al., 2013; Tiirkbayrak et al., 2011). New primary health care services
organization way was severely criticized by the scholars of the field, physicians and
occupational organizations, especially, Turkish Medical Association (TMA) due to its
neo-liberal stance suggesting marketization, transforming the patients into customers
and deteriorating the position of the primary health care physicians in the health care
system (Agartan, 2012; Soyer et al., 2007).

This thesis aimed to evaluate the practice of Family Medicine in Turkey according
to the promises and implementations of Health Transformation Programme (2003),
existing literature and the questionnaire conducted on the family physicians all over
the country. This thesis had a goal to understand whether latest situation of family the
medicine practice which was settled through neo-liberal health policies, notably,
Health Transformation Programme (2003) is functioning well or not in Turkey and it
aimed to understand the reasons if family medicine practice in Turkey failed. In the
light of the theoretical framework on the Family Medicine Model and the conducted
questionnaire with 198 family physicians in Turkey, this thesis argue that practice of
Family Medicine Model in Turkey does not function well. While evaluating the
practice in Turkey, the practice of the Family Medicine Model in Turkey, both
components suggested by the existing literature and personal experiences of the family

physicians about the practice are going to be taken into consideration.

1.2. Significance of the Study

The research on family medicine in Turkey in the existing literature having a
patient satisfaction focus outnumber the other research having a different focus. It
composed of the research (Ozata, Tekin, & Oztiirk, 2016; Baltac1 et al., 2011; Bostan
& Havvatoglu, 2014; Baris, Mollahaliloglu, & Aydin, 2011) which tried to evaluate

the practice according to the patient satisfaction. Some research among these used
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EUROPEP (European Patients Evaluate General / Family Practice) Scale
(Mollahaliloglu, Kosdak, Sanisoglu, & Bulut Demirok, 2010; Turgu, Oztora, Caylan,
& Dagdeviren, 2018; Sparkes, Altun, & Béarnighausen, 2019; Aktiirk, Atesoglu, &
Ciftci, 2015; Mollahaliloglu et al., 2010). The researchers of these research mostly
think that patient satisfaction is a significant determinant of functionality of the family
medicine practice (Karadag, 2007; Kantarci, 2015; Leebov & Scott, 1994; Ozata et al.,
2016; Sparkes et al., 2019).

Also, several researches were conducted to measure the job satisfaction of the
family physcians in Turkey (Dogan, Sensoy, Mardin, & Ozbaltac1, 2013; Téziin,
Culhaci, & Unsal, 2008; Tiirk Saglik-Sen, 2013; Tiirkbayrak et al., 2011; Pantell et al.,
2019; Yaman & Giines, 2016; Mutlupoyraz, 2010).

Some research in the existing literature were conducted to reveal the challenges
that family physicians in Turkey face in their professional lives (Ilgiin & Sahin, 2016;
Ocek et al., 2014; Algin, Sahin, & Top, 2004).

Besides, in the existing literature, there are research on violence against family
physicians in Turkey (Ayranci, Yilmaz, Balci and Kaptanoglu, 2006).

As it is observed after reviewing the existing literature, the number of the research
aimed to evaluate family medicine practice in Turkey through consulting the
physicians’ thoughts and putting together with the neo-liberal health reforms are quite
limited. As different to previously conducted research, this thesis does not focus on
the patient satisfaction dimension while evaluating the practice. Therefore, the
essential contribution of this thesis to the literature might take place thanks to its
potential for revealing the current position of the Family Medicine practice in Turkey
from the perspectives of the family physicians. It takes the thoughts and comments of
the family physicians in Turkey into consideration and tries to understand whether the
family medicine practice in Turkey functions well or not through reviewing the neo-
liberal health document which is Health Transformation Program (2003). The
significance of the study results from this different perspective used for evaluation of
the family medicine practice in Turkey and its potential to be a significant research
revealing the challenges of the practice in Turkey that physicians must encounter. This
research might be a guide for policy makers to understand the difficulties family

physicians experienced and the challenges of the scheme inside the Turkish health care
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system. Therefore, this research might impact the policy makers to take step and
measures to develop the health policy advancing the health care services quality and
protect both patients and physicians at the same time.

In this thesis, in Chapter 2, the theoretical framework is going to be presented
through starting to explain the primary health care services, its definitions and
significance. Then, the family medicine scheme, as a way of organizing primary health
care services is going to be explained with its history, development, definitions, goals,
objectives, given responsibilities, duties and competencies of family physicians and
what is expected from them in the world. Then the following part is going to provide
the information related to the history of family medicine, its development, its
objectives, duties and competencies of the family physician in Turkey. After that, in
Turkey and the current practices in several countries to formulate a comparison. While
providing information related to the family medicine in Turkey, it is going to be
benefited from the historical critical conjunctures as they enable a systematic
periodical classification through depicting the altered elements and dynamics both in
theory and in practice. More specifically, “1961 Act of Socialization” including “Law
on the Socialization of Health Care Services” Law numbered 224, which initiated a
different health care system and socialized the primary health care services through a
strengthening (Akdeniz et al., 2009; Giines & Yaman, 2008). In order to grasp the
changes through critical conjunctures better, the brief comparison part between the
Law on the Socialization of the Health Care Services (1961) and the family medicine
scheme’s implementation initiated by the Health Transformation Program (2003) as
they presented opposite structure and practice due to the injected effect of neo-liberal
health policies. Then, the Health Transformation Program is going to clarified in detail
through focusing on the brought alterations and its neo-liberal stance. After
clarification of the Health Transformation Program (2003), “General Health
Insurance” is going to be presented as it might be regarded as a complementary action
to the Health Transformation Program (2003) as they both suggested neo-liberal based
alterations including the change in the financing dimension in the health care system’s
structure and its policies in Turkey. Chapter 3 holds the information on methodology
of this thesis including research design, conducting the questionnaire with family

physicians in Turkey to apply their thoughts on the family medicine scheme’s practice
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and whether it is related to neo-liberal health policies or not and the methods of
analysis. In Chapter 4, the findings of the questionnaire are going to be presented and
answers of each question are going to be evaluated in a qualitative assessment
technique. After the qualitative evaluation of the questionnaire, the detected issues for
the physicians about the practice of family medicine in Turkey which are frequently
mentioned by the participants of the questionnaire are going to be classified into sub-
titles and briefly explained and interpreted. Finally, the Chapter 5 is the conclusion
and some recommendations for the future policies on the field of health policy, more

specifically, family medicine practice in Turkey.



CHAPTER 2

THEORETICAL FRAMEWORK

2.1. Primary Health Care Services

In the “Declaration of Alma-Ata”, which is quite significant document defining
health care, its objectives, the measures may be taken and the steps to be followed for
all countries to have a functional health care system (World Health Organization,
1978). In the declaration, it is agreed that the way of having better health outcomes
and less health expenditure are regarded possible through strengthening the primary
health care systems (World Health Organization, 1978). In this quite significant

document on health care, the primary health care services are defined as;

...essential health care based on practical, scientifically sound and socially
acceptable methods and technology made universally accessible to individuals
and families in the community through their full participation and at a cost that
the community and country can afford to maintain at every stage of their
development in the spirit of selfreliance and self-determination. (“World
Health Organization,” 1978, p. 1).
In addition, there are plenty of other definitions of primary health care in the existing
literature. Eren and Oztek (1993) defines primary health care services as type of health
care services which reach all families and individuals among the society, can solve the
health problems of community and provide patients with outpatient care and
sometimes in some health care systems even care at home. Primary health care services
are also defined as the health care services which is provided by physicians in a
constant and comprehensive way (ilgiin & Sahin, 2016). Strengthening of the primary
health care services is seen as the way to ensure that health care services are accessible
and can be benefited by each individual equally (Tekin, Bozkir, Sazak, & Ozer, 2014).
The significance of primary health care services results from its nature to be a first-

contact point which means the entrance of a health care system. In this respect, there
6



are plenty of evidences presented by several research depicting that health care
systems which is built around the primary health care services have predisposition
towards being more influential, effective and equal (Metsemakers, 2012). Because the
primary health care services are the point of first-application or first-contact, it is able
to decrease the health care costs, provides quicker and easier access to patients to the
services and makes the usage of secondary and tertiary health care services more
effective (lgiin & Sahin, 2016). Because of this reason, it might be argued that the
primary health care services, as a first contact point and entrance or beginning of health
care system, it has a tendency to affect and shape the other health care services which
are secondary and tertiary care. For instance, if a primary care is capable of solving
the problems of the patients without sending them to secondary or tertiary care
facilities like hospitals, also, it causes a decrease in health care expenditure and it might
reduce the costs within a health care system. Thanks to these functions of the primary
health care services, importance of primary health care services is gradually grasped
and it spreads through the health care reforms throughout many countries, especially
the European countries (Kantarci, 2015). In the light of these information on primary
health care services, it can be implied that if the primary health care services can be
organized and functioned well in a country, it may result in better health outcomes and
indicators parallel with a decrease in health expenditure.

The development of primary health care services in Turkey has begun in 1961
through the introduction of the “Law on Socialization of Health Care Services”, law
number 224 (Giines & Yaman, 2008). This way of organization of primary health care
services was initiated by this law in Turkey is also referred as “Health Center Model”
in several documents wrote by a host of authors, scholars, physicians and experts on
the field (Ilgiin & Sahin, 2016; Tiirkbayrak et al., 2011). The law envisioned a health
care system which is built around the primary health care services and according to
the law, the primary health care services are positioned at the core of the Turkish health
care system (Akdeniz etl al., 2009). Therefore, as Akdeniz et al. (2009) stresses, in
Turkey, the significance of the primary health care is understood during that time
before the publishing of Alma Ata Declaration (1978). However, Turkish health care
system during that period which is built around primary health care services and

initiated the implementation of referral chain could not be maintained in Turkey due
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to several reasons including the absence of primary health care specialists,
insufficiency of financial resources and the different understanding of health care
seeking of the Turkish society leading to different expectations (Akdeniz et al., 2009).
As it is going to be explained later in detail in this thesis, family medicine scheme,
which is currently implementing as a type of organizing the primary health care
services, is essentially the opposite of the organization of primary health care services
before “Health Transformation Program” of 2003 (HTP). The HTP (2003) document
built new way of providing and organizing the primary health care through initiating
the “Family Medicine Model (FMM) as its central component (Ozata, Tekin, &
Oztiirk, 2016). This new type of primary health care services distinguishes from the
previous system, which is Health Center Scheme (Algin, Sahin, & Top, 2004). Family
Medicine Model, as a type of primary health care services organization, is going to be
explained in terms of its components, history, objectives, current situation in Turkey
and other countries and its implementation in the following section. In addition, the
primary health care organization before the HTP (2003) and current one, the FMM,

are going to be compared and contrasted to understand stance of the FMM better.

2.2.  Family Medicine Model (FMM)

2.2.1. History and Development of Family Medicine Scheme

In the 17" and 18™ centuries, there were comparatively a few physicians who
were available. The practice of medicine during 1800’s can properly be named as
“family medicine” because a single physician was taking care with patients as general
practitioner, surgeon, gynecologist and so forth. This physician did know the patients
as a family and took care of all the members of family most of the time they did these
through home visits (Gutierrez & Scheid, 2015). This practice during the 1800’s can
be thought as the original implementation of practice of family medicine. In 1800’s,
practicing doctors generally were not trained formally they have a certain level of
practical knowledge on medicine through some small trainings like workshops and
some of them learnt the practice as apprentices of physicians. Because of these reasons,
they know their patients very well both as individuals and as a whole family. During

8



that time, due to increasing challenges that are faced regarding the primary health care
systems and technological and social advancements, the need of a new system in
organizing primary health care broke out. In 1846, “ The American Medical
Association” (AMA) was founded and “The Journal of the American Medical
Association” (JAMA) was started to be published (Gutierrez & Scheid, 2015).

In the middle of the 1900’s, medical doctors who just graduated from the
medical school and without any specialization education, started to be seen as outdated
for medicine practice due to rising new medical specialties, technological
advancement and the increase in the number of health care institutions like hospitals
(Gotler, 2019). In 1910, “Flexner Report” was revealed by Abraham Flexner, who was
an American educator who is regarded as one of the contributors of the medical and
higher education reforms in both the United States and Canada (Gutierrez & Scheid,
2015). The report emphasized the development within medical specialties and the fact
that their advancement started to dominate the science of medicine (Flexner, 1910).
Inside the primary health care services, the need of specialization outbroke in 1923 for
the first time after Dr. Francis Peabody argued that predisposition towards being
specialist had reached its peak (Rakel & Rakel, 2015). Because of the increasing trend
of taking specialization training within the science of medicine, the patient care has
become “fragmented” and it also weakened the relationship between the physician and
patient (Saatci, Bozdemir, & Akpinar, 2006). The significance of general practice in
medicine, as emphasized by Peabody during that time, results from its essence, which
is being general, first point of contact and integrative, was ignored. The decreasing
number of the general practitioners during that time due to shifting paradigm towards
the specialization in medicine had led to outbreak of the need for a new specialty for
this general, integrative health care. Therefore, the necessity of making family
medicine a new medical and academic specialty came into existence. This over-
specialization within the science of medicine prevented the evaluation of patients as a
whole and erode the relationship between the patient and the physician. Peabody
stresses the necessity of going back to general practice and formulation of new field
of specialty for the primary health care. However, the significance of this warning
could start to be understood after the World War Il (Akdeniz et al., 2009;

Tengilimoglu, Dinger, Menawi, Kisa, & Younis, 2016). However, the conditions

9



during that time are not sufficient to compose an ambiance for this new medical
discipline to grow and to be recognized (Saultz, 2000). During the 1940’s, general
practitioners had begun to take steps towards making the general practice a separate
specialty within the field of medicine. In 1952, “Royal College of General
Practitioners” was established in England and it is seen as one of the milestones for
the sake of historical development of family medicine as a medical and academic
discipline. This new discipline was called “Family Practice” at the beginning. Starting
with the 1960’s, significant reports leading family practice’s direction and helped it
recognized as a new medical specialty. In 1966, the “Millis Report”, which is one of
the quite significant reports shaping the family medicine as an academic new specialty
within medicine, was revealed (Saatgi et al., 2006). The report concluded that family
practice should be made a separate specialty and it suggests that each individual must
have a physician who is regarded as the vital point for providing continuity and
integration in health services to patients (Gutierrez & Scheid, 2015). The report also
stresses the significance of preventive medicine and ‘“holistic medical approach”
which were tried to be infuse family medicine. One of the other significant reports
determining the direction of family practice is the “Witten Report” which was also
published in 1966. The report defines the essential content of this new medical
specialty of family practice. In 1967, in the United States, family medicine was
recognized for the first time as a new discipline (Tengilimoglu et al., 2016). During
that time, Edward Kowalewski, who is a medical doctor and the president of the
“America Academy of General Practice”, encouraged his colleagues for more research
on this new medical discipline (Gotler, 2019). Therefore, for the first time, family
medicine was recognized as an academic medical specialization field. In 1969, several
pilot implementations were confirmed family practice as the “newest” specialty in the
field of medicine and this prepared family practice to be blossomed specialty later in
the 1970’s (Gutierrez & Scheid, 2015). After this rise of the family practice, later its
name was changed to “Family Medicine”. The terminology paradigm and consensus
on this practice has been changed over time. Whereas, before it became a separate
medical specialty, its first name was “General Practice”, then it became new specialty
as its name was changed to “Family Practice”. Lately, the name of practice became
“Family Medicine” (Gotler, 2019; Gutierrez & Scheid, 2015; Rakel & Rakel, 2015).
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This shift of paradigm in understanding of the discipline, its objectives and its practice
are explained by Dr. Stephens on the basis of the medicine’s characteristics of being
impacted and shaped by contemporary ideas and social trends of the time (Stephens,
1982). Creation of a new specialty within medicine was a milestone for the health care
services and its policies in the sense that it changed many things including the
organization of primary health care services and also its provision. In addition, the
strengthening position and growth of the family medicine is interpreted because of the
observed fact that it leads better outcomes, improved health equity and lowers the
health care costs where it functions well (Rouleau et al., 2018).

In the following section of this thesis, the definition, objectives and the goals
of family medicine scheme from the existing literature are going to be presented

together with the duties of the family physicians in general and also in Turkey.

2.2.2. The Definition, Goals and Objectives of the Family Medicine and
Duties of a Family Physician

The very first widely acceptable definition of the family medicine was done by
Leeuwenhorst Media Group in 1977 through revealing a declaration called “General
Practice in Europe”. According to this definition, the family medicine is a primary
health care services organization which provides continuous care regardless of the
gender, age and illness (Leeuwenhorst, 1974). The definition of Leeuwenhorst is seen
as most common definition of the family medicine which is believed by “World
Organization of Family Doctors” (WONCA) that it originated from the definition of
the “Royal College of Family Practitioners” in 1972 (Basak & WONCA Europe,
2003). Leuuwenhorst stresses that a general practitioner performs his/her duties
through a collaboration with his/her colleagues and knows when, where and how
he/she should interfere with situations of patients’ health protection (Biyiklioglu &
Ungan, 2015). Also, a general practitioner is regarded as a graduate of medical school
and who provides individuals and families with primary health care services regardless
of the type of the diseases, the gender or age of the patients (Ozdemir & Ungan, 2015).

Leeuwenhorst suggests that the goal of a general practitioner is providing continuous
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management of patients and also s/he has an occupational responsibility over the
society (Biyiklioglu & Ungan, 2015; Ozdemir & Ungan, 2015).

One of the other significant definition of family medicine and its content was
the one made by the WONCA. In a statement from WONCA which took place in 1991,
it is stated that family practitioners / general practitioners fulfil their professional
duties accordingly to the existing sources of the society and the health needs of the
individuals (Biyiklioglu & Ungan, 2015). Moreover, they are the medical doctors who
have responsibility to provide any individual who is seeking a comprehensive health
care and to prompt their colleagues or other health care personnel (Biyiklioglu &
Ungan, 2015). In the declaration of WONCA, the features of family medicine specialty
were defined. These features are as follows;

- Comprehensive care

- Patient-orientation

- Family-orientation

- Provision of coordination with other health care services (secondary and

tertiary health care services)

- Accessibility and resource management

- Taking responsibility over the community (Bentzen et al., 1991)

“World Health Organization” (WHO) adopted a declaration called
“Framework for Professional and Administrative Development of General Practice /
Family Medicine in Europe” which defined the discipline of general practice/ family
medicine and its features (1998). According to the declaration, characteristics of the
family medicine were clarified as “general, continuous, comprehensive, coordinated,
cooperated, family-oriented and community-oriented” (World Health Organization,
1998, pg.10).

Family medicine was later defined by WONCA as a field of medical specialty
and a discipline which practicing itself within the primary health care, explaining the
philosophy of primary health care, having its own educational academic content
(Basak & WONCA Europe, 2003). The declaration identifies the basic principles of
the academic discipline of family medicine and the types of services that family
physicians are supposed to provide for a cost-efficient patient care (Basak & WONCA
Europe, 2003). This declaration explains the features of the family medicine in detail.
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According to this declaration, the characteristics of family medicine were defined as

follows;

Composing the point of first contact with patient inside the health care
system

Helping effective usage of the health care sources

Having a person-centered approach towards the individuals, their families
and the society

Ensuring the continuity in health care services

Having a comprehensive approach

Having an integrative approach (Bentzen et al., 1991; Basak & WONCA
Europe, 2003).

Characteristics of family medicine field are acknowledged by the WHO per below.

General
Continuous
Comprehensive
Collaborative
Family-oriented

Community-oriented (World Health Organization, 1998).

EURACT (European Academy of Teachers in General Practice), which has a network

with WONCA Europe, addresses the characteristics of the discipline as follows;

Being a first point of medical contact,

Ensuring the effective management of the health care resources through the
coordination of care,

Having person-centered approach,

Promoting the patient empowerment,

Having a unique consultation process,

Managing both the acute and chronic health problems of individuals at the
same time,

Ability to diagnose at the early stages of the diseases,

Promoting the health and well-being to the community,

Deals with health in the patients’ physical, social, psychological, cultural

and existential dimensions (Holistic Approach) (Mola et al., 2005).
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Also, abilities that family physicians must have related to the aforementioned
characteristics of the discipline are determined by the EURACT (2005) are presented
per below.
- Primary health care management
- Person-centered care
- Specific problem-solving skills,
- Comprehensive approach,
- Community-orientation
- Holistic approach (bio-psycho-social model) (Mola et al., 2005).
WONCA Europe published a notice in 2002 in Noordvijk, Holland which
defines the discipline of Family Medicine / General Practice and the core competencies
of the family physicians / general practitioners (Ozdemir & Ungan, 2015). The
declaration acknowledges the characteristics of the family medicine model as follows;
- Being first-contact point of the health care system including an unlimited
access
- Having an efficient use of health care resources
- Having responsibility over both each individual and the society at the same
time
- Having an holistic approach suggesting that consideration of health
problems in terms of physical, mental, social, cultural and behavioral
contexts (Biyiklioglu & Ungan, 2015, pg.6).
As related to the aforementioned characteristics, WONCA Europe also defines the
core competencies of family medicine. These core competencies are management of
the primary care, patient-oriented care, unique problem solving skills, community-
oriented and holistic approach (Biyiklioglu & Ungan, 2015; Mola et al., 2005).
One of the other significant definitions of family medicine was made by Frede
Olesen (2000). In family medicine model, family physician is supposed to manage the
health resources accordingly to the benefit of his/her patients regardless of their type
of existing diseases or their other personal and social features (Olesen, 2000). Also,
family physician is an expert who is educated to work for the first steps and measures
taken for the patients in terms of primary health care (Biyiklioglu & Ungan, 2015;
Ozdemir & Ungan, 2015).
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Furthermore, Bernard Gay, who is a professor at University of Bourdeaux-
College of Health Sciences clarified the basic principles of the family medicine
discipline included by the European “Academy of Teachers in General Practice”
(EURACT) in its report (2005). Gay believed that there is a connection between the
family medicine discipline’s principles and its duties (Mola et al., 2005). Therefore,
Gay tried to define the discipline through considering that relationship. Gay argues
that both the type of the health care system and the existing patients in a country have
certain level of influence on the duties of the family physicians (Ozdemir & Ungan,
2015). However, the significance of the principles mentioned by Gay results from its
differences from the ones defined by WHO and WONCA. The principles added by
Gay as different from the WHO and WONCA are; the fact that serious diseases are
seen with a low incidence, the fact that diseases are seen at early stages and the
management of multiple pathologies simultaneously (Ozdemir & Ungan, 2015, pg.
10).

In addition to these definitions of the family medicine discipline, Doug
Campos-Outcalt (2004) defined five basic duties for family physicians as a part of
community health system. These duties are as follows;

- Using the suggested guides for preventive health care services

- Making proper patient direction to the community health centers

- Being in a healthy communication with local health units (Campos-Outcalt,

2004).
Outcalt also suggested that all family physicians are supposed to have a basic specialty
degree on the discipline which means that all family physicians should be family
medicine specialists (Biyiklioglu & Ungan, 2015, pg. 23). At this point, Outcalt also
argued that in the field of community health, there should be a four-layered
specialization type including basic level, intermediate level, advanced level and
leadership level (2004).

McWhinney and Freeman (2012), while defining the principles of the family
medicine field, stated that family physicians see each contact with their patients as an
opportunity to improve their health status and these opportunities are quite significant
for the maintenance of preventive medicine. McWhinney and Freeman also stressed

the fact that family physicians are evaluating their enrolled patients in according to
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their risk-groups referring that a patient’s predisposition towards having some certain
illnesses due to their genetic, social and physical conditions (McWhinney & Freeman,
2012). McWhinney and Freeman suggests that in order to have an effective primary
health care services, family physicians must share the same environment with their
patients and they must be visible in this environment which means that they must be
easily accessible (Biyiklioglu & Ungan, 2015). Also, family medicine is a specialty in
which is a discipline having a clinical practice, research and a unique scientific
application (Kantarci, 2015). In the existing literature on the definition of family
medicine scheme in Turkey, the Ministry of Health (MoH) of Turkish Republic have
an utmost significance. According to the definition of the Ministry, the family
medicine is a primary health care services organization in which family physicians
including the family medicine specialists and the general practitioners receiving the
necessary education approved by the ministry, who are responsible for providing
individual-oriented preventive health care services, comprehensive and continuous
care without looking at the age, gender and disease of their patients (Saglik Bakanligi
2016, 2017). Family physician is also a medical doctor who is a medical doctor who
evaluates patients in terms of a holistic approach meaning that considering their
existing acute and chronic health problems but not a specific disease (Kantarci, 2015).

As other type of defining the family medicine model, some of the significant
organizations or scholars related to the field prefer defining the family physician /
general practitioner, their duties, responsibilities, core competencies and features. At
this point, in this paragraph, the method of defining the family medicine is going to be
clarified through providing the definitions of family physician / general practitioner.
In the first place, general practitioner or family physician refers to the “medical
practitioner who has completed specific postgraduate training, analogous to that of
other medical specialties, in the discipline of general practice or family medicine”
(World Health Organization, 1998, pg. 4). Family physician is also defined as the
medical doctor who is responsible for providing patients with comprehensive care to
each patient, managing the other complementary health care personnel when it is
necessary and s/he functions as general medical specialist who is responsible to
examine each individual in need of health care regardless of their age, sex or diagnosis

(Bentzen et al., 1991). Bentzen et al. (1991) explain the significance and difference of
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the family physicians / general practitioners in terms of the fact that they are more
accessible and ideally the unlimited access point whereas other health care providers
generally limit the access. World Health Organization (WHO) defines family
physician as the medical doctor who provides primary health care services with the
community s/he is in regardless of the patients’ personal features such as gender, age,
religion and so forth (Kantarc1, 2015; Akdag, 2004). Saran (2007) addresses the family
physician as a physician, who is capable of evaluating his/her patients according to a
holistic approach requiring consideration of patients’ conditions, health care records
in the past, their psychological conditions and knows the risks that their patients are
possibly face in the future through building and sustaining a long-term relationship
based on a mutual trust (Kantarci, 2015). According to the MoH, family physician is
a general practitioner who is responsible for diagnostic, treatment, rehabilitative and
protective health care services and preserving the health of the patients registered to
them and working through a contract by an approval of the ministry in terms of the
education that they have (Algin et al., 2004).

Duties of family physician are basically addressed by the WHO as performing
a significant role in the provision of integrated health promotion, disease prevention,
curative, rehabilitative and supportive care (World Health Organization, 1998).

By-law of Family Medicine (2013) issued by the MoH of Turkish Republic
defines the duties, jurisdictions and responsibilities of family physician. These articles
included by the by-law are as follows;

1. Governing the Family Health Center (FHC), investigating the team that
they are working with, providing the trainings within the health care
services, governing the patient-centered health care services as the ministry
envisioned,

2. Providing their registered patients with preventive, rehabilitative and
curative health care services,

3. Duties, jurisdictions and responsibilities of family physicians are addressed
per below.

a. Collaborating with the Community Health Center (CHC) that they

are located in for the planning of the health care services,
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0.

During the exercise of their profession, report the situations
regarding the health of community and environment to the CHC,
Making home visits to complete the first evaluation of the registered
patients or getting in contact with them,

Providing preventive health care services to the individuals and
primary health care services including diagnosis, treatment,
rehabilitation and consultancy,

Acting as a guide for the registered patients, providing health care
services for the sake of the health development, preventive health
services, health services related to family health and reproduction,
Doing periodical health examination,

Monitoring the registered patients according to their gender, age
and disease groups,

Providing primary health care services to the registered patients
whose care is necessarily can be done at home (care for disabled,
the old and the infirm),

Refer patients for whose diseases could not be diagnosed inside the
family health center’s facilities, monitoring and evaluating the
referred patients’ health conditions and providing coordination
among these different levels of health care services,

Ensuring the medical workups are done properly,

Keeping records of the health care services that they provide and
giving feedback for these,

Evaluating the registered patients at least once in a year and

updating their health records,

. Keep the registered patients under supervision when it is necessary,

doing their medical workups and providing treatment,

Issuing anticipated official documents which are accepted in the
related legislation as the duty of primary health care physicians
(medical reports, referral documents, prescription and so forth.),

Attending the on-the-job trainings,
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p. Fulfilling the other duties given by the related legislation and
institution (Saglik Bakanligi, 2016, 2017).

Ozdemir and Ungan (2015) addresses the characteristics of family medicine
similarly to the ones that formulated and revealed by WHO, WONCA, EURACT and
MoH of Turkish Republic. These are similar in the sense that they stress the fact that
family medicine is the first point of contact, provide effective health care sources
management, having a patient-oriented approach, having a unique process of
consultation and examining the patients, encouraging the ability of managing both
acute and chronic diseases simultaneously, providing continuous care, promoting the
holistic approach while evaluating the health conditions of the patients and so forth.

WONCA defines the specifications which are required for the family
physicians as;

- Regarding the comprehensive care,

- Having an ability to coordinate the health care (with other services)

- Having an advocacy role for their patients,

- Treating their patients on an informative base,

- Having an ability to build and sustain a strong patient-physician

relationship which is based on mutual trust,

- Being accessible to each registered patient as the point of entrance to the

health care system,

- Having an ability to manage the health care resources,

- Having a clinical-decision making skill (Bentzen et al., 1991).

As parallel to these abilities which a family physician must carry, WONCA (1991)
also defines the commitments should be made by the family physicians through
classifying them into two different categories. According to this classification made
by WONCA, a general practitioner has two types of commitments which are to the
community and to the individual. The commitments to the community require a broad
approach and it stresses the significance of supporting the community. The
commitment made to the individual consists of comprehensive care, suggesting an
orientation to the patient, having a family focus and promoting a strong doctor-patient
relationship (Bentzen et al., 1991).
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After the aforementioned characteristics of family medicine and core
competencies required for the family physicians from existing literature, objectives
and goals of the family medicine are going to be explained in the following section.

Gotler (2019) defines the main objectives of the family medicine as being or
functioning as an “antidote”, which means opposite, to the medical specialties which
are narrowly focused, treating patients who are in need of understanding and
compassion within the framework of holistic approach (pg. 71). Kantarci (2015)
addresses the goal of family medicine as provision of the “preventive and diagnostic
treatment through presenting with rehabilitative aspects”. Family medicine, as a last
risen medical specialty, intended to “bring wholeness and humanity to the medicine
during a time period when high technology and fragmented care prevailed” (Gotler,
2019, pg. 74). At this point, as Gotler (2019) stresses, it can be said that family
medicine is a trial of altering the ongoing focus on the patient care through encouraging
the rejection of preponderant focus on more limited medical specialties. Family
medicine has four cardinal functions which are; being a point of first-contact in the
health care system, providing longitudinality in health care, bringing comprehensive
approach to the health care and providing a coordination between all levels of health
care services (Ocek et al., 2014). As parallel to the cardinal functions of family
medicine scheme, central components of it are also addressed as continuity,
comprehensiveness, accessibility and coordination of health care (Ocek et al., 2014).
Also, as it is stressed in the previous paragraphs of this thesis, patient-orientation is
acknowledged by several significant international medical organizations and scholars
in the field as one of the essential characteristics of the family medicine, improving
the patient satisfaction is one of the primary motivations behind this specialty (Sparkes
et al., 2019, pg. 18). One of the other important objectives of the family medicine is
being a “broad-based” specialty meaning that involving all organ systems, patients
from all ages and the effects of physical, psychological and cultural environments of
the patients (Metsemakers, 2012).

In the light of these definitions, goals, objectives of family medicine and duties
of family physician, it can be argued that family medicine’s main objectives are
providing an easily and equally accessible primary health care services, detailed

periodical monitoring for the patients and their families, completing vaccination on
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their registered patients, encouraging immunization and health promotion, taking care
of them through regarding their both physical and psychological problems and leading
a costly efficient primary health care services. WHO argues that a family physician
might make a contribution to a high quality, efficient and effective primary health care
service which also has a positive impact on quality of specialized health care services
(World Health Organization, 1998).

The features and points which are included by the definitions and
characteristics of family medicine together with the duties of family physician from
the ongoing literature, it is beneficial to clarify the most significant ones to understand
better how family medicine scheme is supposed to function inside a health care system.
Therefore, the significance of the family medicine model and the factors must be
regarded within the system of family medicine scheme could be grasped in broader

Sense.

2.2.2.1. Gatekeeping Function of Family Physician — Chain of Referral

Due to its great significance, gatekeeping function of the family physicians is
evaluated and explained as a separate significant headline. Family medicine, as a
primary health care system organization, provides an entrance to a health care system
as a first-contact point. Family medicine is the first point to apply for a patient for any
kind of health-related issues except for the case of emergencies (in case of
emergencies, the ambulances would take patient to the nearest health care facility
including the emergency services of the hospitals). Because of this reason, family
physicians within a health care system are the “gatekeepers” who are the first
responsible authority and provide coordination among all the health care services.
Family physician functions as gatekeeper in the sense that they are the authority who
enables the entrance to the health care system and if it is necessary, they are the ones
who decide and refer patients to the specialists on the second or tertiary health care
services. At this point, family physician mediates between registered patients and the
whole health care system (Kantarci, 2015). As it is stressed before in the beginning of
this thesis, Declaration of Alma Ata (1978) suggests that the family medicine is the
best primary health care organization model as it provides cost-efficient preventive
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health service inside the primary health care system (World Health Organization,
1978; Kilavuz, 2010). However, in order to have such a functional cost efficient family
medicine model as a type of primary health care organization, a well-functioning
“chain of referral” is a prerequisite (Celik, 2011; Ener & Yelkikalan, 2003). Since the
chain of referral or referral chain helps controlling the health expenditure and sustain
health expenditures, it is one of the most significant indispensable of the family
medicine model (Aytekin, 2012). In Turkey, “Law on Socialization of Health Care
Services”, law number 224, (1961) started a new organization of health care through
making primary care as central component of the health care system and initiating the
chain of referral before the Alma Ata Declaration (World Health Organization, 1978;
Gilines & Yaman, 2008). With the “Health Transformation Program” (2003) which
makes the family medicine model central value of the primary health care services
organization in Turkey, envisioned the existence of a chain of referral at first.
However, after three months experience of a referral chain in Turkish health care
system, government decided to abolish this mechanism (Ocek et al., 2014). The World
Bank (2003) in its one of the reports on Turkish Health Care system argues that the
chain of referral could not be used well in Turkey (pg. 77). The World Bank (2003)
argues that almost nobody uses the primary health care facilities just as having a
referral to the higher levels of the health care services. The World Bank (2003) clarifies
the situation in terms of the non-existence of a penalty (pecuniary penalty) for the ones
who bypass the family physicians and directly go to the secondary or tertiary health
care facilities and it argues that this non-existence of a penalty prevents patients from
applying only to the primary health care services. Therefore, the World Bank (2003)
stresses the situation of family physicians in Turkish health care system do not function
as gatekeepers (The World Bank Human Development Sector Unit Europe and Central
Asia Region, 2003). In this sense, the World Bank (2003) summarizes the current
situation of the referral chain in the Turkish health care system. This absence of the
mechanism of chain of referral prevents family medicine scheme from functioning
well in Turkey. Because the logic of the referral chain is reducing the health care costs
and providing physicians with monitoring their patients in a coordinated context, its

absence hinders the family medicine scheme in Turkey from becoming well
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functioning one. Algmn et al. (2004) conduct a research based on a questionnaire
applied to the family physicians in Ankara, Turkey on the occupational challenges of
the physicians including their thoughts on the chain of referral.

According to the questionnaire results, the non-existence of a referral chain in
Turkish health care system is seen as a great challenge by the many of the participants
(Algin et al., 2004). Also, in this thesis, the thoughts of the working family physicians
on the absence of chain of referral is going to be asked in the questionnaire which is

going to be presented and evaluated later.

2.2.2.2. Equal and Accessible Primary Care

As it is mentioned above, as the family physicians are the point of the firs-
contact, there should not be any obstacle or difficulty for patients to have access to
their family physicians (Bentzen et al., 1991). Also, this feature of family medicine
suggests that a family physician does not have any value-judgement and s/he should
not differentiate one from another regarding their gender, age, race and so forth.

2.2.2.3. Management of Health Care Resources

Accessible primary health care services feature of family medicine is
connected to the other one which is the effective usage of the health resources in the
sense that it may solve the problems of the patients within the primary health care
services so it could reduce the costs of the health care system. Therefore, family
medicine provides effective usage of the sources of the health care system. However,
it should not be ignored that this effective usage of health care resources leading a
cost-efficient primary health care is also related to the gatekeeping role of the family
physicians. These two features coherently provide costly-efficient health care system.
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2.2.2.4. Longitudinal / Continuous Health Care

Family physicians provide longitudinal health care services to their patients
through monitoring and taking care of them through their whole lives, not for only a
certain period of their lives. Family physicians have a responsibility to manage both
the chronic and acute illnesses of their patients at the same time through a
comprehensive approach. Holistic medical approach suggests family physicians to
evaluate their patients through regarding also their physical, social, economic and
psychological conditions (Basak & WONCA Europe, 2003). Moreover, family
physician also has a responsibility to manage their patients’ both acute and chronic
diseases at the same time. This simultaneous effort of the family physicians also
contributes to the provision longitudinal and continuous care in the framework of

primary health care.

2.2.3. History of Family Medicine and its Development in Turkey

The specialization of family medicine in Turkey have been initiated in 1983
with the added code on Family Medicine post-graduate training to the “Medicine
Specialty Regulation” (Tababet Uzmanlhk Tizigi) (Akdeniz et al., 2009;
Tengilimoglu et al., 2016). In 1983, the Family Medicine training in terms of medical
education context became necessary in Turkey (Algin et al., 2004). This is the
recognition of the Family Medicine as new specialty within the field of medicine in
Turkey. After post-graduate training took place in the by-law, in 1984, the first
department of the family medicine was established at Gazi University and in 1985, the
Family Medicine specialty started to function as new specialty in the education and
research hospitals in Turkey (Akdeniz et al., 2009; Kantarci, 2015). Family Medicine
specialty education have been introduced in the MoH hospitals in Istanbul, Ankara and
Izmir (Tengilimoglu et al., 2016). In 1990, AHUD (Family Medicine Specialists
Association) was established and this was regarded as the starting point of the Family
Medicine’s first steps in Turkey (Unliioglu & Payci, 2004).
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July 1993 is regarded as a corner stone for the Turkish Health Care System as
The Higher Education Council of Turkey have decided to establish family medicine
departments in the universities all over the country (Basak & Giildal, 2014). This
decision also promoted the recognition and development of family medicine as an
academic discipline in Turkey and the occupational organization of the discipline have
started with the renaming of the AHUD to the TAHUD in 1998 (The Turkish Family
Physicians Association) (Akdeniz et al., 2009; Kantarci, 2015; Tengilimoglu et al.,
2016). These developments were regarded the basis for the advancement of the
discipline in Turkey.

Family Medicine, as a primary health care organization, was envisioned and
that it is planned to be implemented with the Health Transformation Program (2003).
It was launched in 2005 as a pilot scheme under the “Law on Family Medicine Pilot
Implementation” which was legislated in 2004 with the law number 5258 (Law
n0.5258 on Family Medicine Pilot Implementation, 2004). Pilot scheme was started in
the province of Diizce in 2005 and then it was expanded gradually to all the provinces
in Turkey in 2010 (Law no0.5258 on Family Medicine Pilot Implementation, 2004;
Cesur, Giines, Tekin, & Ulker, 2017; Ocek et al., 2014; Ozata et al., 2016). The
initiation of a new system for the organization of primary health care services in
Turkey was regarded as a major change (Giines & Yaman, 2008). It was accepted by
the scholars and the medical doctors in the field as a major change because it altered
organization of the primary health care in Turkey through initiating a new scheme
which was basically the opposite of the hitherto system (Ocek et al., 2014; Tiirkbayrak
etal., 2011).

The new primary health care organization, Family Medicine Scheme was
envisioned as a scheme which provides each citizen to a specific family physician
offering primary health care services which are free-of-charge (Cesur et al., 2017).
Family medicine divides the functions of health centers into two different categories
in terms of their organizational duties. Family Health Centers (FHCs) and Community
Health Centers (CHCs) are supposed to co-work whereas FHCs replaced the old
Health Centers, CHCs are responsible for preventing communal diseases and

promoting health to the community (Ocek et al., 2014). Family Medicine Scheme was
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initiated in Turkey with the chain of referral at first but as it was stated before, after
three months experience, it was abolished by the government (Tatar et al., 2011).
Family medicine was planned to be settled through remarkable the Health
Transformation Program Document (2003). The Health Transformation Program was
and still is seen as a “neo-liberal” document or a health reform document suggesting
renovations brought by neo-liberal understanding of public management (Ergun &
Dericiogullar1 Ergun, 2010; Pala, 2014). The Health Transformation Program, having
a neo-liberal quality on the basis of suggesting health reforms, is going to be presented
and evaluated in detailed later in this thesis under a separate headline due to its
significance for the thesis. In order to grasp family medicine’s synchronization with
the Turkish health care system, it has an utmost significance to go back to the time
period before the family medicine which was envisioned and initiated through the HTP
(2003). Because of this reason, in the following paragraphs of this thesis, the opposite
of the family medicine as a way of organizing the primary health care system which is
Health Center Model is going to be presented with its features and then the HTP (2003)
which enforced a replacement of this system with Family Medicine Scheme is going

to be compared, interpreted and evaluated.

2.2.3.1. Law on the Socialization of Health Care Services (1961)

Before the HTP (2003) and Family Medicine Scheme that is envisioned, there
was a Health Center Model which is antidote of today’s organization. In 1961, the Law
on the Socialization of Health Care Services started a new health care organization as
it built the health care system around the primary care and initiated the chain of referral
which does not exist today (Akdeniz et al., 2009). The Socialization Act was a district-
oriented primary health care model which imposed the establishment of health centers
providing health care services to a population of 30.000-50.000 in the cities and 5.000-
10.000 to the rural areas such as villages (Ocek et al., 2014). This law is still regarded
by the Turkish Medical Association and many scholars in the field as the first
“integrative” health care implementation of Turkey (Tirkbayrak et al., 2011).
Whereas Health Center Model offered curative, preventive and both individual and

community oriented care within a district-oriented and broad-based framework, the
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Family Medicine Scheme provides narrowly focused and fragmented primary health
care as it separated the preventive health care services as towards the individual and
towards the community (Ilgiin & Sahin, 2016). In the Health Center Model, primary
health care services were provided within the focus on curative services (ilgiin &
Sahin, 2016). In the following section, the comparison of the HTP (2003) and 1961
Socialization Act for providing a basis to understand better the altered elements in

theory and also in practice.

2.2.3.2. The Law on the Socialization of Health Care Services vs. Health

Transformation Program

Whereas Health Center Model legislated by Law on the Socialization of Health
Care Services suggested a focus on curative health care services, HTP (2003)
suggested the provision of curative, preventive and rehabilitative health services at the
same time within the level of primary health care in Turkey. Before HTP (2003) and
Family Medicine Scheme, provision of infrastructure was under the responsibility of
the state, with family medicine, this responsibility became the physicians’ of the
primary health care (Tiirkbayrak et al., 2011). In the Family Medicine Scheme, Health
Centers are places which are owned by the MoH and supposed to be rented by the
family physicians who would run the center. It means that health centers were turned
into commercial enterprises in which family physicians are responsible to pay all the
infrastructural costs including the electricity, internet and even the employees in the
health centers that they rented. Health Center Model provided completely free-of-
charge primary health services. However, Family Medicine Scheme envisioned a
contribution, even if it is argued by the state that it would provide each citizen basic
health services completely free-of-charge (Tiirkbayrak et al., 2011). While the Law on
the Socialization of Health Services of 1961 was district-oriented meaning broad-
based, family medicine rejected the idea of that understanding and it suggested list
system including only the registered patients (ilgiin & Sahin, 2016). Until the Family
Medicine Model, a teamwork was suggested and promoted. Yet, family medicine
divided the health care teams into little teams which are mostly based on a doctor and
a health care personnel. Therefore, it abolished the understanding of co-working inside

27



the primary health care services (Tiirkbayrak et al., 2011). Whereas Health Center
Model gave an utmost role to the mechanism of referral chain, Family Medicine
practice in Turkey could not be able to sustain the practice of it even if the most
significant argument of the HTP (2003) is the fact that family physicians have a
gatekeeping role (Akdeniz et al., 2009; Tiirkbayrak et al., 2011). During the practice
of the Health Center Model in Turkey, general practitioners had “safer” working
conditions as they were paid well on the basis of salary system and they were seen as
state officers. However, Family Medicine made general practitioners contractual
employees and it is based a performance-based payment system which caused
differentiation in the salaries of family physicians (ilgiin & Sahin, 2016; Tiirkbayrak
etal., 2011).

2.2.3.3. Health Transformation Program (HTP)

After the general election which took place in 2002 in Turkey, the Justice and
Development Party (JDP) government released the “Urgent Action Plan” (UAP)
aimed to give both administrative and financial autonomy to the hospitals, establish
the “General Health Insurance” (GHI), implement Family Medicine Scheme for the
provision of primary health care services and promote investment of the private sector
to the health care services (Soyer et al., 2007). The UAP’s main goals were;
restructuring the MoH both in terms of functional and administrative perspective,
establishing the General Health Insurance system providing coverage to all Turkish
citizens, providing administrative and financial autonomy to the hospitals,
implementation of the family medicine, encouragement of the private sector for the
investments (Akdag, Aydin, & Demirel, 2009). However, in 2003, by the MoH , the
Urgent Action Plan was re-revealed this time under the name of the “Health
Transformation Program” which basically included old ideas of health reform since
1980s and suggesting collaboration with private sector (Yenimahalleli Yasar, 2011).
The previous planned name for the HTP (2003) was “Health Reform Project” and it
was prepared through the loans provided by the World Bank under the name of the
“World Bank Project” of 1987 (Soyer et al., 2007; Yenimahalleli Yasar, 2011). The

reform’s aim was announced as the provision of “easy” and “equal” access to the
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health care services together with its basic motivation which was the need for change
due to argued advantageous position of the civil servants in terms of quality and access
to the health care services (Yilmaz, 2013). One of the major objectives of the HTP
(2003) was the provision of an effective usage of the production factors in the health
care services including the pharmaceuticals, medical materials, buildings and human
capital and it also aimed to provide equal health insurance to the whole population
(Aydin, 2007; Tiirk Tabipleri Birligi, 2018a). The reference points of the HTP (2003)
were determined as “common, easily accessible and debonair health care system”,
which consisted of three essential factors; strengthened basic health care services
through the Family Medicine, effective and gradual chain of referral and
administratively and financially autonomous health enterprises (Tiirk Tabipleri Birligi,
2018a). Together with these, the principles of the HTP are defined by the MoH as
follows;

- Human centrism

- Sustainability

- Continuous quality improvement in health care services

- Volunteerism

- Division of power

- Decentralization and competition in the service

- Reconcilement

- Participation of all stakeholders (The Ministry of Health of Turkey, 2003).
Yenimahalleli Yasar (2011) stresses that HTP (2003) has several essential components
which are presented per below.

- New role given to the MoH

- Establishment of the GHI

- Easy access to health care services

- Strengthened primary care through implementation of the Family Medicine

Model
- Autonomous health enterprises
- Motivated health care human resources

- The Chain of referral
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- Supporting educational bodies, rational drug use, usage of health
information system and quality of services

This new role is given to the MoH by the HTP (2003) was functioning as a planner
and supervisor instead of financer and provider of the health care services. At this
point, the MoH is suggested to develop policies of health care, to define the quality
standards of the health care services and to ensure effective usage of the health care
resources (Yenimahalleli Yasar, 2011). It means that the MoH was discharged from
financing and provision dimensions of the health care services and instead, it is given
a role of functioning as “steering mechanism” which determining the standards and
monitoring the implementation of the health policy. Also, the HTP’s (2003) one of the
aims, which was strengthening the primary health care services was planned to be
achieved through the introduction of the Family Medicine Scheme (Ergun &
Dericiogullart Ergun, 2010; Yenimahalleli Yasar, 2011). The new given role to the
MoH is regarded as transforming it from being an institution producing health care
services to an institution only regulating and controlling the health care (Tiikel, 2010).

In the first place, the HTP (2003) had an essential goal to eliminate the long-
lasting problems in the health care with a central aim of setting up an effective health
care system providing high quality health care services (Yenimahalleli Yasar, 2011).
The HTP (2003) declared that previous health care system of Turkey “inefficient”,
“inaccessible” and “unresponsive to the demands of the patients” and it caused the
health care costs to rise continuously (Agartan, 2015). The HTP’s (2003) major areas
of concern are stated as low coverage problems, low quality of the previous health care
services, improvement of the governance for the health care policy and reducing the
health care costs (Yenimahalleli Yasar, 2011).

Since 2003, with the introduction of the HTP, Turkish health care system has
been undergoing a marginal change (Yilmaz, 2013). The draft of the HTP (2003) was
interpreted by some scholars of the field and by medical doctors as “privatization” or
“marketization” of the health care services in Turkey but this time with a different
named document instead of the past reform efforts (Soyer et al., 2007). The HTP was
and still regarded as a reform document having a “neo-liberal” stance suggesting
privatization of the health care services, especially the primary health care services in

the framework of components and aims of the HTP. Agartan (2012) argues that the
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HTP mirrors a “social neo-liberal” approach with its suggested policies in the health
care sector including privatization or marketization of the services. The HTP, together
with the “59" Government Program”, addressed the top priorities of the health care
sector and they were considered as a key to provision of “liberalization” in the field of
health care (Neziroglu, Yilmaz & Erdem Efe, 2013; Ergun & Dericiogullar1 Ergun,
2010). This effort for the liberalization of the health care was aimed to be achieved
through four main elements which are; establishment of the GHI through reducing the
impact of the public sector and paving the way of privatization, making the the Social
Insurance Institution (SSK) a financer of the health care system instead of being a
provider,, implementation of the Family Medicine Scheme in the primary health care
services organization and the establishment of the “Union of the Public Hospitals”
(Ergun & Dericiogullar1 Ergun, 2010). As several medical doctors suggest, the HTP
composed of privatization efforts through restructuring of the public sector via neo-
liberal policies and the change in the organization and financing which puts market
dynamics and mechanisms (Tiirkbayrak et al., 2011). Therefore, Turkish health care
system has been transforming seriously through extensive reform programs which
mainly altered the boundaries of the public and private sectors (Agartan, 2012).
Through the overlapping boundaries between the public and private sector in the field
of health care, new system enforced by the HTP is based on a “public-private
partnership” model which might be observed together with the increase in the role of
private sector as its lobby organizations gained more political strength especially in
the provision of the services (Yilmaz, 2013). At this point, the transformation of health
care system of Turkey was tried to be made through initiation of two major
components in the HTP, which are marketization and universalism (Agartan, 2012).
At this point, the HTP tried to combine or compromise universalism with markets. The
HTP emphasized the significance that it gives to the universalism because the JDP
promised universal coverage to all Turkish citizens (Akdag et al., 2009). In order to
achieve universal coverage in Turkey, the government made the proposal suggesting
the establishment of a national health insurance scheme which is going to collect the
contributions according to the ability of each citizen to pay (Agartan, 2012). In this
sense, due to aim of providing universal coverage together with the envisioned re-

structuring of the MoH, the MoH argued that HTP is an important step suggesting re-
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structuring of the MoH which is in favor of strengthening the “social state” (Aydin,
2007). However, on the contrary, it might be observed that the role of the state
decreased due to neo-liberal characteristic of the HTP. The HTP should not be
considered as a step for the strengthening of the social state because it is a reform
document suggesting an increase in the role of private sector and a decrease in the role
of the MoH as it is given a role for regulating and monitoring the policies. It envisioned
a withdrawal of the MoH from especially the provision and financing dimension of the
health care services as private sector mechanisms declared new financers and
providers of the health care services. In the HTP, the suggested market elements
including financial incentives and competition are escorted by a re-definition of the
state which suggested withdrawal from the provision dimension of the health care
services in Turkey (Agartan, 2015). Therefore, one of the most significant alteration
brought by the HTP was the separation of provision and financing of the health care
services including a change in the financing model of the public hospitals,
restructuring of the hospitals (Ergun & Dericiogullar1 Ergun, 2010; Tiikel, 2010).
Furthermore, the marketization element of the HTP outweighed the universalism
elements envisioned in the reform document. As Agartan (2012) suggests,
marketization of the health care services taking place with privatization efforts might
result in an erosion in the universalism element that was aimed to achieve by the HTP.
Agartan (2012) also argues that there are three indicators to determine the extent of
marketization in health care brought by the HTP and these are “private health
expenditure as percentage of GDP”, “number of public and private hospitals” and
“private hospital beds as percentage of total bed stock”. As it is mentioned before, the
HTP paved a way to all these three things as it promotes the investment coming from
the private sector to the health care services as the MoH withdrew from the provision
of the services.

Whereas some scholars in the field argued that the overall impact of the health
care reform undertook by the HTP is egalitarian (Agartan, 2012), the others believed
the market aspects of the reform is a vail hindering the realization of inequalities in
access (Yilmaz, 2013). Yilmaz (2013) argued that the HTP could abolish the
inequalities resulting from the occupational status of the people but it caused a

generation of new origin of inequality which is income after the HTP. Before the HTP,
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civil servants were seen as most advantageous social group due to their coverage of
the insurance scheme and access to the health care services. However, the occupational
status is not the main source of these inequalities instead of it, income is the new cause
of it. Because of this reason, even if there is a high satisfaction level with the new
health care system planned by the HTP, it is difficult to label the overall impact of the
HTP’s reforms as “egalitarian” (Y1ilmaz, 2013).

In the framework of aforementioned characteristics of the HTP, it can be
argued that even if the HTP aimed to abolish the inequalities including in access and
increase the quality of services for all the citizens, it could not be able to achieve its
all goals completely. Despite the increase in the health expenditure allocated to the
pharmaceuticals and treatment, the inequalities could not be eliminated, which was
one main goals of the HTP (Tiirk Tabipleri Birligi, 2018b). Behind these aims of the
HTP addressed by the MoH, there was an effort for the marketization of the health
care services through a privatization, promotion of the private sector investments in
the field and enforcement of the withdrawal of the MoH from the provision of the
health care services. The HTP was a vail which initiates the marketization and
privatization in terms of the health care services, especially, primary health care
services in Turkey through suggested neo-liberal policies such as autonomous
hospitals, private investments and implementation of the Family Medicine (Tiikel,
2010). One of the main basis of the privatization of the health care services under the
name of the HTP was Family Medicine practice (Tirk Tabipleri Birligi, 2006).
Because of this health care transformation effort which was based on privatization of
the services, whereas the unions and associations which represent the professionals of
health care, especially, the Turkish Medical Association (TMA), strongly criticized it
in terms of its neo-liberal focus on the health policies which weakens the right to health
care, the World Bank and the TUSIAD (The Turkish Industry and Business
Association) severely supported the HTP (Yenimahalleli Yasar, 2011). One of the
other reasons of why occupational organizations such as TMA severely criticized the
HTP and its effort to exclude the unions and professional associations from the
decision-making process, but it gave a place to the representatives of Chamber of

Commerce (Ergun & Dericiogullart Ergun, 2010).
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As concluding remarks for the HTP, it might be argued that the HTP caused
incremental changes in the health care system of Turkey. These changes had direction
towards the privatization of the health care services through suggested withdrawal of
the MoH from the financing and provision dimensions of the health care policy. As
the MoH withdrew from the finance and the provision of the health care services, it
was envisioned that the GHI scheme would become the main financing institution.
Some of the scholars in the field, notably the medical doctors who are members of the
TMA interpreted this change in finance and the new role for the GHI as a different
version of health care tax or contribution payments (Soyer et al., 2007). The altered
financing mechanisms were not the only change that is strongly criticized by the TMA.
The changes brought by the HTP that was criticized by the TMA were the privatization
of the health care sector, brought market elements into the health care services, paving
a way to a health care system which was led by the market mechanisms and rules, the
competition element which was positioned inside the Family Medicine Scheme, the
changing view on the patients who were started to be regarded as “customers” and the
severe exclusion of the occupational organizations, especially the TMA, from the
decision-making process and granted political strength of the private lobby
organizations instead (Savas, Karahan, Saka, & Thomson, 2002; Soyer et al., 2007;
Tiirkbayrak et al.,, 2011; Yilmaz, 2013). One of the most significantly opposed
elements of the HTP was the Family Medicine Scheme as it is regarded as the result
of the policies suggesting privatization of the health care services which is brought by
neo-liberal reforms. The TMA argued that while the MoH privatized the hospitals, it
also transformed the Health Centers due to an argument of the HTP would solve the
problems in primary health care through a restructuring (Tirk Tabipleri Birligi,
2018a). As a result of this reform attitude towards the health care system of Turkey,
primary health care services were privatized accordingly to the rules of market
including demand and supply through using the infrastructure of the Health Centers
(Yenimahalleli Yasar, 2011). Because of this reason, one of the most incremental
alteration that the HTP brought was the overly patient-centered Family Medicine
practice in which as TMA criticized, family physicians have to work without job
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security with the uncertainties in terms of legal duties of the physicians and
challenging penalties due to the importance given to the idea of patient satisfaction
(Ozata et al., 2016; Tiirk Tabipleri Birligi, 2018a).

2.2.3.4. General Health Insurance (GHI)

In 1967, the commission assigned by the Ministry of Health and Social Aid of
Republic of Turkey prepared a law draft of General Health Insurance and present it to
ministry but the draft was not directed to the government (Orhaner, 2006). In 1969.
The law draft was directed to the Grand National Assembly of Turkey as “Law on
Insurance” but it was not evaluated in the commissions of the assembly and in 1989,
the first extensive study for the “Law on Health Insurance Institution” was done but it
could not become a law once again (Orhaner, 2006). In 2003, draft document named
“Gathering the Social Security and Establishment of General Health Insurance” which
addressed the complication in the provision of the health care services and irrational
inequal structure of the health care system as the major problems in Turkish case and
justified the General Health Insurance as solution which was based on the
“Constitution of the Republic of Turkey of 1982” Law Numbered 60 which addresses
the right to social security (Tiirk Tabipleri Birligi, 2003). The solution to these major
issues were presented as the full insurance coverage of the population and it was
argued that the state would compensate the contributions of the very poor people but
the criteria for determining who is poor or who is needed for the state aid and the
poverty line were not designated in the law draft (Tiirk Tabipleri Birligi, 2003).
Eventually, in 2005, the name of the law was turned into the “Law on Social Security
and General Health Insurance” and it was directed to the Grand National Assembly of
Turkey. The GHI was basically a social security reform which gathered health
insurance and pension under a single roof of the Ministry of Labor and Social Security
and it proposed the idea of establishment of the SGK (Social Security Institution)
under the roof of the ministry (Aydmn, 2007). The unification of the three existing
insurance scheme of that time which were the “Government Retirement Fund”, the
“Social Insurance Institution” and the “Social Security Organization For Artisans and

the Self-Employed” took place in 2006 and in 2008 it came into operation under the
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Law Numbered 5510 but it started to be implemented in 2012 (Law no.5510 on Social
Security and General Health Insurance, 2006). Social Security Institution stressed that
every single citizen regardless of their status of working or unemployed are in the
scope of the GHI. Social Security Institution declared that the citizens who are not in
any insurance’s scope will be automatically regarded as in the scope of the GHI (Law
n0.5510 on Social Security and General Health Insurance, 2006).

It should be stressed that health insurance model is one of the ways of financing
the health care services of a country. When it is looked at the other countries, it might
be observed that in most of them a mixed-method are used in which financing of the
health care services are done through taxes, insurance premiums and out-of-pocket
payments of households and private health insurances (Tatar, 2011). Tatar (2011)
suggests that while classifying a country’s health care financing, the weighted method
that is used should be regarded. To illustrate, in Turkey, even if all methods that are
mentioned above are used in the financing the health care services, weighted method
is social security model (Tatar, 2011). At this point, the relationship between financing
the health care services and health insurance scheme is crucial to be grasped. Because
of this reason, after stressing the fact that insurance scheme is one of the types of
financing the health care, the things that were altered through the GHI, which is
presented below, might help having a better understanding.

The new model of financing the health care services in Turkey had essential
components which are determined by the MoH are as follows;

- Gathering the pension and health insurance schemes together,

- Making one single standard for the insurance scheme through the GHlI,

- Transforming the corporate structure (Aydin, 2007).

One of the other significant features can be observed in the GHI was the promotion of
privatization just similar to the HTP’s general idea. The reform suggested the
encouragement of the private health insurances development together with the
establishment of the GHI (Tiirk Tabipleri Birligi, 2018b).

As it was stated before in the section explaining the HTP, the General Health Insurance
(GHI) was directly related to the HTP reform document as it is one of the most
significant components of the transformation programme together with the Family
Medicine Model. The GHI envisioned the establishment of an insurance model which
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Is going to be used and benefited by the citizens of Turkey accordingly to their needs
in the framework of “fairness” purpose of the HTP (Tiirk Tabipleri Birligi, 2018b).
The major aim of the GHI was solving the problems in the health care expenditure
financing and ensuring that the whole community are able to benefit from the health
care services (Orhaner, 2006). The other crucial goal of the GHI was enabling all
citizens to benefit from the health care services commonly and effectively in terms of
the future health risks regardless of their own willingness and economic power and
therefore the prevention of the wasting of the health care resources was going to be
achieved (Orhaner, 2006). The GHI pointed out the need for mandatory health
insurance system which covers the whole population, breaks the money-oriented
relationship between the doctors and the patients, providing basic health care services
equally to all patients and increases the quality of the services (Tiirk Tabipleri Birligi,
2018b). The MoH argued that the “discrimination” among the citizens is going to be
eliminated in the sense that citizens are going to be able to apply all the hospitals
regardless of their insurance scheme that they are bounded to (Aydin, 2007). For
instance, before the GHI, workers who were the members of the SSK (Social Insurance
Institution), which was one of the public institution schemes before the unification of
the all, could not apply to the hospitals which were located near to them. Instead, they
only had to apply to the contractual hospitals of the SSK. MoH argued that, at this
point, the GHI helped taking significant steps towards an easily accessible health care
services (Aydin, 2007). However, the TMA (Turkish Medical Association) strongly
criticized the GHI through arguing that GHI could not achieved its main objectives in
terms of several points. In the first place, TMA suggested that the argument of the GHI
over decreasing the costs of the health care services failed. On the contrary, the TMA
argued that the costs of the health care services increased after the GHI (Tiirk Tabipleri
Birligi, 2018b). Table 1, which is per below, depicts the increase in the health care
costs of the SGK between the years of 2010-2016 with the implementation of GHI.
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Table 1. Social Security Institution’s Bills Amounts by Years (Billion TL)

Hospitals | 2010 2011 2012 2013 2014 2015 2016
Public 6.0 7.2 10.0 11.0 12.3 12.6 13.9
Secondary

Care

Public 3.6 4.2 5.9 6.6 7.2 8.1 9.5
Tertiary

Care

Private 5.0 6.1 6.7 7.3 7.7 8.1 8.4
University | 3.7 4.2 55 6.1 6.9 7.4 8.2
Total 18.4 21.8 28.3 31.0 34.2 36.3 40.0

Table from the Social Security Institution Monthly Statistical Journal November 2017

The increasing costs of the health care after the GHI was not the only fact which

was criticized by the TMA. The facts mainly opposed by the TMA which were brought

by the GHI are as follows;

The citizens who are not able to provide their insurance premium could not
benefit from the health care services provided to the ones who paid their
premiums,

The argument of the GHI on reducing the costs of pharmaceuticals,
treatment and medical materials could not be fulfilled, on the contrary,
these costs also increased,

A system envisioned by the GHI in which the state is responsible to pay the
premiums of the poor citizens which was failed,

The goal of ending the contribution payments of the GHI was failed
because the contribution payments were replaced by the additional and
complementary private health insurances,

The inequalities in access to the health care services could not be prevented,
The number of the services became more important than the quality,
Private share of the health expenditure became five times higher than
before,

The health expenditures became six times higher in fifteen years
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- Changing status of the health care personnel from the salary-based paid
personnel to contractual workers
- The fact that the retired citizens would pay the insurance premium (Tiirk
Tabipleri Birligi, 2003, 2018b).

Therefore, the GHI was regarded by the medical authorities and organizations,
especially by the TMA, as a failure as it could not achieved its goals which were
included by the HTP. Family Medicine Scheme was also quite significant for the GHI
in the sense that it is believed it is going to reduce the health care costs in Turkey.
However, parallelly, the HTP, the other significant parts of the health care reform
which were the GHI and the implementation of the Family Medicine Model in the
primary health care services failed as the HTP failed in the first place. The GHI scheme
Is quite significant reform which had great impact on the Family Medicine Scheme as
they are related to each other in the sense that both of the new implementations are
based on the financial concerns. The financially sustainable health care system relies
on both the restructuring of the HTP and the GHI (Aydin, 2007). That is, as the MoH
suggested, the components of the HTP were crucial also for the GHI because if the
payment mechanism cannot function well, the other mechanisms of the health care
system would fail (Aydin, 2007, pg.62). The GHI is a directly altered financing method
of the health care services in Turkey and together with the Family Medicine Model, it
aimed to reduce the costs of health care through trying to provide the full coverage for
the population. As it was clarified before in the thesis, the HTP, the GHI and the
Family Medicine Model are quite inter-related as one of them affect the others, they
are complementary to each other. Due to this inter-connection among the HTP, the
GHI and the Family Medicine Model, once one of them failed, all of them also fails
and as TMA argued, they all did.

2.3. Privatization of the Health Care Services in Turkey

The TMA (2003) addressed and explained the general steps in the process of
privatization of any services which are regarded as the duty of the state. As the TMA
stressed, the effort of privatization is originated in the time period after the Great
Depression when the neo-classical economic theories were started to be doubted (Tiirk
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Tabipleri Birligi, 2003). The first step is the restructuring of the capital which is
followed by the re-definition of the role and duties of the public sector led by the state
and the private sector led by the capital and then this process would result in a case in
which the state opens its gates to the private sector for the policy areas of state which
might bring profit potentially (Tirk Tabipleri Birligi, 2003). At this point, as most
profitable fields, industrial sector and service sectors investments of the state would
open to the private sector. As the TMA (2003) suggested, the policy fields which are
affected directly by these developments are mostly the areas of social policy, more
specifically, the education and health sector (Tiirk Tabipleri Birligi, 2003). In most of
the European countries and in Turkey, the primary health care services are the mostly
affected type of health care services by the privatization. The TMA (2003) emphasized
that the common characteristic of all the European countries’ health reforms is the
overturn of the primary health care services to the private sector and there are several
common features of this turnover process. These common points are the clear
separation between the providers and the receiver of the health care services,
localization, increasing rivalry item, supported entrepreneurship and destroyed
physician autonomy through performance-based salary system especially in the
primary health care (Whynes & Baines, 2002; Saltman, Busse, & Mossialos, 2002;
Magnussen, Vranbaek, & Saltman, 2009; Glenngérd, Anell, & Beckman, 2011; Tirk
Tabipleri Birligi, 2003). As it might be observed, each characteristic of this
transformation is directly related to the privatization of the health care services.

In Turkey, the effect of the private sector is mostly seen in the financing
dimension of the health care services. The private sector join the health care services
in Turkey through making direct payments for the service fees, donation or sometimes
through private health insurance schemes (Orhaner, 2006). This contribution of the
private sector to health care services fulfil the desire of the public to buy services from
the private sector (Tiirk Tabipleri Birligi, 2003).

In Turkey, the privatization of the health care services mainly shows itself
inside the primary health care under the implementation of Family Medicine Scheme
envisioned by the HTP. In the Family Medicine Practice in Turkey, the state gives a
certain budget to the family physicians and then it is expected from the physicians to

rent the place which is going to run as Family Health Center belongs to the state or in
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some cases it might be rented from the private owners in the private sector (Tiirk
Tabipleri Birligi, 2018a). The privatized primary health care services which was built
around Family Medicine Scheme is based on mostly patient satisfaction and the family
physicians were forced to give up their professional autonomy which enables them to
fulfil their professional duties in ethical and medical terms through enforcement of
contractual working (Tiirk Tabipleri Birligi, 2006, 2018a).

One of the other significant changes towards privatization which was the most
criticized one brought by the HTP is the change in the notion of “patient” to
“customer” and the acceptability of this new notion suggesting that patients may be
seen as customers caused many arguments inside the health care sector (Kantarci,
2015). However, after the ethical controversies caused by this alteration, it seems it is
decided that seeing patients as customers are not ethically wrong in such a privatized
sector as Kardes (1994; pg. 233) stated that this phenomenon is natural. Seeing the
patients as customers or source of profit is the major unethical issue caused by
privatization of the health care services. Especially, in the primary health care services
which is organized under the scheme of Family Medicine, the services became paid
ones, it would become more and more patient centered. Due to the fact that patients
now technically pay for the health care services, they would like to receive maximum
satisfaction which made the health care services are purchasable goods. Therefore,
within the Family Medicine Scheme, physicians’ autonomies are harm and family
physicians are forced to meet most of the needs of the patients even if these requests
are overly exaggerated. Due to settled money-based relations between the patient and
the family physicians, patients started to see many things which are beyond their legal
rights. Due to these changes in the primary health care system in Turkey, the workload
of the family physicians and the pressure over them increased in time.

The MoH explained these changes in terms of privatization as the continuing
effort for gathering all hospitals under the umbrella of the ministry and making the
hospitals autonomous but still publicly owned (Aydin, 2007). TMA regarded this
effort of the MoH as an intense effort to contribute to development of market economy
(Turk Tabipleri Birligi, 2003). TMA interpreted the process of privatization of the
health care services as “unethical” and even “threatening to community health” as

members who are medical doctors argued it created market understanding and
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competition environment (Tiirk Tabipleri Birligi, 2006). The core intention of the
health reform in Turkey suggesting the privatization is considered as lightening the
capital’s burden and formulating a new space for health capital through running the

services via private sector (Tiirkbayrak et al., 2011).

2.4. Comparison: Family Medicine Througout the World

Even if the basic principles and major aims of the Family Medicine Model are
mostly similar throughout the world, the practice varies across the countries. This
variance results from the different dynamics of the different countries such as political
factors, socio-economic development and even the mindset of the people living in. To
start with, Basak and Gtildal (2014) stressed the significance of number of the Family
Medicine departments in the universities and their effectiveness as an indicator for the
academic development of the practice. For instance, in most of the European countries,
the Family Medicine departments are present almost their all universities and their
effectiveness are increasing gradually (Basak & Giildal, 2014). Whereas almost all
universities have Family Medicine departments in the European countries, in Southern
Europe and Mediterranean countries, Family Medicine is not recognized much as an
academic discipline as most of the universities do not have Family Medicine
departments (Basak & Giildal, 2014). In contrast to Southern European countries and
Mediterranean countries, European countries mostly gave an utmost significance to
Family Medicine Practice inside their health care systems. Undoubtedly, there might
not be a correlation between the number of the FM departments and the significance
given to them. To illustrate, as similar to the European Countries who give mostly
important role to Family Medicine in their health care, even if many of the universities
have the department of Family Medicine (Basak & Giildal, 2014), the its practice is
not quite effective one in the United States. This is because in the United States there
is no regular aliasing among the levels of health care services and due to the fact that
the health care services might be thought as primary care mostly consists of private
clinics and the absence of a mechanism of referral chain (Kantarci, 2015), there is no
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functioning scheme like Family Medicine. In the United States, family physicians are
functioning less as gatekeepers than in the other European countries and Canada which
have effective Family Medicine Practice (Arya et al., 2017).

In Germany, the whole population is under the coverage of the social security
insurances which provide a direct access to the all levels of health care services as
there is no gatekeeping function given to the family physicians. It means that the
patients might apply specialists without applying to primary health care services
(Kantarci, 2015).

In Poland, the Family Medicine was started to be implemented in 1996 and in
the Polish Health Care system, if a family doctor refer a patient to the secondary or
tertiary health care facilities, no payment would be charged (Kantarci, 2015).

Inside the Western European countries, the Netherlands has one of the most
effective practice of Family Medicine Scheme due to several reasons composing of
crucial components of the Family Medicine in theory. In the Netherlands, the position
of the family physicians is quite strong and they have a great importance to the health
care system as they manage the mechanism of referral chain inside the health care
services (Kantarci, 2015; Metsemakers, 2012). Therefore, family physicians’
significance results from their mandatory duty of formulating the gate of entry which
may be achieved through a chain of referral (Metsemakers, 2012). It means that each
patient has to apply their family physicians first before applying other health care
facilities and this is an example of a proper first contact point characteristic as a
primary health care which is related to having a well-functioning chain of referral
mechanism. The exceptions of this case are the emergency cases. In the case of
emergencies, such as accidents or cases requiring immediate intervention, ambulatory
services would take the patient to the nearest health care facility (Kantarci, 2015). The
effectiveness of referral chain is quite essential to reduce the health care costs and to
have better health outcomes. At this point, as Starfield (1998) stressed, if the chain of
referral would not function well, the health care system of the Netherlands would be
so expensive and costly one. In the Netherlands, the selection of the family practitioner
is similar to Turkey in the sense that even if in the beginning a family physician is
assigned generally near to the patient, then after a time period, patient have a right to

choose any family physician (Metsemakers, 2012). A family physician who works full
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day have between 2.300 — 2.500 patients (Kantarci, 2015; Metsemakers, 2012;
Korukluoglu, 2014). As Metsemakers (2012) suggested, this number is an optimal one
for a family physician to work effectively through having an opportunity to allocate
enough time for each patient of his/her. The payment of the family practitioners is
based on both their number of registered patients and a per medical work such as
medical analysis (Metsemakers, 2012). As Metsemakers (2012) argued, this means a
salary which is fair enough to pay the salaries of assistants and nurses working for
them, the rent of the Family Health Center and the other related costs. Also, family
practitioners now are allowed to work part — time which brought quite significant
outcomes such as increasing the willingness of the medical school students or new
graduates towards the discipline and expanding the women employment throughout
the country as it gives opportunity to new-moms to continue to work (Arya et al.,
2017). In addition to these, the %9 of the Netherlands” GDP is allocating for the health
care services and the 4% of it is allocated only to the Family Medicine (Arya et al.,
2017). It means that almost half of the share of GDP allocated to the health care
services is allocated for merely Family Medicine. It might be regarded as one of the
most crucial evidences which proves that Netherlands gives great importance to its
practice. All of these characteristics, it might be reasonably argued that the
Netherlands has an effective and cost-efficient Family Medicine practice.

In the Central and Eastern Europe and also in Russia, there is a general pattern
of the Family Medicine Scheme consisting of an issue which is the insufficient
recognition of it as a separate academic discipline (Arya et al., 2017). In most of these
countries, there are private clinics belonging to physicians individually and clinics
which are impersonal and mostly led by physicians who are not family medicine
specialists (Arya et al., 2017). To illustrate, in Slovenia, Slovakia and Czechia,
generally pediatricians and gynecologists are regarded as primary health care
physicians which means that there is no settled Family Medicine Practice due to
“decentralized” primary health care and the lack of the gatekeeping role inside the
primary care (Arya et al., 2017).

In Latin American countries, except for the Cuba, which has merely based on
public system, they have combined health care system in which public and private

sector exist coherently (Arya et al., 2017). In Latin America region, mostly in all
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countries the Family Medicine education was introduced and the practiced of Family
Medicine exists in every country except for Honduras (Arya et al., 2017).

In Turkey, Family Medicine’s history roots back twenty-five years ago when
it was recognized as a separate academic discipline inside the medical specialties (15)
(Basak & Giildal, 2014). In this point of view, Basak and Gtildal (2014) argued that
Turkey is positioned somewhere between the United States and Western European

countries and the rest of the European countries.
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CHAPTER 3

METHODOLOGY

In the existing literature, there are plenty of research on the family medicine
practice in Turkey. Research on practice of the Family Medicine in Turkey might be
categorized into two basic categories. The first category of research contains the
research which have a specific focus on patient satisfaction. Some of these researches
aimed to analyze or evaluate the practice of the Family Medicine in Turkey basing on
the views of the patients on the practice (Ozata et al., 2016; Baltac1 et al., 2011; Bostan
& Havvatoglu, 2014; Baris et al., 2011). Some of these used the EUROPEP (European
Patients Evaluate General / Family Practice) scale which is a widely used measure for
the patient satisfaction with the Family Practice while evaluating its practice in Turkey
(Mollahaliloglu et al., 2010; Turgu et al., 2018; Sparkes et al., 2019; Aktiirk et al.,
2015). The second category of the research on this topic includes the research having
a specific focus on the family practitioners’ standpoints and their thoughts on the
practice of Family Medicine in Turkey. Some of these researches are designed
specifically to measure the job satisfaction of the family practitioners (Dogan et al.,
2013; Toziin et al., 2008; Sevimli & Iscan, 2005; Tiirkbayrak et al.,2011; Tiirk Saglik-
Sen, 2013; Tekin et al., 2014; Pantell et al., 2019; Yaman & Giines, 2016;
Mutlupoyraz, 2010). The other research which focused on the family physicians rather
than patients on Family Medicine practice in Turkey specifically tried to determine the
occupational challenges of the family practitioners and their views on the functionality
of the practice (Ilgiin & Sahin, 2016; Ocek et al., 2014; Algin et al., 2004). Also, some
research in the literature on this topic tried to discover the thoughts of the family
practitioners on the convenience of the Family Medicine Model to Turkey
(Tengilimoglu et al., 2016). Besides, in the existing literature, beyond the ones
mentioned above, there are also research on the topic of violence against the general
practitioners (Ayranci et al., 2006). In the existing literature, it was observed that there

is no specific research aimed to reveal whether the Family Medicine practice in Turkey
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functions well or not. Most of the studies conducted in Turkey on the practice of
Family Medicine Model aimed to evaluate the functionality of the model in the
framework of the patients. As llgiin and Sahin (2016) stressed, in the existing
literature, there are limited number of studies which tried to evaluate the Family
Medicine Model from the standpoints of the family physicians. Many studies
attempted to investigate the Family Medicine practice through patient satisfaction
because their researchers believed that patient satisfaction is one of the most
significant factors to evaluate health care services (Karadag, 2007; Kantarci, 2015;
Leebov & Scott, 1994; Ozata et al., 2016; Sparkes et al., 2019). However, this thesis
significantly argues that the patient satisfaction is not an appropriate factor for
evaluation of the Family Medicine Scheme because patients do not have to know what
is for their best interest for their health. The real authorities who have an adequate
education and because of this reason who should be seen as expert of the field are the
family physicians. Because of this reason, a more proper research on evaluation of the
Family Medicine may be conducted through asking family physicians’ thoughts on the
practice. Therefore, this thesis had an objective to examine the practice of Family
Medicine in the framework of the views of family physicians who are the experts of
the field.

Also, there is no specific research which aimed to grasp on the what grounds and which
components of the Family Medicine it does not function well according to the family
physicians. Due to this gap in the existing literature, this thesis aimed to achieve to
fulfil this gap through conducting a questionnaire designed to understand vital points

for the functioning of the scheme in Turkey.

3.1. Research Design

In this thesis, the data collection instrument was questionnaire due to its
advantage in the sense that it requires less time to answer for the participants and it is
easy to systematically collect data and categorize the information collected.

The aim of applying questionnaire in the framework of this thesis was to ask
family physicians’ opinion on the practice of family medicine in Turkey. As different

to the research questionnaires which were designed to measure the job satisfaction of
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the family physicians, the questionnaire of this thesis did not specifically focus on the
job satisfaction. Even if the job satisfaction of the family physicians is a significant
part of grasping the thoughts of them towards the functionality of the Family Medicine
Model, the questionnaire of the thesis includes a question on job satisfaction but the
real focus of it is not limited to job satisfaction dimension. Beyond the job satisfaction
measurement, this questionnaire aimed to understand the thoughts and attitudes of the
family physicians towards the Family Medicine practice in Turkey including its
functionality and the relationship between the model and privatization of the health
care services. Therefore, the questionnaire aimed to reveal whether family physicians
think about whether the Family Medicine Model functions well or not in Turkey. Also,
if the family physicians generally think that the practice of Family Medicine does not
function well in Turkey, the questionnaire also aimed to the detect and point out the
factors or components of the model which currently does not work as they are
supposed to be as the existing literature suggests.

While the questionnaire was prepared, the applied questionnaires in the
existing literature and the articles of the significant authorities such as scholars in the
field and specific occupational organizations, especially the TMA were taken into
consideration. The questions / statements in the questionnaire were prepared in the
light of applied questionnaires to the family physicians in Turkey, together with the
revealed challenges of the Family Medicine Practice in Turkey found out by several
research (Dogan et al., 2013; Téziin et al., 2008; Sevimli & Iscan, 2005; Tiirk Saglik-
Sen, 2013; Tekin et al., 2014; Ocek et al., 2014).

3.2. Conducting the Questionnaire

The conducted question contained eighteen questions including two basic
categories of the questions related to the theoretical framework intending the evaluate
the practice according to the suggested components / goals and the questions about the
personal experiences of the family physicians about the practice. The first seventeen
questions / statements were asked / with the 5 Point Likert Scale ranging from 1
(Totally Disagree) to 5 (Totally Agree) and the last one was asked as open-ended

question. An approval for the conduct of the questionnaire was taken from the Middle
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East Technical University Human Research Ethics Committee and it is presented in
the Appendices. The informed consent from the participants of the research
questionnaire were taken in the beginning of the questionnaire document. The
questionnaire was conducted to the family physicians and family medicine specialists
who are currently working as family physician in the primary health care services in
Turkey (https://docs.google.com/forms/d/e/1IFAIpQLSegQm7fUf _inlS-
9JARBfN160F Hh_03xAPxZu3VngvMRUFXw/viewform?usp=sf link). Through

skipping the gatekeepers in this research, my parents who are currently working as
family physicians in Turkey, sent the questionnaire to their colleagues from all over
the Turkey via internet. Some of the family physicians also sent it to their other
colleagues thanks to the mail and contact chains that they are included by the medical
communities such as the Turkish Medical Association’s provincial level headquarters
and the informal chains among the physicians. Therefore, in this thesis, the snowball
sampling was used to collect the data. The questionnaire was applied online through
an online questionnaire platform. The data collection was done between 05/06/2019
and 06/01/2019. At the end of the data collecting process, 198 physicians who are
currently working as family practitioner answered the questions in the questionnaire.
The respondents’ demographics were not asked in the questionnaire because this thesis
did not aim to consider the demographical differences as determinant while evaluating
the family medicine practice in Turkey as it is not a regional implementation but it is

a standard single one at a country level.

3.3.  Method of Analysis

An interpretive qualitative approach was adopted during the data collection and
analysis periods. Data analysis in this thesis was done in the framework of a qualitative
assessment consisting of the interpretation of the data collected through a
questionnaire. Therefore, no statistical computer program was needed during the data
analysis in this thesis. In the following section, the results of the questionnaire are
going to be investigated question by question and the findings are going to be clarified

through interpreting the answers given in the questionnaire.
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CHAPTER 4

FINDINGS

In this chapter, the findings of the questionnaire are going to be presented and
interpreted. 17 of the questions were asked with “5 Point Likert Scale” and these are
going to be categorized into three titles as they are referencing three dimensions in the
evaluation of the Family Medicine Practice in this thesis. The first category of the
questions is the “Objectives of the Family Medicine”, the second category is entitled
as “Neo-liberalism” and the last one is named as the “Personal Experiences of the
Family Physicians”. The last question, which was asked as open-ended question is
going to be evaluated again categorization based on the frequency of the answers
given. The most frequent answers given by the respondents are going to be categorized
under the separate titles. The findings of the open-ended question are going to be
evaluated under the five titles which are; “Patient centrism of the Family Medicine
System”, “Bureaucracy and Administrative Issues”, the “Issue of Violence Towards
Family Physicians”, “Official Documents given by the Family Physicians” and
“Decreasing Physician Dignity”. Under these categories, the interpretation of each
question is going to be presented in a systematic way through linking the findings with
the theoretical framework.
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4.1. The 5 Point Likert Scale Questions

4.1.1. Objectives of the Family Medicine

Question: The Family Medicine Scheme provides family physicians with more

detailed monitoring of the patients (detailed monitoring of each registered patients).

Totally disagree
Disagree
Neutral

Agree

Totally agree

Figure 1. The thoughts of the respondents on detailed patient ponitoring in the Family
Medicine Model

The 16.7% (33) of the respondents totally agreed and the 42.4% (84) of the
respondents agreed that the family medicine scheme enables the family physicians to
monitor each registered patient in detail. Therefore, the majority of the respondents
think that the family medicine offers a primary health care services in which patients
may receive detailed health care services. As one of the powerful basis of the family
medicine, the MoH stated that each citizen is going to receive primary health care
services from a specifically assigned family physician and this situation was stated as
“a family physician for everyone” to the public and the TMA argued that it is a
misleading statement for the patients (Cesur et al., 2017).

A research conducted by Ocek et. al. (2013) showed that the family physicians
participated in the research expressed that they are not able to allocate sufficient time
for each patient due to several reasons including the high population registered to them
and the workload of the family physicians. In one of the interviews contained by the
research of Ocek et. al. (2013, pg. 79), a family physician stated that s/he can allocate

maximum five minutes for examination per registered patients and s/he addressed the
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difficulty of multitasking as a family physician who tries to conduct medical
examination, prescribe and provide medical education to the patients at the same time.
Also, one of the other interviewees stated that s/he sometimes realizes that s/he
examined hundred patients a day and the average examination period allocated to a
patient was less than four minutes under these circumstances (Ocek et al., 2013, pg.
102). Deveugele, Derese, Van den Brink-Muinen, Bensing and De Maeseneer (2002)
measured the average consultation length in the six European countries via a cross-
sectional study. Deveugele et. al. (2002) observed that the examination lengths derive
from 7.6 minutes (Germany) and 15.6 minutes (Switzerland) in six European countries
chosen for the research and which is presented below on Table 2 (Deveugele et. al.,
2002; Ocek et. al., 2013).

Table 2. Length of Consultation with a General Practitioner

Country Mean (SD) time (minutes)

Germany T7.6(4.3)
Spain 7.8 (4.0)
United Kingdom 9.4 {4.7)
Metherlands 10.2 (4.9)
Belgium 15.0(7.2)
Switzerland 15.6 (8.7)
Owerall 10,7 (6.7)

Source: Deveugele et. al., 2002

The same research (Deveugele et. al., 2002) revealed that the general
practitioners in Germany and Spain see averagely two hundred patients in a week
which is regarded as quite high number for a family physician to examine. Ocek et. al.
(2013) found out that an average examination conducted by a family physician in
Turkey per day is eighty. Even if a family physician in Turkey works without any

break in a day, s/he can be able to allocate six minutes for each patient which is quite
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less than the European average which is measured as 10.7 minutes Deveugele et. al.
(2002) (Ocek et. al., 2013). The findings of questionnaire conducted in terms of this
thesis challenged these findings of the research conducted before in the existing
literature on the issue of detailed patient monitoring and examination. Whereas, the
participants of the questionnaire conducted with 198 family physicians and family
medicine specialists believed that they can monitor their patients well in the Family
Medicine Scheme, Ocek et. al. (2013) argued that the average length of consultation
in Turkey which was estimated as 6 minutes is quite less than the European average
can potentially affect the quality of the care given to the patients in Turkey. Also, the
average number of the family physician per 1,000 people revealed statistically by the
World Bank is one of the other significant indicators for the evaluation of the
functionality of the primary health care services in a country. Once the average number
of the family physicians per 1,000 population increased, the more detailed patient
examination and monitoring can be achieved in the Family Medicine Scheme. The
colored map in the Figure 2, which is presented below, depicts the average number of

the family doctors per 1,000 population in the world.
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Figure 2. Number of generalists and specialists medical practitioners per 1,000 people
in 2014 by countries. Figure from World Health Organization., Global Health
Workforce Statistics, OECD, supplemented by country data.
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The world map in shown in the Figure 2, referenced from the WHO’s statistical data
on all kinds of medical doctors per 1,000 population taken by the OECD and how their
number varies by country (“World Health Organization’s Global Health Workforce
Statistics,” 2014). Whereas the darker blue countries depict the higher number of the
physicians, the lighter blue countries show the lower number and the non-color (white)
countries are the ones whose data in the year of 2014 are not known (“World Health
Organization’s Global Health Workforce Statistics,” 2014). According to the data, the
highest value belongs to Cuba, which is 7.519 physicians per 1,000 population. The
data shows that Turkey is one of the countries having low number of physicians per
1,000 population with a value of 1.749. Even if the questionnaire results of this thesis
challenged the previous research on the topic (Ocek et. al., 2013). In the questionnaire
of the thesis, several respondents addressed the insufficient number of the family
physicians or another words, high population as the greatest challenge in the Family
Medicine practice of Turkey. As it can be inferred from the Figure 2 depicting the
average number of medical doctors per 1.000 population, the number of the family
physicians in Turkey is also quite low as the total number of the all medical doctors is
even low per 1.000 population. Even if it seems that majority of the family physicians
responded to the questionnaire believe that they are able to monitor their registered
patients in detail, in the open-ended question some of them suggested that it is hard to
monitoring their patients due to high population, high number of policlinics that are
made and other duties given to the family physicians such as reporting data of the
patients to the electronic information system of the MoH and prescribing. The
respondents stressed the concentration of the patients, high number of the policlinics
that they have in a day (80-100), high number of the registered patients to a family
physician (high registered population) as the major reasons hindering detailed care for
each registered patient to them. They stated that these facts prevent them from giving
a detailed care to each registered patient to them. Therefore, under these
circumstances, it might be justifiable to argue that the well-functioning Family
Medicine practices belong to the countries with lower populations as it is directly
related to the detailed monitoring capacity. This thesis argues that one of the
challenging issues in the Family Medicine practice in Turkey is the high population of

the country which stresses the difficulty of detailed patient monitoring in Turkey as
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the statistical data of the World Bank (2014), the several research in the existing
literature and conducted questionnaire in the framework of this thesis support this
argument with the number of the family physicians per 1,000 population, which can

be regarded as low around the world.

Question: The Family Medicine Scheme provides primary health care services which

have lower costs.

Totally disagree
Disagree
Neutral

Agree

Totally agree

Figure 3. The thoughts of the respondents on cost-efficiency of the Family Medicine
Model

The 29.8% (59) of the participants of the questionnaire totally agreed and 30.8% (61)
of the participants think that Family Medicine Scheme in Turkey provided primary
health care services of lower cost than the previous practice before the Family
Medicine. The 12.1% (24) family physician totally disagree and 17.2% (34) disagree
that Family Medicine practice lowered the primary health care costs in Turkey. One
of the participants made a comment arguing that if there is a well-functioning chain of
referral is established the costs lower. As stressed before in this thesis, in the part
explaining the objectives of Family Medicine Scheme and the duties / specifications
of the family physicians, cost-efficient primary health care services are envisioned to
be achieved through the health care resource management might be achieved by the
physicians. Family physicians are regarded as potential contributors to the cost-
effectiveness for the primary health care services (World Health Organization, 1998).
The effective usage of the health care resources is regarded as one of the most
55



significant duties of the family physicians (Bentzen et al., 1991; Biyiklioglu & Ungan,
2015; Kantarci, 2015; Ozdemir & Ungan, 2015; Basak & WONCA Europe, 2003;
Olesen, 2000). It was suggested that the cost-efficiency of the primary health care
services might be achieved through Family Medicine as Alma-Ata Declaration stated
that the Family Medicine is the most-effective system in terms of cost-efficiency
(World Health Organization, 1978; Kilavuz, 2010). However, in order to establish a
cost-efficient primary health care services organization, a well-functioning chain of
referral mechanism is a necessity as a significant component (Aytekin, 2012; Celik,
2011; Ener & Yelkikalan, 2003). Due to the relevance of cost-efficiency objective of
the family medicine and the mechanism of referral chain, answers given by the
participants to this question is going to be evaluated also together with the one of the

other questions contained by the questionnaire which is related to the chain of referral.

Question: Family Medicine System requires an effective mechanism of chain of

referral.

Totally disagree
Disagree
Neutral

Agree

Totally agree

Figure 4. The thoughts of the respondents on the necessity of the chain of referral
mechanism in Family Medicine

The 46% (91) of the participants totally agreed and 29.3% (58) of the participants

agreed that Family Medicine Practice needs a well-functioning mechanism of chain of

referral, whereas 3% (6) of the participants totally disagree and 11.1% (22) disagree.

The majority of the participants agreed that the pre-requisite of the Family Medicine

practice is the mechanism of chain of referral, which is also stated by the several
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authorities in the existing literature on the issue (Metsemakers, 2012; Starfield, 1998;
Aytekin, 2012; Celik, 2011; Ener & Yelkikalan, 2003). Also, the several respondents
of the questionnaire addressed that the absence of a mechanism of chain of referral as
the greatest challenge in the Family Medicine practice in Turkey in the open-ended
question. Before the implementation of the Family Medicine Scheme in Turkey, in the
old form of organizing the primary health care services, which was Health Center
Model foreseen by the Law on the Socialization of Health Care Services (1961)
suggested and initiated the chain of referral (Law no.224 on Socialization of Health
Care Services, 1961). With the Health Transformation in Turkey, the HTP declared
that one of its essential components was the chain of referral (Yenimahalleli Yasar,
2011). Even if HTP made the chain of referral mechanism as one of the central values
of the envisioned Family Medicine practice in Turkey, after three months
implementation, the government decided to abolish the mechanism (Ocek et al., 2014).
The World Bank (2003) argued that chain of referral mechanism in Turkish Health
Care System which was foreseen by the Law on the Socialization of Health Care
Services (1961) as non-functioning one on the ground of non-existence of a penalty
for patients who directly apply the secondary or tertiary health care services without
applying a primary care physician, that is, family physician. In the case of Turkey, it
might be argued that the absence of enforcing mechanisms which might be applied
through legal measures makes the chain of referral mechanism inside a health care
system poorly functioning. The absence of the referral chain implementation hinders
the Family Medicine practice in Turkey from being well-functioning one as the World
Bank (2003) suggested that the logic of the referral chain is reducing the health care
costs.

Also, together with the mechanism of chain of referral, the gate-keeping
function of the family physicians are essential to achieve a cost-efficient primary
health care services and waste of the health care resources. The mechanism of chain
of referral is quite significant in the sense that family physicians’ one of the vital duties
in Family Medicine practice, which is gate-keeping function, might be fulfilled
(Metsemakers, 2012). Starfield (1998) stressed that Netherlands have a cost-effective
health care system which is comparatively cheaper than the other European countries

thanks to a well-functioning chain of referral mechanism through a serious
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enforcement. The results of this questionnaire on the issue of chain of referral is similar
to the existing literature suggesting that it is a quite important component for the
Family Medicine Scheme. The majority of the family physicians responded the
questionnaire think that an effective / well-functioning referral chain is a pre-requisite
for the Family Medicine System. Answers given to this question in this research are
parallel to the research conducted before by Algin et al. (2004). Algn et. al. (2014)
also found out that the majority of the family physicians participated in the research
believe that non-existence of the referral chain mechanism in Turkey is a great
challenge in the Family Medicine practice.

One of the other related issues, which is also asked as different question to the
respondents, is the Family Medicine’s objective of preventing the accumulation in
secondary and tertiary health care services which depends on the referral chain and

cost-effective health care system.

Question: Family Medicine Scheme prevents patient accumulation in secondary and

tertiary health care services.

@ Totally disagree

@ Disagree
Neutral

@® Agree

@ Totally agree

Figure 5. The thoughts of the respondents on prevention of patient accummulation in
secondary and tertiary health care services

14.1% (28) of the respondents totally disagree and 33.8% (67) of the respondents

disagree the argument of Family Medicine practice suggest that it prevents the patient

accumulation in the secondary and tertiary health care services. As it is stated in the

analysis of previous question, family doctors are regarded as the physicians who has a
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duty of acting as gate-keepers to the secondary and tertiary health care facilities but
this understanding was abandoned in Turkey with the abolishment of the chain of
referral after a short period of trial at the beginning (Sparkes et al., 2019). One of the
suggested goals of the Family Medicine practice is providing cost cutting in health
care system through preventing the accumulation of the patients and benefiting from
well-applied chain of referral (Kantarci, 2015). The goal of the Family Medicine is
providing access and shortening the waiting times of the patients together with
increasing the quality of the health care services and relieving the overburdened health
care institutions, especially the hospitals (Akdag et al., 2009; Dagdeviren & Aktiirk,
2004; Fulton et al., 2011).

NUTS-1
Eastern Blacksea 6,5
Western Blacksea 6,4
Western Anatolia 6,3
Aegean 6,3
Western Marmara 6,0
Turkey 6,0
Eastern Marmara 59
Mediterranean 59
Istanbul 5,9
Central Anatolia 5,8
Northeastern Anatolia 58
Mideastern Anatolia 5,6
Southeastern Anatolia 5,6
2 4 6
w2002 m2017 Per Capita Visit

Figure 6. Ratio of Total Number of Visits to a Physician in Health Care Facilities by
Years, (%), All Sectors. Graph from Berrak Bora Basara et al., Health Statistics
Yearbook 2017, (Kuban Matbaacilik, 2018), 161.

The Figure 6, which was taken from the MoH’s “Health Statistics Yearbook
20177, depicts the numbers of per capita visits to a physician in the secondary and
tertiary health care services in Turkey in comparative framework containing the data
of 2002 and 2017 (Bora Basara, Caglar, Aygiin, & Ozdemir 2018). The Figure 6 shows
that in the year of 2017, the per capita visit to a physician at the secondary and tertiary
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health care services facilities seriously increased comparatively to the year of 2002.
Whereas the number of per capita visits of the patients to a physician working in the
facilities of secondary and tertiary health care services in 2002 was 2,0, in 2017, this

number increased to the 6,0 at the country level in Turkey.
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Figure 7. Ratio of Total Number of Visits to a Physician in Health Care Facilities by
Years, (%), All Sectors. Graph from Berrak Bora Basara et al., Health Statistics
Yearbook 2017, (Kuban Matbaacilik, 2018), 159.

Also, the Figure 7, which was also taken from the MoH’s Health Statistics
Yearbook of 2017, indicates the ratio of total number of visits by patients to a physician
in all health care services facilities containing primary, secondary and tertiary health
care services in Turkey (Bora Basara et al., 2018). The Figure 7 shows that the visits
by patients to a physician in the facilities of secondary and tertiary health care
outweighs the visits to a physician in primary health care facilities. Higher number of
application to the secondary and tertiary health care services than the primary health
care services suggests that there is no achieved prevention of accumulation in the
higher levels of the health care services. Therefore, the statistical data showing the
number of application to a physician in all sectors containing the all levels of health
care services in Turkey and the results of the questionnaire conducted in the framework
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of this thesis are parallel on the subject of patient accumulation in the secondary and
tertiary health care services. The thought of majority of the participants of the
questionnaire, who are working as family physicians currently, is the Family Medicine
Scheme cannot prevent the patient accumulation in the secondary and tertiary health
care facilities. The answers of the next two questions of the questionnaire, which are
about the easily accessible and equally accessible primary health care services in
Turkey in the framework of Family Medicine Scheme, are going to be evaluated and

interpreted together.

Question: Family Medicine Scheme provides every citizen with equally accessible

primary health care services.

Totally disagree
Disagree
Neutral

Agree

Totally agree

Figure 8. The thoughts of the respondents on equity in access to the primary health
care services through the Family Medicine

The 29.8% (59) of the respondents totally agreed and 47.5% (94) of the respondents
agreed that Family Medicine provided citizens with equally accessible primary health
care services. Bentzen et al. (1991) addressed accessibility as one of the features of the
Family Medicine field (World Health Organization, 1978). The findings of the
questionnaire which are based on the family physicians thought on the issue of
accessibility suit to the theoretical ground suggesting that equally access is one of the
major goals that can be achieved by the strengthening the primary health care services
through implementing Family Medicine System.
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Question: Family Medicine Scheme provides every citizen with easily accessible

primary health care services.

Totally disagree
Disagree
Neutral

Agree

Totally agree

Figure 9. The thoughts of the respondents on easy access to the primary health care
services in the Family Medicine

The 35.4% (75) of the respondents totally agree and 44.9% (89) of the respondents
think that Family Medicine practice in Turkey provided each citizen with equally
accessible primary health care services. The theoretical background of the existing
literature which explained the main goals and basic logic of the Family Medicine
Scheme suggested that family physicians are supposed to be positioned as easily
accessible by every citizen (Biyiklioglu & Ungan, 2015). Also, as Yenimahalleli Yasar
(2011) stressed that one of the main components of the HTP was easy access to the
health care services. The reform in the framework of HTP had an announced aim
which was providing easy and equal access to the health care services through
reforming the primary health care services organization (Yilmaz, 2013). Therefore, the
existing literature suggested that one of the main objectives of the Family Medicine
Scheme is providing easily and equably accessible primary health care services. In the
framework of these information suggested by the existing literature on the issue, the
majority of the family physicians responded to the questionnaire of the thesis think
that Family Medicine practice in Turkey could achieve the goal of providing easy

access to the primary health care services. According to the 164 of the family
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physicians out of 198, who responded to the questionnaire of this thesis, think that
Family Medicine in Turkey provided easily and equally accessible primary health care

services to each patient.

Question: Family Medicine System strengthened the physician-patient relationship.

Totally disagree
Disagree
Neutral

Agree

Totally agree

Figure 10. The thoughts of the respondents on physician-patient relationship settled by
the Family Medicine

The 9.6% (19) of the respondents totally agree and 41.9% (83) of the respondents agree
that the Family Medicine Scheme strengthened the physician-patient relationship.
Strengthening the relationship between the patient and physician were addressed in the
literature as one of the specifications and competencies of the family physician
(Bentzen et al., 1991; Biyiklioglu & Ungan, 2015). One of the basic elements of the
Family Medicine System is addressed as community-based care and this element
suggesting building a trusty relationship (Ocek et al., 2014). The findings of this thesis
affirmed that the Family Medicine practice in Turkey could fulfilled the suggested
achievable element which is building a trusty relationship between the doctors and the
patients. Majority of the respondents of this thesis’ questionnaire think that Family
Medicine practice in Turkey could strengthen the relationship between physician and

patient.
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4.1.2. Personal Experiences of the Family Physicians

Question: As a family physician, my salary satisfaction is high.

Totally disagree
Disagree
Neutral

Agree

Totally agree

40,4% A

Figure 11. The thoughts of the respondents on salary satisfaction as family physicians

The 32.8% (65) of the respondents totally disagreed and 40.4% (80) disagreed that
their salary satisfaction is high as a family physician. With the HTP, one of the most
significant changes was the type of employment of the primary health care services
personnel (Ilgiin & Sahin, 2016). Whereas before the Family Medicine practice
initiated by the HTP, the primary health care services personnel worked on a salary
basis, after the health care reform, with the initiation of the Family Medicine practice
in Turkey, they were started to be paid on the basis of the number of the working days
and performance as they were employed as contractual worker (Ilgiin & Sahin, 2016).
With the Family Medicine practice in Turkey, the family practitioners were forced to
work without job security through the contractual working enforcement. It is stated by
the MoH that capitation plus performance-based system of payment raised the family
physicians’ salary by 138% (Akdag & Erkog, 2012; Cesur et al., 2017). However, this
increase in the salaries of the family doctors took place only at the beginning. Later,
the reel salaries of the family physicians decreased year by year when they finally
started to think that after years of labor that they effort, they were getting payments
which are closer to the numbers that they deserved (Algin et al., 2004; Cesur et al.,
2017). Also, due to the fact that in the Family Medicine Scheme, the family physicians
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are responsible for the payments made to the other health care personnel working
together with them, the rent of the family health center that they are working in it, the
bills and expenditure related to the working place and their job such as electricity,
water, internet, the computer that they have to use during the examinations and so
forth, their salary continued to decrease (Tiirkbayrak et al., 2011). Tiirkbayrak et al.
(2011) used the metaphor of “craftsman” for the new enforced position of the family
physicians. Also, as Tiirkbayrak et al. (2011) stressed that there is an income inequality
among the family physicians in Turkey just as many other areas have and they have to
have extra jobs to live in dignity. The results of this questionnaire depict that the great
majority (148 out of 198 respondents) of the respondents are not satisfied with the
salaries that they get as family physicians. The result of the question on the salary
satisfaction of the questionnaire is parallel to the research conducted before
(Turkbayrak et al., 2011). Tirkbayrak et al. (2011) revealed that 46.7% of the
respondents attending to the research were not satisfied with the salaries that they were
paid as family physicians. The questionnaire of this thesis supported to the findings
reached before on the issue of salary satisfaction. These findings depict that the great
majority of the family physicians (198) who attended to the questionnaire of this thesis
do not have a high job satisfaction while practicing their occupation in Turkish practice

of the Family Medicine Model.

Question: My job satisfaction is high as a working family physician.

Totally disagree
Disagree
Neutral

Agree

Totally agree

Figure 12. The thoughts of the respondents on salary satisfaction as family physicians
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Whereas 27.3% (54) of the respondents totally disagree with the proposal stating that
the family physicians’ job satisfaction is high, the 33.8% (67) of the respondents
disagree with it. Only 1 of the 198 respondents (0.05%) totally agreed that s/he has a
high job satisfaction while working as a family physician. Whereas 16.7% (33) of the
respondents think that they have a high job satisfaction as family doctors, 21.7% (43)
of the respondents are neutral to the statement. The findings of the questionnaire of
this thesis challenged the research findings in the literature (Sezgin et al., 2018;
Tengilimoglu et al., 2016). Tengilimoglu et al. (2016) conducted a research on the
family physicians in Turkey and the research revealed that the respondents generally
satisfied with the Family Medicine practice in Turkey. Also, the research of the Sezgin
et al. (2018) pointed out that the 33.3% of the respondents have high job satisfaction
as family doctors in Turkey but the research conducted only 36 family physicians,
which is not an enough number for validity and Tiirk Saglik-Sen (2013) revealed in a
research that 55% of the family physicians who responded to the questionnaire were
partially satisfied with the Family Medicine practice in Turkey. Also, Tekin et al.
(2014) observed that the family physicians and other family medicine personnel who
were respondents were partially satisfied with the practice of Family Medicine System
in Turkey in the research that was conducted in the province of Malatya. Whereas the
findings of this thesis challenged some of the research in the literature, there is also
similarities with several other research. Tiirkbayrak et al. (2011) found out that the
52% of the respondents who were family physicians in the province of Bursa were not
satisfied with the Family Medicine System’s implementation in Turkey and the

findings of this thesis is parallel to that research’s findings.
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Question: Family Medicine Scheme provides a safe job and working environment /

conditions to the family physicians.

Totally disagree
Disagree
Neutral

Agree

Totally agree

Figure 13. The thoughts of the respondents on job/ working environment provided by
the Family Medicine

58.1% (115) of the family physicians attended to this questionnaire totally disagree
with the statement arguing that Family Medicine Scheme offers a secure job
environment and conditions while 31.8% (63) of them disagree. Also, some of the
respondents addressed that the issue of security, abasement, the working conditions
and environment, feeling themselves unsafe, harassment coming from patients and
even violence coming from patients or their relatives are the greatest challenges that
they are faced with while practicing their occupation as family physicians in Turkey.
The Family Medicine Scheme initiated by the HTP and which altered the way of
employing the primary health care physicians into contractual workers (Soyer et al.,
2007). Before the Family Medicine Scheme foreseen by the HTP in Turkey, the
general practitioners working at the primary health care services were regarded as state
officers with salary-based payment but with the HTP family physicians were started
to be hired as contractual workers (Giines & Yaman, 2008). This contractual-based
employment model caused family physicians in Turkey to feel themselves insecure in
terms of their occupational position as several family physicians attended to the
questionnaire of this thesis stated specifically that they feel themselves insecure during
the work. Some of the respondents of the research of this thesis stated the violence
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against family physicians as one of the reasons for them to feel insecure, which is
going to be evaluated later under the open-ended question in the questionnaire is going

to be analyzed.

Question: The responsibilities, duties and workload encumbered to the family

physicians are quite high.

Totally disagree
Disagree
Neutral

Agree

Totally agree

Figure 14. The thoughts of the respondents on the workload of family physicians in
Turkey

Whereas the 68.7% of the respondents totally agree the statement argued that the
workload and duties of the family physicians are quite high, the 27.8% (55) of the
respondents agree with it. Therefore, vast majority of the respondents believe that they
have a high workload while they are practicing their occupation in Turkey. Besides,
many respondents replied the open-ended question which tried to address the greatest
challenge of the family physicians in Turkey and they stressed that the over-workload
which continues to increase day by day, drudgery work, obligation to do work which
are not duty of the family physicians legally and being incapable of fulfilling basic
duties due to the other unimportant work. At this point, the findings of the thesis are
parallel to the previous research in the existing literature. In the research that (Ocek et
al., 2014) conducted with the family physicians expressed that their workload is quite
high. Also, the Family Medicine Satisfaction Questionnaire conducted by Tiirk Saglik-
Sen in 2013 showed that the 85% of the family physicians agreed to this.
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Question: Family Medicine Model is a convenient way of provision of primary health

care services to Turkey.

Totally disagree
Disagree
Neutral

Agree

Totally agree

]

Figure 15. The thoughts of the respondents on the convenience of the Family Medicine
Model to Turkey

19.2% (38) of the respondents totally disagree and 23.7% (47) of the respondents
disagree the statement stating that Family Medicine Model is convenient type of
provision of primary health care services in Turkey. Whereas 6.1% (12) of the
respondents totally agree and 27.8% (55) of the respondents agree the statement in this

question, 23.2% (46) of the respondents were neutral to the statement.

Question: Please evaluate the practice of the Family Medicine System in Turkey.

Very good
Good
Average
Bad

Very bad

Figure 16. The overall evaluation of the practice of Family Medicine in Turkey by the
respondents
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The 7.6% (15) of the respondents think that the Family Medicine System’s practice in
Turkey is really bad and 25.8% (51) of the respondents think that it is bad. Whereas
2.5% (5) of the respondents believe the practice of Family Medicine in Turkey is really
good, the 15.7% (31) of them believe it is good. However, the greatest proportion
belongs to the respondents (48.5%) thinking that the Family Medicine implementation
in Turkey is only average. The findings of this thesis are similar to the ones conducted
before. For instance, the family physician satisfaction with the system was measured
by the Tiirk Saglik-Sen in 2013 and according to findings of the research, 55% of the
respondents are partly satisfied with the Family Medicine’s practice in Turkey (Tiirk
Saglik-Sen, 2013).

Question: I think of quitting my job as family physician.

Totally disagree
Disagree
Neutral

Agree

Totally agree

Figure 17. The thoughts of the respondents on quitting their jobs

The results of this question is complicated to analyze as vast majority could not be
established. 8.1% (16) of the respondents totally do not and 15.2% (30) of the
respondents do not think quitting their family physician job. Whereas 10.1% (20) of
the respondents totally think of quitting their job and 28.8% (57) of the respondents
think of quitting their jobs. The vast majority of the respondents are impartial / neutral
to this statement. In the research conducted by Tekin et al. in 2014 on the family
physicians working in the province of Malatya, the 17.5% of the participants
responded that they think of quitting their job and as similar to the questionnaire
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findings of this thesis, vast majority prefer to be neutral to this question. The 28.9% of
the respondents who think of quitting their job stated that they consider quitting due
to high-workload, 14.5% of them due to low salaries, 11.9% of them due to the
approach of the administrative bodies, 7.5% of them due to the working environment
/ conditions and 7% of them due to occupational dissatisfaction (Tekin et al., 2014).

4.1.3. Neo-liberalism

Question: Performance-evaluation and penalties for the family physicians make

family physicians feel themselves under pressure.

Totally disagree
Disagree
Neutral

Agree

Totally agree

Figure 18. The thoughts of the respondents on the negative impact of the performance
evaluations and given penalties to the family physicians in Turkey

The great majority, which contained 60.1% (119) of the respondents who totally
agreed and 31.8% (63) agreed, think that the performance-evaluation and penalties
given to them feel themselves pressured while working as family physicians. As it was
mentioned in this thesis before, the salaries of the family physicians in Turkey are paid
through a system based on capitation plus performance as they are working under a
contracting scheme. This contracting scheme has an aspect which is the fact that the
failures to meet the performance may result in salary cuts which might be up to 20%
of their payments (Ocek et al., 2014). Also, repeated failures in meeting the
performance targets for the family physicians might result in contract determination

(Cesur et al., 2017). Due to such enforcements initiated with the neo-liberal policies
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embodied in HTP make family physicians in Turkey as if they have to fulfil all the
requests coming from the patients due to the fear of penalties including payment cuts
(Ocek et al., 2014). One of the other issues resulting from this fear and pressure of
penalties given to the family physicians in Turkey is wrong practices in terms of
medicine. For instance, as Tiirkbayrak et al. (2011) stressed that some of the family
physicians prefer to write the prescriptions that their patients would like to even if the
pharmaceuticals that is prescribed are not proper or good ones for the patients’ well-
being. At this point, some unpleasant implementations are done by several family
physicians due to the fear of penalty, losing money or their patient. Sometimes, due to
this fear, family physicians might and do cause wrong or misleading data or reports in
Turkey (Ocek et al., 2014). For instance, in the research prepared and conducted by
Ocek et al. (2014), one of the interviewees, who was working as a family physician in
Turkey, stated that s/he sometimes report the statistical data of the vaccination as 100%
even if it is not after trying to reach the person who is supposed to get vaccinated but
s/he could not make the patient come to the Family Health Center. This family
physician confessed it and explained that s/he would not like to get penalty or salary
cut (Ocek et al.,, 2014). Also, some of the respondents stated in the open-ended
question addressing the greatest challenge of the family physicians in Turkey that
sometimes they had to do some work that they do not want to just for not losing their
patients or do not experience a penalty or payment cut applied after a legal complaint
of the patient. At this point, as in the research conducted by Tiirkbayrak et al. (2011),
the family physicians in the province of Bursa stated that they think the performance
evaluations done by the MoH have a punishing attitude more than having a
promotional one. In addition, some of the respondents stated that the fear of the penalty
or performance-evaluation for the physicians inside the Family Medicine System puts
pressure on them together with the fact that the enforcements are only for the
physicians. For instance, if a physician is responsible for the vaccination of the patients
registered to them, at this point, the patients must also share this responsibility.
However, many respondents stated that they have to try hard to reach patients and
make them come to the Family Health Center for the required tests, scans or
vaccinations. One of the respondents of the questionnaire specifically stated that if a

patient does not apply to the Family Health Center for the required vaccination for the
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sake of the community health, then it is not the physician’s fault and because of this
reason, the enforcements must also be made for the patients instead of imposing a
penalty on physician or making payment cuts. It seems that many of the family
physicians who participated to the questionnaire think that the enforcements must be
reciprocal including also the patient dimension because these implementations
required mutual effort and respect. To sum up, the findings of this thesis on this
question which is about performance-evaluations and penalties that family physicians
experienced in the practice of Family Medicine in Turkey affirmed these previous

researches in the literature.

Question: Family Medicine System is a result of privatization of the primary health

care services.

Totally disagree
Disagree
Neutral

Agree

Totally agree

Figure 19. The thoughts of the respondents on the relevance of the Family Medicine
with privatization of the health care services in Turkey

The 21.2% (42) of the respondents totally agree and 39.9% (79) of the respondents
agree the argument stating that Family Medicine System is a consequence of
privatization of the primary health care services. Therefore, the great majority of the
respondents in this questionnaire believe that Family Medicine System in Turkey is a
result of the privatization trend for the health care services which accelerated with the
HTP. HTP had a privatization goal which envisioned a re-structuring of the public
health sector on the basis of neo-liberal policies and which suggested making central

elements of market elements and mechanisms in the organization and provision
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dimensions of the health care services in Turkey (Tirkbayrak et al., 2011). HTP
reflected “social neo-liberal” approach through suggesting privatization and
marketization policies in the health care (Agartan, 2012; Soyer et al., 2007). The field
of health care was transformed into a field in which the profit might be made and in
which buying-selling might be practiced (Tiirkbayrak et al., 2011). The transormation
in health care system in Turkey took place through privatization, promotion of private
investments and MoH’s withdrawal from the dimension of provision of the health care
services. It might be argued that the privatization of the health care services in Turkey
substiantially ourbroke within the primary health care services through the Family
Medicine because as it was mentioned before in the thesis, one of the main components
of the HTP is the Family Medicine Model, which was suggested under the
privatization of the primary health care services (Tiirk Tabipleri Birligi, 2006).
Tiirkbayrak et al. (2011) suggested that the Family Medicine Scheme in Turkey was
not established accordingly to the needs of the health but it was set up for the market
elements, customer satisfaction, new understanding of health which is based on
consumption and it pave way to market mechanisms to grow within the primary health
care services. Therefore, as Tiikel (2010) suggested, HTP is a mask which initiated
privatization of the health care services, notably the primary health care services via
the implementation of the Family Medicine System in Turkey and majority of the

respondents agree this.
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Question: Family Medicine System in Turkey creates an unpleasant competition
among the family physicians which affects performance of the physicians negatively

and hurts the medical ethics.

Totally disagree
Disagree
Neutral

Agree

Totally agree

40,9% I

Figure 20. The thoughts of the respondents on envisioned competition among the
family physicians within the practice of the Family Medicine in Turkey

The 42.9% (85) of the respondents totally agree the statement above which argues that
Family Medicine practice in Turkey causes an unpleasant rivalry among the family
physicians which has a negative impact on their performances and erodes the medical
ethics. At this point, the great majority of the respondents believe that the competition
is created by the Family Medicine Scheme and it has negative impacts on their
occupational performance. TMA (2006) argued that the settled market understanding
and competition environment brought unethical and even community health
threatening implementations together (Tiirk Tabipleri Birligi, 2006). With the Family
Medicine Scheme initiated by the HTP, the patient-physician relationship eroded due
to the competition envisioned by the neo-liberal policies suggesting privatization. As
Tiurkbayrak et al. (2011) suggested that the experienced problems for having the
others’ patients due to the competition element positioned in the Family Medicine
Scheme breaks the peace in the working environment and these incidents are the
reflection of the competitive attitude. Even if the MoH named such a competition as

“sweet” (Tiirk Tabipleri Birligi, 2003), vast majority of the respondents
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who are working as family physicians seemingly do not agree with that statement of
the MoH and they have unpleasant feelings / thoughts on the rivalry element suggested
by the neo-liberal the HTP.

4.2.The Open-ended Question:

Question: What is the biggest challenge that you are faced with while working as a
family physician?

Under the title of this open-ended question, the answers given by the respondents
which cannot be categorized into the other questions’ topics are going to be presented

and interpreted.

4.2.1. Patient-centrism of the Family Medicine System

One of the most remarkable subjects among the answers given to the open-ended
question asking the greatest challenge of family physicians’ in Turkey might be fit into
the title of “patient-centrism of the practice of the system” in Turkey. Many family
physicians attending the questionnaire addressed that the patient-centrism feature of
the system as the greatest challenge that they have to face in their daily-professional
lives. One of the respondents stated that the practice of the Family Medicine in Turkey
IS not appropriate to the European standards and it relies on almost merely a patient-
satisfaction with the system as Yenimahalleli Yasar (2011) stressed that the improving
patient satisfaction is one of the main motivations behind the Family Medicine System.
The nature of the system was tended to be patient centered as it was built around this
satisfaction dimension of the patients in the primary health care. At this point, one of
the respondents said that whereas patients have extreme rights which causes unlimited
demands from the physicians, the physicians are suffered from the dimension of
personal rights. Due to the fact that patient-satisfaction is one of the major components
of the Family Medicine Scheme proposed by the HTP, patients sometimes have
unlimited or even illegal demands from the physicians such as misleading health
reports or prescription of unproper or unnecessary drugs. In such cases, as family
physicians stressed that in the thesis research, patients might threaten the physicians
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in terms of registering other physicians or make a legal complaint about the physician
who probably have a penalty or be exposed to investigation.

Also, under this topic, several physicians responding to this questionnaire stated
that they suffer from the fact that responsibilities such as vaccination, periodical
medical scans and pregnancy-monitoring are regarded as one-sided in the Turkish
practice of the system. Due to this patient-centric model of the primary health care
services, patients have an unlimited expectations as if their all demands are
mandatorily met by the family physicians; investigations, penalties and enforcements
are imposed only to the physicians and the answers of the respondents depicted that
many of the family physicians feel themselves suffering from this overly patient-
centrism of the practice which is beyond the patient-orientation component of the
philosophy of Family Medicine. Moreover, many respondents of the questionnaire
think that this overly patient centrism is also combined with the dimension of

bureaucracy and administrative dimensions.

4.2.2. Bureaucracy and Administrative Issues

Many physicians responded to the questionnaire think that the unlimited patient
demand and patient-centrism are consolidated with the bureaucracy and the attitude of
the primary health care administration institutions due to unclear bylaws, differences
in the implementation of the rules in different provinces and the attitude of them
towards the Family Medicine workers. In this sense, some respondents suggested that
the absence of standardization in implementations is a great problem in the Turkish
practice of Family Medicine Scheme. Some of the family physicians attended to the
questionnaire stressed that they do not feel as if the Ministry that they are working
under, do not support them. On the contrary, they stated that they feel the MoH’s effort
to support the patients in the most cases. One of the respondents specifically stated
that s/he are not able to find addressee in the administration for the problems that they
are faced with during the work. One of the other respondents addressed the absence of
the undetermined common behavior and rules between the doctor and patient as a
greatest challenge. Some of the respondents feels uncomfortable about the attitude of

the administration towards them as administration generally supports the patients and
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punishes or investigates the doctor. Some of the physicians who were part of suffer
from the administration’s effort to encumber the responsibilities which are not covered
by the bylaw. One respondent suggested that the administration sometimes have
arbitrary actions in terms of the application of the rules and bylaws in different regions
due to the absence of standardization for administrators to apply sharply. Finally, one
of the respondents shared that s/he suffer from the implementations that are taken into
practice and enforced without consulting the family physicians who are going to put
these into practice. More importantly, also many respondents addressed the violence
as the greatest challenge and some of them stated that the attitude of the administration
towards them might be a strengthening factor for the likelihood of exposing violence.

4.2.3. The Issue of Violence Towards Family Physicians

Several respondents confide that the violence in the health care is the major
challenge that they are faced with during their daily occupation. It is significant to
stress the fact that these respondents do not think the family physicians are the ones
who are exposed violence, they use the word health care “workers” referring to all
health care personnel. Some of the respondents of the questionnaire also mention that
violence sometimes come with humiliation. One respondent specifically stressed that
the family physicians generally are exposed verbal violence of the patients or their
relatives in the case of not needing their illegal requests. One of the family physicians
responded to the questionnaire articulated that s/he is not feeling safe during the work.
One respondent enunciated that due to flaws in the implementation the practice of the
system makes health care workers susceptible to violence. One of the respondents
suggested that the security must be established and sustained inside the health care
sector. Also, one of the respondents propound that the absence of a “Law on Violence
in Health Care” is the greatest difficulty that they faced with in their occupational life

as family physicians in Turkey.
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4.2.4.  Official Documents Given by the Family Physicians

Many respondents attending the questionnaire voiced that the subject of official
documents that can be taken from the family physicians as the major difficulty in their
work. Many family physicians in the questionnaire, stated that patients demand illegal
documents such as medical reports and prescriptions. For instance, many of these
respondents who suffer from the official medical documents issue stated that there are
a host of patients who does not come and apply the physician but one of their relatives
do and try to make the physician prescribe without examining the patient
himself/herself. Also, some of the respondents articulated that patients sometimes
request unmethodical medical reports. To illustrate, several respondents voiced that
many patients demand sick leave report even if they do not have an illness but try to
use the report as an excuse in their daily lives. Several respondents stated that they
suffer from the greatest difficulty to explain the fact that they cannot prescribe the
pharmaceuticals that patients demand under those circumstances or they cannot
prepare a medical report for what the patients demand.

Besides the illegal document demands, the respondents stressed that the official
paper works given as responsibility to them caused too much workload. Some of the
family physicians responded to the questionnaire articulated that the medical reports
are required for almost doing anything in the daily life including registering a sports
center, starting to a dance course, starting for a new job and even renewal of the driving
licenses. At this point, many of the respondents think that all of these are too much
and unnecessary.

One of the respondents explain the situation related to official documents issue through
regarding this unlimited official document demand of the patients as consumption
oriented.

4.2.5. Decreasing Physician Dignity

Some of the family physicians voiced that they feel their dignity of being
physician is gradually decreasing in Turkey. One of the respondents mentioned that

sometimes patients do not regard them as medical doctor but patients have a
79



predisposition to see them as an authority for signature due to the current bureaucracy
and duty of authorizing official medical documents. One of the family physicians
stated that some patients consider them as workers whose salaries are paid by
themselves due to the overly reliance of the system on patient satisfaction. Some of
the respondents noted that they suffer from the disrespect of the patients while

practicing their job as family physicians in Turkey.
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CHAPTER 5

CONCLUSION

As Alma Ata Declaration (1978) stressed the significance of the primary health
care services among a health care system in the sense that it is the essential health care
services which can be considered as a foundation of building a health care system
through indirectly shaping the other levels of the health care services and it might
contribute to establishment of a cost-efficient health care system, countries have
started to realize the significance of these services. In the existing literature and the
medical academic environment, the Family Medicine Scheme is considered as one of
the most effective ways of organizing the primary health care services due to its
functions such as gatekeeping, reducing the health expenditure and costs inside the
health care and patient-orientation with a detailed monitoring and examination process
(World Health Organization, 1978). This comparatively new medical specialty field
have been existed for over twenty years in Turkey as the departments of Family
Medicine started to be established all over the Turkish universities and it started to
spread. However, the Family Medicine Scheme has been difficult to apply accurately
in our country due to several reasons including the fact that it is comparatively new
field and the way of organizing the primary health care services, the absence of the
required components to apply it effectively and the fact that it is the opposite of the
opposite of the previous way of organizing the primary health care services brought
by the neo-liberal positioned Health Transformation Program of 2003 (Yenimahalleli
Yasar, 2011; Agartan 2012; Soyer et al., 2007; Tiirk Tabipleri Birligi, 2006).

The findings of the questionnaire show that the Family Medicine practice is
not functioning well in Turkey due to the neo-liberal elements brought by the HTP and
its failure to most of the objectives together with the absence of the required
mechanisms. Also, the personal experiences of the family physicians attended to the
questionnaire supported the argument of this thesis. The objectives of the Family

Medicine such as costly effective primary health care, prevention of the accumulation
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of the patients in the secondary and tertiary health care institutions and the absence of
the chain of referral mechanism, together with the neo-liberal elements injected into
the Turkish health care system such as performance evaluations, penalties and
competition envisioned for the family physicians prevent the practice of the Family
Medicine in Turkey from being a well-functioning one. As the family physicians’
personal experiences supported, from the perspectives of them, the argument of the
thesis on the functionality of the practice in Turkey is justifiable.

In the existing literature, there are host of research conducted on the Family
Medicine practice in Turkey. Yet, these research mostly are based on the patient-
satisfaction as their researchers believed that this is a determinant for the evaluation of
the practice (Ozata, Tekin, & Oztiirk, 2016; Baltaci et al., 2011; Bostan & Havvatoglu,
2014; Barig, Mollahaliloglu, & Aydin, 2011). Due to such a literature gap, this thesis
aimed to evaluate the practice of Family Medicine through learning whether family
physicians in Turkey think that the family medicine in Turkey is a related to the
privatization trend for the services which were provided publicly, the practice is
functioning well or not and if they think that it does not function well, discover the
reasons behind this problematic implementation. In order to achieve this, in the
framework of this thesis, a questionnaire was conducted with the family physicians
and family medicine specialists who currently work as family physicians in Turkey.
The questionnaire was prepared through benefiting the previous research of the
existing literature on the same topic and the theoretical framework revealing the
components and applications required for a well-functioning family medicine practice.
This questionnaire was conducted online through an online questionnaire platform and
198 family physicians and family medicine specialists who currently work as family
physicians all over the Turkey responded to the questionnaire. The questionnaire
consists of the questions related to the suggested components of the family medicine,
problematic parts of the practice which revealed through previous research and in the
light of these, potentially problematic parts of the practice that might be thought so by
the physicians. The questionnaire is composed of seventeen “S Point Likert Scale”
questions and one open-ended question aiming to learn the biggest challenge family

physicians in Turkey confronted in their daily professional life.
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The research in thesis revealed that the family physicians in Turkey who
responded to the questionnaire think that family medicine practice in Turkey provided
patients with equal and easier access to the primary health care services and also a
detailed patient monitoring or examination for the physicians. However, the
problematic elements of the practice which considered so by the respondents
outweighs the positive ones.

Most of the respondents think that a well-functioning chain of referral is
prerequisite for running a well-functioning family medicine practice in a country,
which was envisioned in the Turkish case with the HTP reform document at the
beginning but does not exist currently in Turkish health care systems. As it was stated
and clarified in this thesis before, chain of referral mechanism is quite significant for
controlling the health care costs within a health care system and having a costly
effective health care system as it encumbers family physicians with a role of
gatekeeping (Aytekin, 2012; Celik, 2011; Ener & Yelkikalan, 2003, Metsemakers,
2012; Starfield, 1998).

Many of the respondents are not much satisfied with their salaries as family
physicians and their job satisfaction is not high.

Also, majority of the respondents think that the performance evaluation and
penalties for the family physicians in Turkey brought by HTP, which is a neoliberal
stance policy document, caused a competition among family physicians affecting the
medical ethics and the performance of the physicians. In the open-ended questions,
many respondents stated that their responsibilities and workloads are so high and as
contractual employees, they are exposed performance evaluation and sometimes even
get penalties including payment cuts or contract extermination. Many respondents
stated that they feel themselves under pressure due to these performance evaluations
done by the Ministry of Health of the Republic of Turkey together with the overly
patient-centric family medicine practice in Turkey. Many respondents see this overly
patient centrism as the greatest challenge that they encounter every day while working
as family physicians in Turkey. Majority of the respondents stated that the patients
generally have quite high expectations from them and sometimes they have illegal
requests which are beyond the authorization of the physicians such as prescription or

issuing official documents like reports which they are not able to do. Respondents
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stressed that in such cases, they are threatened by their patients for registering another
family physician or make complaint to the Ministry of Health. These respondents think
that the approach of the Ministry towards themselves is not a constructive one but
punishing one due to such over patient-centric understanding within the new health
care system envisioned by the HTP.

Also, majority of the respondents think that the administrative issues such as
the unclear definition of the duties and jurisdiction of the family physicians due to
unclear by-laws and legal regulations causes the differentiation in the implementation
for physicians and increasing workload for them day by day. As these respondents
suggested, since the duties are not clear enough, brand new responsibilities are given
to the family physicians such as new envisioned report or official document. Also,
some of the respondents stated that sometimes they feel themselves as if they are a
bureaucratic office issuing official documents rather than a physician diagnosing and
treating the patients due to their new role with the family medicine and they argued
that their patients also think so.

Whereas majority of the respondents do not believe that they have a safe
working conditions and environment while working as family physicians in Turkey,
many respondents suggested in the open-ended question that the safety is the greatest
difficulty that they experienced.

In a question, the respondents were asked to evaluate the practice of family
medicine in Turkey and majority of the respondents think that it is bad or average.
Also, vast majority of the respondents think that the family medicine practice in
Turkey is a result of the privatization of the health care services.

In the light of the aforementioned issues in the practice of family medicine in
Turkey, policy makers might be able to re-consider the family medicine policy with
its non-functioning implementations. For instance, policy makers should consider
improving the conditions related to infrastructure through giving the role of providing
infrastructural elements such as electricity, water, the other personnel of the health
care centers. The policy makers might re-consider the privatization of the health care
services and turn back to the social state understanding in which a state responsible to
financing of the areas of the social policy and providing the basic infrastructure for the

implementation of a policy.
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Together with the infrastructural issues, the MoH and policy makers might take
a measure to reduce the population of the registered patients to each family physician
or they might encourage the new-graduated practitioners to choose make a career in
the field of family medicine through some incentives like raise in the salaries of the
family physicians or improve the conditions for them while working as many
respondents of the questionnaire think that their salaries are not satisfactory. If these
measures are taken, the detailed patient monitoring goal of the family medicine also
can be achieved.

Also, the MoH should realize the positions of the family physicians are not
sufficiently strong to lower the health care costs which is the essential goal of the
family medicine. The MoH might be able to achieve this with a strengthening the
position of family physicians within the Turkish health care system through allocate
gatekeeping function to them and ensuring that this strong position of them is
functioning well in the practice as well. Besides, as a great majority of the respondents
think that a well-functioning family medicine practice requires an effective mechanism
of chain of referral which currently does not exist in the Turkish family medicine
practice. At this point, as one of the other ways of reducing the health care costs within
the health care system, the MoH should consider establishing and sustaining a well-
functioning chain of referral mechanism. The chain of referral mechanism also may
contribute to the prevention of the patient accumulation in the secondary and the
tertiary health care services which is one of the main targets of the family medicine
model in Turkey.

Moreover, as many physicians attending the questionnaire within the
framework of this thesis mentioned that the administrative bodies for the family
medicine structure somehow cause uncertainties in the daily actions of the family
medicine practice. Some of the respondents suggested that there is a difference in the
implementations in different regions or in different family health centers due to this
uncertain bylaw of the family medicine and unclear job definition. This unclear job
definition of the family physicians, as they stressed, cause an increase in their
workload as new duties are given to them day by day. For instance, many respondents
think that the unclear definitions of the duty of family physicians, the limits of their

jurisdiction and the burdening of the new duties which are not determined clearly
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whose responsibility are these prevent family physicians from work functionally. At
this point, many respondents continuously added official reports duties for them
increases their workload and prevent them practicing their actual duties which are
curative services. Also, some of the respondents mentioned that they sometimes feel
that the provincial directorates are positioned against themselves with a punishing
attitude more than a supporting one. The given punishments such as payment cuts and
contract extermination possibility might prove the point made by the family physicians
responded to the questionnaire. As it might be understood, the family physicians in
Turkey need to be approached in a more motivating attitude.

Majority of the respondents stated that the system is quite patient-centric and
this patient centrism together with the punishing attitude of the bureaucratic make
easier for patients to have extreme demands which are not their legal rights. The
punishing attitude and very extensive job definition of the family physicians creating
a high workload also settle the patients’ attitude towards the family physicians. These
might be prevented through a change in directorates’ and the MoH’s attitude shaping
the positions of the family physicians inside the health care system. It seems that this
attitude needs to be altered because the vast majority of the respondents think that the
penalties and performance evaluations, which are suggested elements of neo-liberal
policies, make feel themselves under pressure while they are performing their duties.
The penalties and performance evaluations also create for physicians a fear of losing
their registered patients along with the losing their jobs. This fear also sometimes
causes wrong actions of the doctors such as inappropriate or unnecessary prescriptions
for the patients’ health. Such actions increase the competition between the family
physicians as some patients would like to register to the physicians who fulfil their
demands. As some respondents stated, some of the family physicians take such actions
in order to fulfill the patients’ demands and not to lose them. At this point, the ministry
might consider performing less frequently the performance evaluations and penalties
given to the physicians and try to find other ways to keep the balance between the
patient demands and the positions of the physicians. Otherwise, the argument of the
family medicine on strengthening the patient-physician relationship cannot be

improved properly.
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Finally, some of the respondents stated that the violence against the health care
personnel including the family physicians must be prevented. Many respondents
mention that they do not feel themselves safe while they are working. Together with
the risk of losing their jobs, they also do not have a great security in the family health
centers. At this point, the MoH might consider issuing a regulation initiating having a
mandatory security personnel in each family health center.

To conclude, absence of the complementary mechanisms of family medicine,
the attitude of the Ministry towards the health care personnel, the neoliberal elements
brought by HTP such competition, performance evaluation and patient centrism into
the primary health care services prevent Turkish practice from being a well-

functioning one.
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