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Background

Even before the 1978 Declaration of Alma-Ata highlighted
primary health care (PHC) as a key component of effective
health systems (7), Turkey prioritized the building of a
functional PHC system. The Socialization Law of 1963
established state-owned health centres and health posts to
provide preventive and curative primary care services (2,3).
These health centres were led by physicians and supported
by teams of nurses, midwives, health technicians and
medical secretaries, while health posts were staffed by
midwives; together, these facilities formed the foundation
for community-based PHC (4). By the 1990s, Turkey's PHC
system had become highly fragmented; it was governed by
two ministries and regulated by multiple health insurance
schemes, with only 66% of the population covered by health
insurance (5,6). Provider absenteeism and poor quality of
care at health centres led many patients to bypass health
centres and seek care directly from hospitals and private
facilities (5,6). The result was widespread overcrowding at
higher level facilities and increased costs of care, with out-
of-pocket expenditures representing up to 40% of total
health expenditures (7). Persistent human resources for
health (HRH) shortages resulted in low doctor-to-patient
ratios and significant geographical disparities in staffing and
skill mix (5). By the early 2000s, there was a clear need to
reform primary care services to improve access to care and
health outcomes such as infant and maternal mortality and
life expectancy, which lagged behind other middle-income
countries (5,6).







Transforming PHC in Turkey

In 2003, the government of Turkey, led by the Ministry of Health (MoH),
launched the Health Transformation Plan (HTP), in conjunction with the World
Bank and the World Health Organization (WHO). The HTP ambitiously aimed to
provide universal health coverage and financial risk protection, and to increase
patient and provider satisfaction by improving access to high-quality health
care. The first phase of the HTP (2003-2008) was designed to strengthen HRH
and information systems, build the capacity of health insurance organizations
and reorganize health care delivery services (2). The second phase of the HTP
(2009-2013) focused on piloting a performance-based financing model for
preventive health care services and on building the capacity of the state health
insurance system (2). The HTP required an investment of US$ 135.72 million
(US$ 60.6 million in Phase I, US$ 75.12 million in Phase 2) by the World Bank
and the Government of Turkey, with additional technical assistance from WHO.

In 2004, Turkey introduced the family practice model as a fundamental HTP
reform to address access and equity gaps in health care. The model was
piloted in the city of Diizce, scaled up to 33 provinces from 2005-2008, and
implemented nationwide by 2010 (7,8). The family practice model established
family health centres (FHCs) and community health centres (CHCs) as the
backbone of first-contact care, and mandated that all primary care covered

by state insurance be provided in FHCs (8,9). Led by a family doctor and an
auxiliary health care worker, FHCs provide individualized preventive, diagnostic,
acute, chronic, rehabilitative and counselling services (with targeted provision
of home care); they also coordinate care with higher level facilities (3,8). Each
family doctor provides care to 10004000 registered patients in their FHC's
geographical catchment area, and patients have the option to change their
family doctor every 6 months (70). This geographical empanelment process
with voluntary change option was designed to promote patient—doctor
relationships and facilitate continuity of care, although it posed barriers for
migratory populations (7). At the same time, FHC infrastructure was upgraded
and expanded, with 6250 new FHCs established by 2011 (7). A new cadre of
providers called field coordinators collaborated with FHCs to evaluate services,
identify and solve challenges, and serve as a communication link with relevant
stakeholders in the MoH (7). To complement the FHCs, CHCs were tasked with
implementing community-level public health interventions, including school and
occupational health services, epidemiological data collection and communicable
disease management (8).







An estimated 20 000-45 000 family doctors were needed nationwide to fully implement
the family medicine model, but there were only 1200 family doctors in Turkey in

2004 (4). To address this gap, the HTP re-trained primary care doctors to recertify as
family doctors via an intensive 10-day training followed by a 1-year programme (2,3). In
addition, medical schools increased their enrolment to accommodate the accompanying
influx of new primary care practitioners, and developed a 3-year postgraduate family
doctor training programme (3, 77). These policy interventions successfully led to the
establishment of nearly 20 000 new family medicine teams from 2005 onwards (70).
However, geographical HRH disparities persisted, with the eastern and southeastern
regions of Turkey continuing to experience HRH shortages (3,5). To promote more
equitable geographical distribution of doctors, the MoH mandated that graduating
doctors spend 2 years of service in the eastern region, followed by service in the public
sector (either in the doctor’s home district or a second choice) (2,4). To further incentivize
work in the eastern region, the MoH set higher reimbursement rates for providers

in understaffed districts (3). Opportunities remain to improve postgraduate training

for family practice, such as instituting a required minimum rotation at family practice
sites (rather than hospital settings) and improving the engagement of family practice
academic departments during training (717).

The family practice model initially included a mandatory referral system in which family
doctors acted as gatekeepers to specialized care, with co-payments instituted for patients
who bypassed FHCs (4). This system was intended to reduce patient overcrowding and
unnecessary consultations at higher level facilities (4); however, in practice, it put a heavy
burden on family doctors as gatekeepers to all specialty care (72). Consequently, the
MoH removed the referral requirement and allowed patients to seek care directly from
specialists. Although this eased the burden of referrals for family doctors, some felt it
diminished their role as first-contact providers (8).

The family practice model also included pivotal health financing reforms to incentivize
providers to remain in primary care. From 2005 onward, the government contracted
family doctors to provide primary care. Remuneration was based on fixed salary,
capitation payments per patient treated and additional performance-related payments
based on preventive service provision and facility readiness indicators. This resulted

in increased remuneration for family doctors and a shift toward voluntary public
practice (7,13, 14). Concomitant with these reforms, the Social Security and Universal
Health Insurance Law of 2008 established the Social Security Institution (SSI) and created
the Green Card Program (finalized in 2012) to consolidate state insurance schemes into a
single purchaser model. In this model, SSI assumed responsibility for all health financing
functions and extended insurance coverage to all Turkish citizens, thereby increasing the
financial accessibility of health care (75).
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The introduction of the family practice model, along
with the HRH and health financing reforms, led to
marked improvements in primary care use over a
relatively short time. The volume of annual primary
care visits increased from 74.8 million to 244.3

million (2002-2011) (3,13), and the number of PHC
consultations per person increased from 1.75 to 2.83
(2002-2013), with the introduction of the family
practice model being associated with an increase

of 0.37 PHC consultations per person per year (76).
Nearly 90% of doctors and 70% of nurses reported
satisfaction with the family practice model (6), and
patient satisfaction with the health system increased
from 40% in 2003 to 80% in 2012 (6,17, 18). Patient
preference for public PHC providers increased from
22.8% in 2009 to 31.9% in 2012, with proximity

to service (65.5%) and service satisfaction (16.3%)
increasingly cited as reasons for this preference (76).
Most of the population (70-77 %) prefer the HTP
health care system to the previous system (75).
Although barriers to accessing PHC services have
declined (76), areas for improvement remain, including
more efficient appointment systems and waiting

times (79). By 2010, the achievement of near-universal
coverage of antenatal services, skilled birth attendance
and child immunization in the 2000s had contributed
to dramatic reductions in infant mortality (from 29 to
10 deaths per 1000 live births) and maternal mortality
(from 70 to 20 deaths per 100 000 live births) and had
increased life expectancy to 75 years (7, 10).







The way forward

Turkey continues to build on the successes of the HTP
to meet the changing PHC needs of its population.
The epidemiological shift of the past two decades
has led to an increased burden of noncommunicable
diseases (NCDs), requiring the family practice model
to incorporate comprehensive NCD risk identification,
mitigation and treatment (70,20). The World Bank-
funded Health System Strengthening and Support
Project (2015—present) is tackling this issue. Its goal

is to improve primary and secondary prevention

of selected NCDs, in line with the emphasis of the
MoH’s 2013-2017 Strategic Plan on early detection
and management of chronic disease through

primary care (27). Major opportunities also remain

to improve the use and quality of FHC services that
are not incentivized by the HTP's performance-based
financing (including family planning, postpartum care
and NCD management), and to further expand the
family practice workforce to meet the ever-increasing
demand for primary care services (8). Moreover,
regional warfare, refugee migration crises and recent
political upheaval all threaten financing and political
focus on sustaining PHC reforms. Nevertheless,
Turkey's implementation of the HTP and family
practice model has demonstrated that making PHC a
national priority with coordinated action can result in
profound, rapid improvements in health coverage and
outcomes (7).
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