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Sunus

Tiirkiye Cumbhuriyeti Saglik Bakanligi, Genel Saglik
Kapsamini gerceklestirme siirecinde dogru 6ncelik
ve yontemleri belirleyerek gostermis oldugu politik
kararlilik ve giicliiliderlik sonucunda toplumun destegini
arkasina almay bagarmistir. Bu anlamda, yasadig tilke
deneyimini ve bagarisini Lancet Dergisinde yayimlanan
“Turkiyede Genel Saglik Kapsami: Hakkaniyetin
Artirllmasr” 6zel makalesi ile uluslararasi platformda
paylagmay1 amaglamistir.

Bakanligimiz 27-28 Haziran 2013 tarihlerinde Londra
Imperial College, The Lancet ve Medipol Universitesi
isbirligi ile Istanbul'da diizenledigi “Genel Saglik Kapsam1
Bakanlar Konferans:” ile bu 6zel makalenin tanitimini
gergeklestirmistir. Konferansta ayrica Bakanligimiz
Genel Saglik Kapsami konusundaki kararliligini,
konunun 6nemini uluslararas: arenada hem kendi tilke
deneyimini paylasarak hem de farkli iilkelerden gelen
deneyim, bilgi ve o6nerilerin paylagilmasini saglayarak
gostermistir.

Bu konferansa Portekiz, Kore Cumbhuriyeti, Letonya,
Meksika, Endonezya, Moldova Cumbhuriyeti, Misir,
Romanya, Pakistan ve Almanya saglik bakanlari
veya {st diizey temsilcileri, Ekonomik Kalkinma ve
Isbirligi Orgiitii (OECD), Diinya Saglik Orgiitii (DSO),
Diinya Bankasi (DB) yoneticileri ve konusunda uzman
uluslararasi akademisyenler konusmact olarak katilim
saglamiglardir.

Konferansa Afganistan, Arnavutluk, Avusturya,
Azerbaycan, Birlesik Arap Emirlikleri, Bosna Hersek,
Brezilya Burkina Faso, Burunei, Demokratik Kongo
Cumbhuriyeti, Endonezya, Fil Disi Sahilleri, Filistin,
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Gana, Gine, Giiney Afrika, Israil, Isvigre, italya, Japonya,
Kamerun, Karadag, Katar, Kirgizistan, Komorlar, Kongo
Cumbhuriyeti, Kore Cumbhuriyeti, Letonya, Maldivler,
Meksika, Misir, Moldova Cumhuriyeti, Mozambik,
Nijer, Ozbekistan, Pakistan, Portekiz, Romanya, Somali,
Sudan, Tunus, Tirkmenistan, Uganda, Yemen ve
Tayland'dan da iist diizey katilim olmustur.

Konferansta tilkemizde saglik konusunda hizmet
kalitesinin nasil arttirildigs, hizmetlerin erisilebilir
hale getirildigi, Tiirkiye'nin gosterdigi politik kararlilik
ve hiikiimet olarak saglhk alaninda nereden nereye
geldigimiz vurgulanmistir. Ayrica diizenlenen “Genel
Saglik Kapsami’, “Mali Kriz Donemlerinde Genel Saglik
Kapsaminin Stirdiriilebilirliginin - Saglanmasi”, “Orta
ve Diisiik Gelirli Ulkelerde Genel Saglik Kapsaminin
Artirilmasr”, “Genel Saglik Kapsaminda Acil ve Afet
Yonetimi” ve “Kiiresel Saglikta Yonetisim Zorluklar1”
panelleri ile ilkelerin deneyimlerini paylagmasi ve
tartismasi igin uygun platform saglanmistir.

Gelecekte iilkemiz adina boyle gurur verici bagarilarin
paylagilmaya devam etmesini temenni ederim.
Konferansin diizenlenmesi siirecinde Bakanligimiza
vermis olduklar1 degerli destek ve katkilarindan dolay:
Londra Imperial College, The Lancet ve Medipol
Universitesine, katilim ve paylagimlarindan dolayt
degerli konugmacilara, tiim katilimcilara ve emegi gecen
herkese tesekkiirlerimi sunarim.

Prof. Dr. Ugur DILMEN
Saglik Arastirmalar: Genel Miidiirii






Onso6z

Bilindigi gibi tilkemizde Saglikta Dontisiim Pogrami
adiyla 2003 ylinda baslatilan bir siirece taniklik ettik. Bu
stireg, saglik sektoriinde taslarin yerinden oynatildig,
sevinen ve {izlenlerin oldugu, taraftarinin ve karsitlarinin
buludugu bir reformlar zincirini kapsamaktadir. En
azindan saglik sektordi, halkin talep ve beklentileri
dogrultusunda sekillenmis, saglik bir politika alani olarak
siyaset giideminde yerini almistir. Cumhuriyetimizin ilk
yillarinda Refik Saydam imzasini tagiyan temel saglik
politikalarindan sonra, 50’li yillarda Behget Uzun
saglik planlamalari, 60 sonrasi Nusret Fisek ve saglikta
sosyalizasyon harketi yakin dénem saglik poltika
tarihimizin 6nemli koge taslarini olusturmaktadir. Son
10 yilda Recep Akdagn izlerini tagiyan ve ¢ok tartigma
firsat1 yakaladigimiz Saglikta Dontisim Programinin da
kose taglarinin sonuncusunu olusturdugunu iddia etmek
yanlis olmaz sanirim.

Yil 2013. Tarkiyenin gezi olaylar1 adi altinda iin
bulan eylemlerle diinyada giindeme geldigi giinlerde
the Lancet dergisinin editori Richard Horton dergide
arda arda tilkemiz hakkinda yorumlar yazd: (Horton
R: Offline: Testing Turkey>s European “transformation”
The Lancet, 381 (9862): 188, 2013; Horton R, Lo S:
Turkey>s democratic transition to universal health
coverage. The Lancet, 382 (9886): 3, 2013; Horton R:
Offline: The Turkish paradox. The Lancet, 382 (9886):
12, 2013). Editoriin dikkatini iilkemize ¢eken sey ayi
glinlerde bu dergide yayimi kabul edilen Tirkiyede
uygulanan saglik politikalar1 ve sonuglarinin tartigildig
bir makaleydi (Atun R, Aydin S, Chakraborty S, Stimer
S, Aran M, Giirol I, Nazlioglu S, Ozgiilcii §, Aydogan U,
Ayar B, Dilmen U, Akdag R: Universal health coverage
in Turkey: enhancement of equity. The Lancet, 382
(9886): 65-99, 2013). Makale, Imperial Collage, London
ile Istanbul Medipol Universitesinin desteginde Saglik
Bakanligr Saglik Arastirmalari Genel Miidarligiince
yurtiilen bir proje ¢cercevesinde bir yila yakin siiren yogun
bir ¢alismanin {irtini olarak ortaya ¢ikmusti. Tiirkiyede
uygulanan saglik politikalarinin panoramasini ¢izdikten
sora son on yilin saglk reformlarina odaklanan bu
calisma, ulusal ve uluslararasi kuruluglarca ilan edilen
veriler gergevesinde ciktilar1 irdeliyordu. Ozellikle
1993-2008 yillar1 arasinda Hacettepe Universitesi Niifus
Etiitleri Enstitiistince gerceklestirilen Tirkiye Niifus
ve Saglik Aragtirmalari verileri cercevesinde saglikta
genel kapsayiciigin gergeklesme durumunu tartismaya
aciyordu.

Makalenin Lancet'te online yayinlandigi giiniin
hemen ertesinde, 27- 28 Haziran giinlerinde Istanbulda
birgok tilke temsilcisinin katildigi bir etkinlikle lansmani
yapildi. Konferansa Diinya Saglik Orgiitii, OECD, Diinya
Bankasi gibi uluslararasi orgiitlerin temsilcilerinin
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yant sira bir¢ok tlkenin Saglik Bakani veya st diizey
yoneticieri katildi. Bu lansman toplantisinda Rifat Atun
¢alismanin Ozetini sunarken, genel saglik sigortasina,
yani genel saglik kapsayiciligina giden yolculugun 2003’te
degil, gercekte 1945’te Sosyal Sigortalar Kurumunun
kurulmasiyla basladigini ifade ediyor. Altmish yillardan
beri devletin hedefleri arasina giren genel saglik sigortasi
ugrasinin giiniimiize uzanan uzun yolculugunu Agik
Veysellin “Uzun ince bir yoldayim” dizesiyle 6zetliyor.
Elli yillik bir tecriibe ile ulasilmak istenen bu uzak
hedefin aslinda hakkaniyet oldugunun altini ¢iziyor.
Bilindigi gibi asik Veysel o devirde Tiirkiyede birgok
kisinin yakalandigi su ¢igegi hastaliginin kurbanlarindan
biri olarak gozlerini kaybetmisti. Atun’un ifadesiyle kor
olmasina ragmen, diigar oldugu karanlikta Anadolunun
gtzelliklerini gorebiliyordu.

Bu uzun ve ince yoldaki seyahat 2003’ten sonra biyiik
bir ivme kazandi. Tiirkiyede hizla hayata gegirilen saglik
politikalar1 nerdeyse toplumun tamamini etkilemis
oldu. Son derece hizli isleyen bu siirecin, zaman zaman
sancilara yol agmis olsa da, halkin begenisini kazandig:
bir gercektir. Belki gerceklesemelerini de bu hizina
borgludur. Hikayeyi Atun soyle anlatiyor: “Hersey ¢ok
hizli seyretti. Unutamadigim bir anim var; Joe Kutzin
de o toplantidaydy; ayrica Estonya ve Taylanddan
arkadaslarimiz vardi. Tayland da evrensel saglik
kapsayiciligina nasil ulasildigini konusuyorduk. Uzun
bir yolculuktu, 15 ila 20 yil siiren bir yolculuk. Bakan
bey ve Sabahattin beyin “Giizel ama bizim bu kadar
vaktimiz yok ki, biz bunlar1 18 ayda gerceklestirmeliyiz*
dediklerini hatirliyorum. Bu sozler karsisinda sasirmis
ve oturup kalmistik. Ama oldu iste! 18 ay sonra Saglik
Bakanligi, Diinya Saglik Orgiitii ve Avupa Gozlemevinin
katilimiyla bir toplanti yapildy; Joseph Figueras ve Julio
Frenk de oradaydi. O giin Genel Saglik Sigortas1 Kanunu
kabul edilmisti. Ger¢ekten memnuniyetle belirteyim ki,
hersey ¢ok hizli oldu”

Gergekten ikibinli yillarin ilk yarist saglik politikalar:
konusunda yogun teorik tartismalarin yuritildaga,
bazi uygulamalarin hizla hayata gecirildigi, bir
kismimnimn pilot uygulamalarinin yapildigi bir dénem
oldu. Bu programin 6nemli bilesenlerinden biri genel
saglik sigortasiydi. 2006 yili Mart ay1 sonunda Sosyal
Giivenlik Yasa Tasarisinin Biit¢e Plan Komisyonundan
da onaylanarak gectigi giiniin hemen ertesinde Diinya
Saglik Orgiitiiniin destegiyle Saglik Bakanlift Strateji
Geligtirme Bagkanhiginca Istanbul>da «Tiirkiye-de Saglik
Hizmetlerinin Finansmaninda Genel Saglik Sigortas: ve
Saglik Bakanhigpnin Yeniden Yapilandirilmasi» baglkli
uluslararast bir toplanti diizenlenmisti. O zaman Saglik
Bakanlig1 Mistesar Yardimcist sifatiyla benim yaptigim
«Saglik Bakanligimi Etkili Stewardship Igin Yeniden
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Yapilandirma: Planlarimiz ve Uygulamadaki Zorluklar»
baslikli sunum ile Sosyal Giivenlik Kurumu Bagkan
Vekili Tuncay Teksozin «Genel Saglik Sigortasina
Gegis Hazirliklari» adli sunumu ana tartisma konularini
olusturuyordu. Bu toplantidabirgok uluslararasiuzmanin
yani sira, Rifat Atun, Josep Figueras, Joseph Kutzin,
Julio Frenk de gorislerini paylasmiglardi. Toplantinin
uzmanlar arasinda galistay seklinde gegen beyin firtinasi
niteligindeki ilk oturumunun desifrelerini yapip tiirkceye
gevirerek kitapgik halinde yayimlama sansim oldu
(Genel Saglik Sigortas: ve Saglik Bakanliginin Degisen
Rolii, Saglik Bakanligi, Ankara 2007). Iste Rifat Atun'un
soziind ettigi 18 ay sonraki gerceklesme toplantist buydu.
Gelecekte Tiirk sagik sistemini aragtiranlarin nerden
nereye gelindigini gorebilecekleri bir kiyaslama 6lgiitii
sunmasi bakimindan o topant1 notlarinin énemine isaret
etmek isterim.

Kiiresel saglik politikalari liderlerinin yakin takibi ve
gozlemi altinda yuritilen bu stireg, belki icraatlarin
kendileri kadar yapilan caligtaylar, tretilen fikirler,
aragtirilan ve gidilip goriilen 6rnekler, begeniler, kars
cikislarla olusturulan ulusal poitikalar ve bunlarin
dokiimante edildigi onlarca kaynakla gelecekte daha
sitkunetle analiz edlebilecek ve yargilanacaktir.

Bu son konferans, gérevine yeni baglamig bulunan
Saglik Bakanimiz Mehmet Miiezzinoglunun son on
yilin saglik politikalarini 6zetleyen agis konusmasiyla
bagladi. iki giin siiren alt1 oturum yapidi. Saghga Gene
Bakis konulu ilk oturumu Lancet dergisinin bas editori
Richard Horton yoénetti. Oturumda Diinya Bankasi
yoneticisi olan eski Hindistan Maliye Bakani Sri
Mulyani Indrawati, OECD Genel Sekreter Yardimcisi
Yves Leterme, Eski Saglik Bakanimiz Recep Akdag ve
Diinya Saglik Orgiitii Saghk Sistemleri Finanasmani
Koordinatorii Joseph Kutzin gorislerini aktardilar.

Ikinci oturum konferansin ana konusu olan Tiirkiye
Saglikta Dontisiim Programi ve sonuglarinin ele alindig:
Lancet dergisindeki makalenin tanitimina ayrilmisti.
Yine Lancetten Richard Horton'un yonettigi bu
oturumda makalenin ilk yazari olan Londra Imperal
Collage ve Harvard School of Public Health 6gretim
iiyesi Rifat Atun detayli bir sunumla ¢alismay: aktard.
Oturumda yapilan ¢alismayla ilgili goriislerini aciklayan
diger panelistler, Diinya Saghk Orgiitii Avrupa Bolge
Direktorii Zsuzsanna Jacob, Medipol Univrsitesinden
ben ve Harvard School of Public Health Dekani ve eski
Meksika Saglik Bakani Julio Frenk idi.

Ardindan OECD ve Diinya Saglik Orgiitiiniin birlikte
diizenledikleri iki Bakanlar Oturumu gergeklestirildi.
Mali Kriz Donemlerinde Evrensel Saglik Kapsayiciliginin
Stirdirtilmesi, konulu oturumu Avupa Saglik Sistemleri
ve Politikalar1 Gozlemevi Direktorii ve Diinya Saglik
Orgiitii Saglik Politikalar1 Ofisi BaskaniJosep Figueras
Josep Figueras yonetti. Portekiz Devlet Bakani Manuel

Ferreira Teixeira, Leonya Saglik BakaniIngrida Circene ve
Kore Cumhuriyeti eski Saglik ve Refah Bakani1 Choi Won-
young bu oturumun konusmacilartydi. Diger Bakanlar
oturumu Harward Universitesi ogretim iiyelerinden
William Hsiaonun yoneticiliginde gergeklestirildi.
Diisitk ve Orta Gelir Grubu Ulkelerde Genel Saglik
Kapsayiciliginin Tesisi baslikli bu oturumda, Meksika
Saglik Bakanliginda Ekonomik Analizler Midiirii Nelly
Aguilera Aburto, Endonezya Saglik Bakan Yardimcisi
Ali Ghufron Mukti ve Moldova Ulusal Saglik Sigortas:
Fonu Genel Mudiirti Mircea Buka konustular. Daha ¢ok
interaktif gecen bu oturumda bir¢ok tilkenin yetkilisi de
gorislerini paylagma firsati buldu.

Konferansin ikinci giintiniin Genel Saghk Kapsami
Baglaminda Acil Durum Yonetimi baghgini tasiyan
ilk oturumuna Pakistan Saglik Bakani Sania Nishtar
baskanlik etti. Bu oturumda Diinya Saglik Orgiitii Dogu
Akdeniz Bolge Direktorii Ala Alwan ana konusmaci
olarak yer adi. Endonezya Saglik Bakan Yardimcis1 Ali
Ghufrom Mukti, Misir Saglik Bakan Yardimeist Ibrahim
Mustafa ve Tiikiye Cumhuriyeti Saglik Bakan Yardimcis
Agah Kafkas oturumun panelistleriydi.

Rifat Atun'un baskanliginda yapilan kapanis
oturumunda Julio Frenk ve Almanya Federal Saglik
Bakanligi, Avrupa ve Uluslararasi Saglik Politikalar:
Genel Miidiir Yardimcist Udo Scholten’in degerlendirme
konugmalar1 oldu. Ne yazik ki bu oturumn kayitlarindaki
teknik aksak nedeniyle konusmalar desifre edilemedi.

Konferans Tiirkiye Cumbhuriyeti Saglik Bakan
Yardimcist Agah Kafkasin kapanig konusmas ile sona
erdi.

Ayrica, konferansla ilgili Saglik Bakan: Mehmet
Miiezzinoglu, Eski Saglik Bakani Recep Akdag, Imperial
Collegeden Rifat Altun, Lancet Dergisi Editorii Richard
Hortombun katilimiyla ortak bir basin toplantist
diizenlendi.

Tiirkiye saglik sitemindeki gelismeleri konu alan ve
Lancet dergisinde yayimlanan makalenin lansmani
vesilesiyle diizenlenen bu konferans, saglik sistemleri
konusunda uluslararast diizeyde uzman birgok
konugmacinin goriiglerini agikladig1 bir ortam olmasinin
otesinde Tiirkiye Saghk Bakanligini yeni birakan ve
ayni bakanliga yeni oturan iki bakanimizin bir arada
gortglerini paylagmalar1 agisidan da ayri bir 6neme
haizdi.

Bu kitap, konferansin konusmlarinin desifre edilmesi
sonucu olusmustur. Yukarida soziini ettiim toplanti
notlarindan olusan Genel Saglik Sigortasi ve Saglik
Bakanliginin Degisen Rolii adli kitapgiktan yaklasik 7 yil
sonra ortaya ¢itkan énemli bir belgeyi teskil etmektedir.
[leride Tiirk saglik sistemindeki degisikligin seriivenini
aragtiranlar icin 6nemli bir kaynak teskil edecegi ve
kiyaslama imkani sunacagi kanisidayim. Konusmalar
ingilizce veya tiirkge oldugu gibi aktarilmis, terciime
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cihetine gidilmemistir. Son dénem saglik politikalar
hakkinda ileride séylenecek ¢ok sey olacaktir. Bu siireg,
bireysel liderligini saglik liderligine devsirmis fedakarca
calisan bir ekip ¢aligmasinin izlerini tasimaktadir.
Olumlu ve olumsuz tecriibelerimizden alinacak dersler
vardir. Nitekim bu konferansa konu olan makale de
konuya bu a¢idan yaklagmaktadir. Konferans notlarini
inceleyenlere kolaylik saglamasi amciyla toplanti
esnasinda katilimcilara dagitilan makalenin orijinal
ciktist ve tiirkge gevirisi de son boliim olarak eklenmistir.

Ikinci oturumun basinda Richard Horton'un da
isaret ettigi gibi, Tiirkiye Cumbhuriyeti vatandaglarinin
uluslararas1 basarilarini igsellestirmede giiclilk ¢eken,
bunu kabul edilemez bulan ve mutlaka yaptigimizin
iyi olmamasi gerektigine inanan “vatandaslarimiz”
olagelmistir.  Mutlulugu  basarisizlikta,  gelismeyi
kabullenmislikte, atilimi atalette aramak  gibi bir
zaafimiz var. Ozellikle basariy1 kabullenmekte zorlanan
akademik camiadaki 6zgiiven probleminin iilkemizin
hakettigi atilim hizini yavaslattigini diistiniyorum. Tirk
saglik sisteminin uluslararasi farkedilirligi karsisinda bu
tutumun yansimalarini gérmek sasirtici olmayacaktir.
Kendimize olan giivenimizi kazandik¢a gayretlerimizin
tirtine doniigmesi ve tilkemizin diinya listelerinde daha
saygin yere ulasmasi umudumuzu koruyoruz.

Bilindigi gibi sosyal medya hayatimiza fazlaca
girmis durumdadir. Ortamin heyecanmnin yansitmasi
bakimindan konferans esnasinda sosyal medyadaki
ilging paylasimlardan bazilarin aktarmak istiyorum:

Saglk  Bakami ~ Mehmet  Miiezzinoglu (@
MuezzinogluDR ); “Ulkemiz igin énemli bir toplanti
olan “Turkiye Genel Saghk Kapsami Bakanlar
Konferansi’ndayiz”

TBMM Saglk, Aile, Calisma ve Sosyal Igler
Komisyonu Bagkani Necdet Uniivar (@necdetunuvar);
«Istanbubda TC SB, Imperial College, The LANCET,
Medipol Universitesinin diizenledigi Saglik Bakanlari
Konferansindayim»

Turkey Ministerial Conference on Universal Health Coverage Preface

Istanbul Saghk Midiirii Dr. Ali Ihsan Dokucu (@
Aliithsan_Dokucu); “Tiirkiye saglik sisteminin bir gurur
giiniine daha giinaydin. Son on yilda yapilan reformlarin
uluslararast tescili bugiin. Londra Imparial College
ve The Lancet Dergisi ile Saglik Bakanhg: - Medipol
Universitesi organizasyonu 20 civar1 saglik bakani ve
300 davetli 6niinde sunuluyor. The Lancet dergisi ilk kez
saglik hizmetlerinde tilkemizin bu basar1 hikayesini 35
sayfalik bir inceleme makalesi ile uluslararasi camiaya
sunuluyor. Moderatér Richard Horton, Recep Akdag
ve saglik reformlar: hakkinda da bagariy1 6viiyor. Tiim
parametrelerde iyi gidis var.»

Saglik Bakanligi Iletisim Koordinatérii Osman
Glizelgoz (@osmanguzelgoz) ;  “Turkey Ministerial
Conferance On Universal Health Coverage- Tiirkiye>nin
Saglik Reformu admna ¢ok onemli bir toplanti. Sn.
Bakanimiz, o6nceki Bakanimiz, Saglik Komisyonu
Bagkanimiz, Miistesarimiz, Bakan Yardimcimiz ve
degerli konuklarla 6nemli bir toplantidayiz”

Lancet Editorii Richard Horton (M@richardhorton);
“An interesting time to launch this... The past and the
current Ministers of Health in Turkey. Great concern
about our press conference today.....Rifat Atun presents
his findings on Turkey>s health success story to 300
international and national delegates...... Turkey: from
Ottoman Empire to democracy, though perhaps more
fragile than we might imagine.... A health system cannot
be divorced from its political or economic context.
Which makes Turkey today so interesting.... The key
changes implemented in Turkey»s Health Transformation
Programme.... A manifesto for managing health in
times of economic crisis, courtesy of Josep Figueras......
Key challenges for Turkey>s health system, from Rifat
Atun..... And the lessons learned from Turkey....Here is
the whole Turkey paper. Sit down with a warm drink. It>s

a gripping story.”

Prof. Dr. Sabahattin Aydin






Welcome Speech
Acis Konusmasi

Mehmet Miiezzinoglu

Cok degerli Saglik Bakanlari, bakan yardimcilari,
DSO ve OECD yéneticileri, degerli Caligma Bakanligt
mensuplart ve meclisimizin degerli komisyon bagkani
ve milletvekilleri, uluslararasi kurum ve kuruluslarin
temsilcileri, ulusal ve wuluslararasi degerli basmn
mensuplari, hanimefendiler beyefendiler,

Misafir {ilke saghk bakanlari ve temsilcilerinin
yant sira bu alanda otorite sayilacak onlarca konuga
tilkemiz adina ev sahipligi yapmaktan son derece mutlu
oldugumu ifade ediyor, hepinize hos geldiniz diyorum.

AK Parti hiitkiimetlerinin saglik hizmetlerinde son
10 yilda yaptiklar: reformlar: ve elde ettikleri basarilar:
siz kiymetli konuklarimizla paylasmanmn gururunu
yastyoruz. Saglik ve ona dair her seyi diinya dl¢eginde
ele alacagimiz bu konferans bilgi ve tecriibe paylagimi
acisindan biiyitk bir 6nem arz etmektedir. Kiymetli
misafirler, saglik sistemleri; halkin saghk dizeyini
yiikseltmek icin saglik hizmetlerini etkili, kaliteli,
karsilanabilir maliyette, erisilebilir ve toplum tarafindan
kabul gorecek tarzda sunmayir hedefler. Hedeflenen
sonuglara ulasabilmek icin de, kaynaklarin verimli,
etkin kullanilmasi, hizmet alanlarin mali risklerden
korunmas: ve hizmetin kesintisiz saglanmasi gerekir.
Hizla degisen diinyamizdaki bilimsel ve ekonomik
gelismeler, tilkelerin farklilasan demografik yapisi, saglik
sorunlarinin degisimi ve maliyetlerindeki artislar, bu
konudaki politikalarimiz, stirekli yenilemeyi kaginilmaz
kilmaktadir. Saglik hizmetlerinin  siirdiiriilebilirligi
acisindan, yeniliklere agik olmak, dahasi yeniliklere
uyum saglayabiliyor olmak hayati bir 6nem arz
etmektedir.

Tiirkiye 2002 yilindan itibaren c¢ok yonli degisim
ve gelisim yagadi. 2002 yilinda iktidara gelen ak parti
hitkiimetlerimiz ve sayin bagbakanimizin kararh
adimlariyla, insan ve hakkaniyet odakli saglik hizmeti
anlayis1 gerceklestirildi. Bu anlayisin gelistirilmesinde,
degerli katkilar1 icin basta Sayin Cumhurbaskanimiza
ve Tiirkiye Biyiik Millet Meclisine tesekkiir ediyorum.
“Bir saglikli nefesin bedeli olamaz. Once devlet degil,
once insan diyecegiz” diyerek, insan odakli saglik
politikalarinin gelistirilmesine Oncelik taniyan Sayin
Bagbakanimizin etkili liderligi, vizyonu ve siyasi
kararliigi en gicli destegimiz olmugtur. 2000’li
yillardan once saglik sistemimizde, hizmet sunumu,
finansman, hizmete erisim, insan giicii ve bilgi sistemleri
alanlarinda problemler yasaniyordu. Hiikiimetimizin
insan ve hakkaniyet odakli etik anlayis1 sayesinde,
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biitiin vatandaglarimizin kaliteli saglik hizmetlerine
esit bicimde erismeleri, temel hedefimiz olmustur.
Bu hedefimizi gerceklestirirken, saglik hizmetlerinde
finansman, 6deme, organizasyon, diizenleme, sunum
ve geri bildirim gibi parametreler yonetim anlayisimizin
temelini olugturmustu.

Bakanlhigimiz, saglik hizmetleri sunumunda ve
yonetiminde gelismis iilkelerin seviyesine ulagmus,
2012 ve 2013’te Diinya Saglik Orgiitivniin, diinya
saglik asamblesi toplantilarinda, Tiirkiye, ornek dlke
gosterilmistir. 112 acil hizmetleri, koruyucu ve temel
saghk hizmetleri, tcretsiz gezici saglik hizmetleri,
kanser erken teshis tarama ve egitim merkez’leri, aile
hekimligi uygulamasi, bulagici hastaliklarla micadele
gibi alanlarda ilerlemeler sagladik. Sagligin tesviki ve
gelistirilmesi programlarimiz ile birlikte, saglikli yagsam
konusunda farkindalik olusturmaya y6nelik projelerimizi
de uygulamaya bagladik. Yanliy beslenme, sigara ve
alkol kullanimi, obezite ve diyabetle miicadele, organ
bagisi gibi alanlardaki farkindalik programlarini hayata
gecirdik. Ayrica, beden sagligi kadar 6nemli gordiigtimiiz
ruh sagligini gelistirmeye yonelik eylem programimizla,
saglik hizmet sunumunu gelistirerek siirdiirmeye devam
ediyoruz. Finansmandan sigortacilia, yatirimlardan
hastane hizmetlerine, aile hekimliginden, koruyucu
hekimlige, sagligin gelistirilmesi faaliyetlerine kadar
saglik hizmetlerinin biitiinciil bir yaklasimla yonetilmesi
gerektigini diigiiniiyoruz. Insan giicii ve saglik hizmet
sunumunda, oOncelikli olarak insanimizin ve saglik
¢alisanlarimizin memnuniyetini esas aliyoruz.

AK Parti hiikiimetlerinin iktidara geldigi 2002
yilindan bugiine yasanan gelismeleri ifade etmek
gerekirse, kamu hastanelerini tek ¢at1 alinda birlestirmek
amactyla, 2005 yilinda, Sosyal Sigortalar Kurumuna
bagl tim saglik tesisleri saglik bakanligi biinyesine
dahil edildi. 2008 yilinda emekli sandigi, BAG-KUR,
SSK gibi farkli kamu sosyal giivenlik kuruluslari, sosyal
guvenlik kurumu adiyla tek ¢ati altinda birlestirildi.
Odeme giicii olmayan ve 18 yagin altindaki tiim
vatandaslarimizi prim 6deme sarti aramaksizin genel
saglik sigortas: kapsamina aldik. Yine bunun yani sira
saglik sigortasi olsun ya da olmasin herkesin acil, salgin
hastalik, is kazas1 ve meslek hastaligi durumlarinda her
tirlt saghk yardimlarindan tcretsiz yararlanmasini
sagladik. Boylece vatandaglarimizin saglik hizmetinden
hakkaniyetli bir sekilde faydalanmalar1 saglanmis oldu.
Saglik hizmetlerinin sunumunda bélgeler arasindaki
esitsizlik biiytik oranda giderildi. Birinci basamak saglik
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hizmetleri, aile hekimligi uygulamasi ile giiclendirildi.
Aile hekimlerine sorumlu olduklari bélgede, mobil
saglik hizmeti, evde saglik hizmeti, cezaevi ve gocuk
bakim evlerine periyodik ziyaretlerde bulunma
sorumlulugu  getirilmigtir.  Tim  vatandaglarimiz
koruyucu saglik hizmetleri ve aile saglig1 hizmetlerinden
licretsiz yararlanmaktadir. Hastaneler teknolojik olarak
yenilenerek kapasiteleri artirilmistir. Saghk hizmeti
sunumundaki hakkaniyetin artirilmasina yo6nelik bu
girisimler, anne ve bebek oliimlerinde belirgin bir
iyilesme saglanmasi ile etkisini gostermistir. 2002 yilinda
her 1000 canli dogumda 31,5 olan bebek 6liim hiz1 2011
yilinda 7,7’ye dismiustiir. 2002 yilinda her 100.000 canli
dogumda 64,0 olan anne 6liim hizi 2008 yilinda 18,4;
€2010 yilinda 16,4%¢; 2011 yilinda 15,5¢ diigmistiir.
2002 yilinda saglik kuruluglarinda gerceklesen dogum
orani % 75 iken, 2011 yilinda bu oran 94% yiikselmistir.
Ulkemiz biitin bu uygulamalarda bagarili olup saglik
alaninda rol model olmustur. Bu siiregte Tiirkiye'nin
gostermis oldugu siyasi kararlilik, liderlik fonksiyonunu
dogru sekilde yiiritmesi ve toplumun destegini almis
olmast bu basarida 6nemli paya sahiptir. Basarilarin
devamlilig: finansal stirdiiriilebilirligin saglanabilmesine
baglidir. Bu anlamda da Tiirkiye basarisini kanitlamstir.
Toplam saglik harcamalarinin gayri safi yurti¢i hésila
(GSYH) igindeki orani1 2002 yilinda oldugu gibi 2011
yilinda da degismeyerek %5,4” de kalmistir. Kamu saglik
harcamalarinin gayri safi yurti¢i hésila icindeki pay1
ise 2002 yilinda %3,8 iken 2012'de %4,4% yiikselmistir.
Biiyiik ve basarili bir doniisiime ragmen kamu saglik
harcamalarinda gayri safi yurti¢ci hasiladaki paydan
sadece %0,6’lik bir artisin olmasi, Tiirkiyede finansal
stirdirtilebilirligin saglandiginin bir kanitidir. Ayrica
2023 yilinda Tiirkiye gayri safi milli hasilanin %6’sinin

saglik harcamalarina ayrilacagi ongoéralmustir. Amerika
birlesik devletlerinde su anda bu oranin %18 oldugu,
Almanya ve Fransada ise %12 oldugu dustniiliirse
Tirkiye igin saghik harcamalar1 konusunda finansal
strdirtlebilirliginin  saglanacagini  tekrar séylemek
miimkindir.

Degerli katilimcilar, her iilkenin evrensel saglik
kapsamini  gelistirmede kendisine has o6ncelik ve
yontemleri olmalidir. Her ilkenin evrensel saglik
kapsamini gergeklestirmede kendine has oOncelikleri
ve yontemleri olmalidir. Tiirkiye Cumbhuriyeti Saglik
Bakanligi, saglik hizmetleri sunumundaki dogru
oncelik ve yontemleri basariyla se¢mis olup, yaptigi
uygulamalarla da toplumun destegini arkasina
almayr basarmistir. Bircok acidan faydali sonuglar
doguracagina inandigim bu konferansta, mali kriz
donemlerinde bile saglik programlarinin aksatilmadan
nasil siirdiiriilebildigini, yonetim yerine yonetisim ve
inovasyondaki hizli gelismelerin nasil sekillendigini
hep birlikte degerlendirecegiz. Ben, tlkem adina,
sizlerle boyle biuyik bir organizasyonda bir arada
bulunmaktan duydugum memnuniyeti bir kez daha
belirtmek istiyorum. Huzurunuzda, Tirkiye'nin saglik
hizmetlerinde geldigi noktada biiyiik emegi bulunan,
oncelikle sayin bagbakanimiza, 10 yili askin bir siire
iilkemizin saglik bakanligini yapan yol arkadagim
sayin Prof. Dr. Recep Akdaga, saglk sistemimizi
dinamik bir yapiya kavusturan saglik yoneticilerimize
ve calisanlarimiza huzurlarimizda tesekkiir ediyorum.
Bilgi ve tecriibenin paylastik¢a artacagina inanan
insanlar olarak, burada, iki giin boyunca, kiiresel
saglik politikalarina ciddi katkilar sunacak caligmalar
yapacagimiza inaniyorum.

Tekrar hepinize hos geldiniz diyor, saygilar sunuyorum.

Turkiye Genel Saglik Kapsami Bakanlar Konferansi Agis Konusmasi
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General Health Scope
Sagliga Genel Bakis

Moderator: Richard Horton

Richard Horton

Good morning. My name is Richard Horton and
I am the editor of a medical journal called the Lancet.
I would like to extend my deep thanks to colleagues
here from the Turkish Ministry of Health for the
extra-ordinary generosity in organising and leading
this symposium today in conjunction with Medipol
University and Imperial College London. I would like to
make a few opening remarks if I may before inviting this
distinguished penal to office and observations on this
subject of our meeting this morning.

First, I would like to try to answer the question why is a
medical journal, the Lancet, such an enthusiastic partner
in this event today. The Lancet was founded a very long
time ago, in 1823. And, like any scientific institution,
it was created to inform the medical and scientific
community about developments in medicine and public
health. But the Lancet was founded at a moment of
extra-ordinary political change in the United Kingdom,
a moment of enlightenment. It was a time where there
were rapid political reforms. And so the Lancet was
founded not only to inform but also to help reform. The
founding editor of the Lancet, Thomas Wakley, wrote
about how it was an arched window to let in light. As well
as a sharp surgical instrument to cut out what was bad
not only for medicine but also from society. In the 21st
century, we interpret this as being a mandate for us to be
a little like NGO, a non-governmental organization, for
knowledge-trying to connect the world’s best scientists
and researchers to policy makers and political processes.
And for the past decade, exactly during the time of the
health transformation programme, we have been trying
to forge a science based approach to global health; not
alone, but with wide and diverse group of academic
partners. Trying to study and amplify the experience
that countries have gone through in terms of the health
and development. We began, at the invitation of my
good friend Julio Frenk when he was Minister of Health
in Mexico with the study of Mexicos health reforms
to Seguro Popular. And since then, we have had the
privilege of working with governments in China, India,
Brazil, South Africa, Japan, Pakistan, the Occupied
Palestinian territory and across regions as diverse as
Europe or South East Asia. To trying learn lessons from
health systems reform.

So here we are in Turkey, and I think we have very
special lessons to learn from the Turkish experience.
And it is very important to try and apply the very best
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principles of scientific evaluation to Turkish reforms.
When these reforms have been described elsewhere
they have created considerable discussion. Perhaps
one might even say controversy some have may claims
perhaps the results that have been presented haven't told
full and accurate picture. Some could even express an
astonishment “how could a county make such a rapid
progress in such a short period of time!”

It is very important the meeting we have today and
tomorrow because Turkey does have an exceptionally
important story to tell the world. And thanks to my
colleague Rifat Atun who will be presenting a little
later this morning together with his team; we published
today a scientific robust quantitative and previewed
assessment of Turkey’s astonishing success. It is a
very important lesson that we are going to learn here
because, to some, particularly perhaps to economists,
health is seen as merely a function of wealth. In other
words, health will inevitably improve providing we have
economic success. But what Turkey’s story shows is that
it does matter what policies you choose and how those
policies are implemented and how they are sustained for
the health sector. And that is good news and bad news.
It is good news because shows that governments do
matter; governments can change the trajectory of health
irrespective of the economic situation. The bad news is
the governments do matter; in other words, the wrong
decisions can lead to bad results. And what we are going
to hear about today and tomorrow morning is ten-years
of good government and good policy making can lead to
such extra-ordinary change. And the changes really are
extraordinary as we will hear. And we have a fabulous
panel to give us some opening reflections and context
about what has taken place in Turkey. And I am going
to invite our panellists to speak one after the other and
then we will be going to make a little discussion. I am
going to begin with our first panellist who is Sri Mulyani
Indrawati who is the former Minister of Finance from
India and he is currently managing director of the World
Bank.

Sri Mulyani Indrawati

Thank you Richard!

I would like to also thank the government of Turkey
for inviting me and my institution to participate in this
ministerial conference on a topic that is so vital to the
global community. It is certainly appropriate and since
this morning we heard we are gathering here in Turkey
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for this conference because Turkeys progress in the
health sectors can be our important lesson for many
countries across the globe. The trajectory of Turkey’s
change has been remarkable and I am quite honoured
to sit here next to Mr Akdag who actually also is the
designer of this remarkable achievement.

In five decades the life expectancy rose from 50 years
to 75in 2009. And with 2015 the MDGs looming on the
horizon and many global conversations has been taking
place on achieving the millennium development goal.
Turkey has already met its MDGs four and five targets.
Infant mortality has dropped from 31.5 in 2002 to 7.7
person per one thousand life birth in 2015, just over
Western European average. And of course, an indicator,
maternal mortality fell from 61 to 15.5 which has already
been mentioned by minister earlier per ten thousand
life birth in the same period. 96 % of Turkey’s people are
covered by health insurance. Its green card programme
over good financial protection to vulnerable household.
When the global economic crisis was revising Europe,
the green card programme ensure that fewer household
had to forgo medical care. This is compared to those
without health insurance. But access alone is not enough.
Turkey achieved a combination of universal access,
financial protection, and high patient satisfaction. Out
of pocket payment for health account for approximately
16 % of total health spending; it is above the same ratio
as Western Europe. And 76 % patient reported that they
were satisfied with health care services in 2010. This is
up from 40 % in 2003.

All these achievements in Turkey’s health system are
particularly relevant today. Especially when we all face an
unparallel momentum in the global post-war universal
health coverage but at the same time the global economy
is facing with a challenging environment of recovery
from the financial crisis. Access to quality and affordable
health services is central to ending extreme poverty and
building share prosperity. Worldwide, out of pocket
health spending forces one hundred million people into
extreme poverty every year and inflicts severe financial
hardship to another 150 million. To free the world from
absolute poverty in 20-30 as now the World Bank is
under the leadership of president Kim launching this last
spring countries must ensure that citizen have access to
the quality affordable health services they need. This is
one of the reasons why Turkey’s example is compelling.
It shows that with determination and good leadership in
health it can be done.

Of course this is not easily filled. It is important
to balance on the one hand quality, coverage,
and affordability and on the other hand financial
sustainability. A citizen across the world put great value
in health services according to the World Bank and
EBRD Life in Transition survey. Health was people’s

top priority for government spending in 22 out of 29
country in Europe and Central Asia. Expectation for a
strong government rule in this sector are high and this
is exactly what Richard mentioned earlier. From the
policy makers’ perspective, investment in health is an
investment in the countries’ future. It improves labour
productivity which is critical for sustainable economic
growth. But the course can be substantial particularly
when governments face significant fiscal constraint as
we can see in the neighbouring country everywhere
here. One of the key talents confronting policy maker
is how to meet the growing demand for health care
without imposing an undue burden on household or to
the government by debt even though public spending in
health in Europe and Central Asia varies from just over
one percent to nearly seven percent of GDP. In every
country there is a scope for making better use of existing
resources. As former finance Minister which Richard
mentioned earlier in the country that also aspired to
achieve universal health coverage I am keenly aware of
the difficulty of doing so with limited fiscal resources.

We must define the limit of what universal health
coverage is and what is not. First, it is not a system where
all services are covered. Second, it is not a system where
everybody contributes equally. Given budget constraint,
government support must prioritise the poor and the
vulnerable. And third, efficiency, valuable money, and
structural reform in service delivery have to be part of
the equation for making coverage affordable.

Let’s take the case of Turkey and Thailand, the two
comparable examples that illustrate how these three
principals were applied. First, there are limits of what is
covered. In Thailand, a less was developed to determine
which services are covered. Revision to the benefit
packets are largely based on cause-effectiveness. In
Turkey, the benefit covered under the Green Card
programme expanded progressively as resource become
available. Second, targeting should focus on the poor and
vulnerable. Turkey’s Green Card programme benefits low
income households without social insurance and other
vulnerable groups. Similarly, in Thailand, the universal
coverage schemes target those without formal insurance.
And both Turkey and Thailand have some co-payment
or premium for beneficiary to increase individual
responsibility in the demand for health. Third, supply-
side reforms are needed to create fiscal space for increase
coverage. I cannot really emphasize on this aspect enough.
To eliminate duplication and to reduce administrative
course, Turkey unified a health insurance team under
one roof. It relied on one agency to negotiate lower price
for medical services for all citizens. And in addition, new
payment mechanisms for provider were introduced to
increase efficiency and quality. And this is also similar in
Thailand where the similar measure was adopted.

Turkiye Genel Saglik Kapsami Bakanlar Konferansi Birinci Oturum
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So in conclusion, there are many path of achieving
universal health coverage. What work in one country
cannot always be applied to the other. However, we find
inspiration and idea in success story because there is
always an opportunity to improve any system. That in
my view requires committed, credible leadership focus
on improving outcome. The future of health system also
depend on producing knowledge on what works and
what does not and making decision on hard evidence.
So today’s event is very very important certainly for that
kind of forum. The World Bank group is committed
to creating and sharing that knowledge through our
function and our engagement with many countries in
the world. We are depending our work on understanding
not only what but also on how effective health system
function. We are focusing our effort on the science of
delivery. Countries with success story like Turkey can
suddenly help by sharing that knowledge broadly. Our
goal is to support country in taking advantage of what
knowledge as they embark on the journey to universal
health coverage. Together we can work to ensure that
every person in every country has the opportunity to
lead a healthy and productive life.

And let me add before I close, health care should never
be a matter of politics. Everyone deserves to be treated in
medical centre, in hospital are on the street. Thank you.

Richard Horton

Thank you so much. I will just want to recognize two
things. First, the World Bank team here, in Turkey made
an important contribution to the analysis that we are
discussing today and tomorrow. And secondly, I would
like to welcome my friend and colleague Tim Evans
who is now in day three of his role as leading the health
nutrition in population the vision of the Bank team here
with us today.

The second speaker is Yves Leterme who is deputy
secretary general of OECD. Yves perhaps I could invite
you to make a few opening reflections about your
thoughts on Turkish success.

Yves Leterme

Thank you very much! And of course want to start
by thanking the Turkish government and minister that
people that organize this very important and useful
meeting. I am delighted to be here on behalf of the
OECD representing the secretary general together with
Stephanus Carpeta, Franceso Colombo and (39.13) so
forth.

Ladies and gentlemen, as our world economy, quite
slowly, recovers from the worst economic crisis of
all times and in a contexts on long standing rise of
inequalities we have a unique opportunity to pursue
new economic growth model that is more inclusive
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and sustainable. This means that we have to re-centre
our policy priorities and strategies and insure access to
health care for all as the one of the most important. The
challenge is how to ensure the fair provision not only of
universal health care but of high quality universal health
care for large number of people in a large number of
countries.

Few remarks... First of all we can see that in fact
universal health care is within rich, which is very
positive, almost all member states of the OECD have
achieved universal health care. And as a consequence,
life expectancy today is almost 80 years on average in
OECD countries again of over eleven years since 1960.
Emerging economies including India, Indonesia, China,
and South Africa are moving towards universal coverage.
For instance it took just three years, only three years,
between 2009 and 2011 for China to expand the health
coverage to 95 % of its enormous population. Rwandan
experience, for instance, shows that even developing
countries with limited resources can make great strides
towards a health system for all. We can look forward to
our time Indonesia distant future when the great majority
of the world’s population in fact will have the access to
basic health services. But, ladies gentlemen colleagues,
there is still room for a significant improvement and no
room at all for complacency. Access to basic health care
without the risk of catastrophic costs indeed remains
a real issue in many countries. This for instance, not
unusual in Sub-Saharan Africa that only a tiny fraction
of the population is covered by a government insurance
programme; in Nigeria for instance, it is only 3 %,
in Kenya 7 %. In the other side, there is the problem
of the unaffordable health care which is still an issue
which affects us all. Even in very wealthy countries like
Australia, New Zealand, Germany for instance, around
one out of ten in a population reports skipping medical
tests treatment or follow up because of the cost.

Second remark, health coverage is good politics of
course, is a matter of fairness but is also good economics.
There is indeed an economic case for countries to invest
even more than today in universal health care. Universal
health care does more than just share the fruits of growth
more fairly. It also shares the opportunities to benefit
from growth. And the availability of access to affordable
health care gives people in fact a stake in the health of
their economies and it gives the economies a stake in
the health of the people. Fewer people will be excluded
from the market economy because of ill health and a
fewer people will be impoverished because of the costs
of health care. Some little examples, because OECD is
about figures increasing a nation’ life expectancy by year
could potentially increase the GDP of per capita that
country by 4 % in the long run. Maternal and new born
mortality leads to, in terms of US dollar, 15 billion and
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lost potential productivity globally every year. And an
OECD report called Fit Not Fat refund that preventing
obesity costs as little as US dollars 5 to 20 thousand
per life year gains, far less then many of the medication
technologies currently in use.

So what are our lessons on universal health coverage?
Let me highlight three of them. First, it is better to start by
providing maximal financial support for a few carefully
selected services, and then, step by step, expand the reach
of services discovered over time rather than trying to
cover too many services very early on. Focusing on such
essential services like vaccination basic pharmaceuticals
and primary care is for instance a hallmark of this group
from the Mexico which has reduced the proportion of
households with catastrophic expenditures on health
by 55%. Second lesson, thinking about value for money
in terms of the expenditure and health care, thinking
about value for money as important at an early stage
of health system development as it is for more mature
health systems. Nobody wants to or should have to pay
more for less. For instance, studies show that in United
States and Australia, only about half of old patients
treated received appropriate care; either too much care
or too little. Last but not least at lesson, it is vital to
embed health care quality and patient safety from the
start. Health care quality is critical in establishing the
value of health care as well as maintaining the public’s
trust. This can be done by tracking quality of care and
understanding why differences in care exist. For instance,
screening programmes, guidelines, health spending etc.
Our data, our OECD data, show that thirty-day mortality
for patients admitted with the heart attack has decreased
by 40% over the past ten years in all countries thanks to
improvements in acute hospital care. And of course, we
want to see more of this type of trends. Coming then to
the example of Turkey or distinguished host, let me round
off my comments indeed by talking about this experience.
We have just released OECD reviews of health care quality
(He shows the book). In fact this is a preliminary version,
but itis here. Ladies and gentlemen as was said before, over
the past decades this country, Turkey, has implemented
a really remarkable set of health reforms. Of course, the
achievements of the health transformation programme
under the distinguished tutorship of Professor Akdag,
who had been the minister of health in Turkey for eleven
years, is impressive. Really impressive! And I was delighted
to hear how the minister Miiezzinoglu is really intense to
build on this very great foundation. Now that Turkey’s
health care system is so to say more mature within that
most urgently place in your focus on improving service
quality and monitoring outcomes. Since beyond maternal
and child health, relatively little is known about how well
this system in this country here really performs. Turkey,
the government has focused, with very good reasons,

on getting more health care delivered to citizens. It has
designed a remarkable tool to reward high productivity
and it has taken admirable strides in getting providers into
underserved regions. Indeed, today even the most rural
parts of Turkey and Eastern Anatolia now have a supply of
primary care doctors per head of population on above the
national average. The situation which is much improved
from a decade to go. With more, to our opinion, more
needs to be done if the system is to deliver better health
to citizens, more quality. The very quality of the services
provided, the access to best medicines, technologies and
train staff are really crucial. And this message, quality
health care matters, is of importance beyond the borders
even of this country.

Ladies and gentlemen, to conclude, within inclusion
of OECD that we can help. The next few years will be
globally speaking crucial in determining progress
towards universal health coverage, universal health
care well beyond, indeed today’s OECD constituency,
OECD member states. And OECD stands ready to help
countries to achieve universal health care for instance
our development aid committee can help countries to
identify and mobilize aid to those devoted to health we
will be working with our partners of course Mrs Chan,
the WHO and also with World Bank over the next two
years to identify the really best approaches to improving
quality of health care. And we've initiated a new network
to promote high quality care in Asia and Pacific region
and already to set up similar initiatives in the rest of
the world. So Mr Richard lets me stop here once again
congratulating and thanking the government of Turkey.

Richard Horton

Thank you. There is a phrase in my country, United
Kingdom, that “every political career ends in failure”.
Our next speaker show that in Turkey that is not the
case. Recep Akdag, the former Minister of Health and
the current deputy of the Turkish Grand National
Assembly, let and built the remarkable transformation
team a decade ago the results of which we are talking
about today. It was my pleasure, just a few weeks ago, the
World Health Assembly to witness the presentation of an
international award to Recep Akdag for his leadership in
health, leadership in health, not just in Turkey, but also
as a global symbol to other countries. And it is my hope
that now in his post-ministerial career he will become
the chief diplomat the chief ambassador to amplify the
lessons of Turkey’s health reform programme to the
rest of the world. Please give a worm welcome to Recep

Akdag.

Recep Akdag

If you don't mind, I would like to speak in Turkish
since we have interpreters.
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Herkese hos geldiniz diyorum. Bugiin gercekten
cok seckin bir toplulukla birlikteyiz. Degerli saglik
bakanimiz, uluslararasi kuruluslardan ¢ok kiymetli
katilmcilar, degerli bakanlarimiz, birgok tlkeden
bakanlarimiz ve ust diizey yoneticilerimiz var, bilim
adamlar1 burada ve 6nemli bir konuyu konusuyoruz.
Saglig1 konusuyoruz. Herkesin saglik hizmetlerine nasil
erisebilecegini konusuyoruz. Dolayisiyla, gercekten
onemli bir toplantidayiz. Katilimlariniz igin herkese ok
tesekkiir ediyorum, basarilar diliyorum.

Tiirkiyedeki Saglik Doniisiim Programi konusunda
bana siire verseniz herhalde bir tam giin konusabilirim.
Aslinda konusacaklarimizin ¢ok 6nemli bir boliimiini
Lancette degerli arkadaslarimizla birlikte kayit
altna aldik. Bu kayit altina alma sorumlulugunu,
hassasiyetini gosteren Lancet editoriine ve ekibine ¢ok
tesekkiir ediyorum. Ciinkii gercekten tecriibelerin
paylasilmasi biitiin insanlik icin 6nemli. Tirkiyede de
biz on yil icerisinde ¢ok kiymetli bir tecriibe yasadik
diye disiiniiyorum. Miisaade ederseniz ben Tiirkiyedeki
dontistimiin  tizerinde ¢ok durmayacagim. Bizden
sonraki panelistler bu konu {izerinde de ayrintili
olarak duracaklar. Ben bugiin biraz ezberleri bozmak
istiyorum. $6yle bir hususu hayal edelim; sabah kalktiniz
evinizin 6ntindeki araciniz ¢alinmus. Polis istasyonuna
gittiniz, istasyonda biiyiik bir kalabalik var, kuyruk var;
araci ¢alinanlarin kuyrugu. Size dediler ki, “Aracinizi
aramak i¢in ti¢ ay sonrasina randevu veriyoruz, kusura
bakmayin simdi c¢ok kalabalik burasi. Ama bizim
dedektiflik biiromuz var, buradaki polis memurlar
ve komiserler olarak. Aksam oraya gelirseniz bir hafta
icerisinde aracinizi buluruz. Karsihiginda bize su kadar
para Odemeniz lazim” Bunu herhalde higbirimiz
kabul etmezdik. Ya da asayis konusunda buna benzer
uygulamalar olsayd: hiikiimetlerin kargisina ¢ikar bunu
kabul etmeyecegimizi ifade ederdik. Ciinkii bunu bir
hak olarak goriiyoruz. Yonetimler de, hiikiimetler de
bunu kendilerinin temel bir gérevi olarak goriiyorlar.
Ama her nedense agir bir hastalig1 bile olsa insanlarin
hala bazi tlkelerde ceplerinden ciddi para harcayarak
kendilerini ya da yakinlarini tedavi ettirmeleri
bekleniyor. Ben bu anlayisin degistirilmesinin universal
health coverage konusunda son derece 6nemli olduguna
inaniyorum. Once etik bir zemin iizerinde énemli bir
karar vermeliyiz. Evet Diinya Saglik Orgiitii, yillar 6nce
“health for all” diye herkes i¢in sagligin gerekli oldugunu
sloganlagtirdi. Fakat biliyoruz ki diinyadaki gercek
boyle degil. O halde bizler, saglikla ilgili yoneticiler,
politikacilar, bilim adamlar: biitiin diinyayi, Birlesmis
Milletler’i ve hitkiimetleri sagligin temel bir insan hakk:
oldugu konusunda ikna etmeliyiz. Bence mesele buradan
bagliyor. Hitkiimetlerin biitgeleri var ve bu biitgelerden
cesitli alanlara kaynak aktariliyor. Saglik bu alanlarin
basinda gelmelidir. Ve eger saghgin finansmanin
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konusacaksak, mutlaka primlerle olusturulan bir risk
havuzu gereklidir ama bundan daha da 6nce mutlaka
hitkiimetlerin sagliga para aktarmasi gerekmektedir.

Finansmana baktigimizda iki ana modelin oldugunu
goriiyoruz. Ingiltere, Kanada gibi iilkelerde vergiye dayalt
bir finansman varken Amerika Birlesik Devletlerinde
tamamen Ozel sigortaciliga dayanan bir finansman
var. Gergi orada da devlet biitcesinden ciddi bir destek
veriliyor. Diger bircok tilkede de primlere dayal: sigorta
sistemi var; ama ozellikle fakir tilkeler agisindan primlere
dayali sigorta sistemlerinin olusturulmasmnin ben ¢ok
zor olduguna inaniyorum.

Kisa bir siire 6nce Harvardda degerli dostum Julio
FrenK'in 6nderligini yaptig1 bir Ministerial Leadership
programinda gesitli bakanlarla bir araya geldik. Universal
health coverage konusulurken en fakir iilkelerde bile
saglik sigortaciligini yine konusuyoruz; o toplantida da
konustuk. Orada da soyledim, simdi de sdyliyorum;
yoksul iilkelerde ve gelismekte olan iilkelerde mutlaka
hitkiimetler ve donor kaynaklar sagliga gerekli paray:
ayirmalidir. Bu insanlarin en temel hakkidir. Tiirkiyede
biz bunu yapabildik. Bagta bagbakanimiz olmak
tizere hiitkiimetlerimiz, ekonomimizin de giiglenen
pozisyonuyla birlikte, sagliga daha fazla para ayirmay:
kabul ettiler. Gergi oransal olarak gayri safi yurt ici
hasiladan ayrilan pay anlaminda ¢ok ciddi bir artis
olmadi. Ama iilkenin ekonomisi gelistigi i¢in oransal
bir artis oldu ve biz de saglikla ilgili yoneticiler olarak
bu parayr ¢ok iyi kullandik. Para ayirmak o6nemli;
kuskusuz paray1 iyi kullanmak da 6nemli. Ve hakkaniyet:
herkese bu hizmetin ulagtirilmasi, kanaatimce ¢ok
onemli. Bir iilkenin insanlarinin orta gelirli olanlarina,
zengin olanlarna iyi bir saglik hizmeti ulastirmak o
tilkede iyi bir saghk hizmeti sistemi olusturdugunuz
anlamina gelmiyor. Mutlaka yoksullarin saglik hizmeti
alabilecegi bir sistem kurmaniz lazim. biz Tirkiyede
bunu da basardik. Bugiin iilkedeki 76 milyon insan
gerek acil hizmetler igin, gerek koruyucu hizmetler
icin gerekse tedavi edici hizmetler icin herhangi bir
engelle karsilasmadan hizmet alabiliyorlar. Bu konuda
politika gelistirirken paydaglar diistiniilecek olursa,
en 6nemli paydasin vatandasin bizzat kendisi oldugu
unutulmamalidir.

Bir iki hafta kadar once degerli bir uluslararas:
yoneticiyle konustum. Tiirkiyede bir degerlendirme
yapmaktaydi. Cesitli paydaslarla goriigmisti, benimle
de goriistii. Ama halktan hi¢ kimseyle goériigmemisti.
Ona sunu o6giitledim; “En 6nemli paydas olan halkla
da mutlaka kargilasimn ve gorlisiin” Biz politikacilar
buna ¢ok 6nem vermeliyiz. Kuskusuz bu popiilizm
anlamina gelmiyor. S6z konusu saglik oldugunda
herhangi bir ihtiyacin vatandas tarafindan arzulanmasi,
kargilanmasini istenmesi ¢ok tabiidir ve biz de bunu
karsilamak zorundayiz. Dolayisiyla burada vatandasin,
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oOzellikle katastrofobik harcamalardan korunmasi
son derece onemlidir. Saglik Oyle bir alan ki, hig
beklemediginiz bir anda esiniz, ¢ocugunuz, anneniz,
babaniz kanser olabilir, kalp ameliyatina ihtiya¢ duyabilir.
Ve eger sistem size yterince hizmet saglamiyorsa, bir
anda bitiin hayatiniz bitiin ailenizin gelecegi yok
oluyor. Bagka hicbir seye benzemiyor bu. Vatandaslarin
katastrofobik harcamalardan korunmas: ve hakkaniyet
icerisinde bir hizmetin verilmesi, kanaatimce, son derece
onemlidir.

Bunun igin de ozellikle gelismekte olan iilkelerin
dikkat etmesi gereken hususlar vardir. Tecriibelerime
dayanarak bunlarin birkagindan bahsetmek isterim.
Ornegin, ozellestirme bu iilkelerde ¢ok dikkatle
takip edilmelidir. Eger kontrolsiiz bir 06zellestirme
olursa zaten genelde kit olan insan kaynaklarimi
Ozel sektor emebilmektedir. Boyle durumda halkin
biiyiik ¢ogunluguna hizmet imkani tamamen ortadan
kalkmaktadir. Diger bir agidan baktigimizda, insan
kaynaklarinin gelistirilmesi hususunda ¢ok uzun sireli
egitimlere dayali klasik batili egitim modelleri gelismekte
olan {ilkelerin ihtiyaglarmni asla karsilayamayacaktir.
Biz bu iilkelerde daha kisa siireli egitimlerle sahanin
ihtiyact olan saglk elemanini yetistirmek zorundayiz.
Belki bunlar sahaya ¢ikip hizmet vermeye basladiktan
sonra egitimleri atirilarak mitkemmellestirilebilir. Buna
benzer sekilde , iilkelere 6zel ¢oziimleri mutlaka bulmak
ve bunlari gergeklestirmek gerekiyor.

Bir saghk reformu yapmak istiyorsaniz, saglik
yoneticileri olarak mutlaka teknik ve politik ¢alismalari
beraber yapmaniz gerekiyor. Ben bunu hekimlik pratigine
benzetiyorum. Ben kendim de hekim kokenliyim, bir
pediatristim; birlikte ¢alistigim arkadaslarimin hepsi
degil ama 6nemli bir boliimii de hekim kokenliydi. Biz
hekimler 6nce bir hastayr muayene edip incelemeler,
degerlendirmeler yapariz; hastaligi teshis ederiz, o
hastadaki hatali1 ortaya koyariz;. Saglik sistemi igin de
bu gegerlidir. Dogru teshis koymak daha sonra dogru
tedavi yapmak i¢in son derece 6nemli. Yaygin bir deyis
var tipta: hastalik yoktur, hasta vardir. Dolayistyla higbir
iilkenin sistemi ya da 6nceden gelistirilmis teoriler biitiin
iilkelere birlikte uygulanamaz. Evet, genel prensipler
mutlaka var ama bu prensipleri iilkelere sahsilestirmek
gerekiyor. Bunun icin de o tilkeyi iyi tanimak gerekiyor.
Uluslararast kuruluglarin bir tlkenin saglik sistemini
inceleyip katki verebilmesi veya ¢ikarimlar ede edebilmesi
i¢in o tilkenin saglik sistemini iyi bilen elemanlariyla
oturup ciddi bigimde ¢alismalar1 gerekiyor. Ancak bu
sekilde ilerlemek miimkiin olacaktir.

Sunu ifade edeyim; konusmamin sonuna geliyorum.
Tirkiyede oldugu gibi biitiin diinyada aslinda universal
health coverage’ bagarabiliriz. Bunun igin donér tilkelere,
basta Diinya Saglik Orgiitii olmak iizere uluslararast
kuruluslara da ¢ok 6nemli gorevler diismektedir. Daha

once bu doniisiimii bagarabilmis olan Tiirkiye gibi
iilkelere bityiik gorevler diismektedir; tecriibe paylagmak
bu yolda ilerleyen tilkelere mutlaka biiyitkk bir katki
saglayacaktir. Burada zellikle Diinya Saglik Orgiiti'niin
daha operasyonel bir rol oynamas: gerektigi kanaatini
tagtyorum. Son olarak sunu belirtmek istiyorum. Saglik
alaninda bir doniisiim i¢in mutlaka teoriler gereklidir
ama bu teoileri pratige gecirmek ancak sahada yogun bir
sekilde ¢alismakla miimkiindiir. Biz Tiirkiyede bunu 10
yil boyunca yaptik. Kuskusuz, bu 10 yil boyunca yapilan
islerin stirdiirtilebilir olmast 6nemlidir. Ben Tirkiyede
finansal strdirdlebilirlik agisindan  bir  problem
gormiiyorum. Béyle bir sikintimiz kesinlikle olmayacak.
Ama mutlaka sistemi ayakta tutmak lazim. Ozellikle
paydaslardan kendi menfaatleri halkin menfaatleriyle
catiganlara karst onlem almak lazim. Bazi paydas
gruplarinin ¢ok ciddi lobi giigleri var ve bu lobi gii¢leri
halka verilecek hizmet agisindan her zaman problemli
olabilir, Tiirkiyede de, diger tilkelerde de. Tabii ki bundan
sonraki donemde de Tiirkiye bu konuda gerekenleri
yapacaktir. Buna yiirekten inaniyorum.

Ben konusmami tesekkiirlerle bitirmek istiyorum.
Ozellikle, 10 yil birlikte calisigim Bagbakanimiza...
Gergekten eger bir tilkenin bagbakanini veya baskanini
ikna edememisseniz, meseleye bizzat sahip ¢ikilmamussa,
arkanizda hitkimet ve parlamento yoksa bagaramazsiniz.
Bu destegi alabilmek i¢in de baglangigta hizli degisimler
yapmak gerekiyor. Bu birbirini destekleyen bir ¢ember
gibi. Siz hizli iyilestirmeler yaptik¢a arkanizda halkin
destegi ve diger politikacilarin destegi artiyor. Bu
destek arttikca da yeni degisimler yapma imkanini
buluyorsunuz. Dolayistyla, Sayin Bagbakanimiza, birlikte
calistigim hiikiimetlere -ben birkag hiikiimetle ¢aligtim
biliyorsunuz- parlamentolara ve bakanlik merkezindeki
ve sahadaki ¢ok degerli saglik yoneticilerine, mesai
arkadaglarima ¢ok tesekkiir ediyorum. Gergekten onlar
¢okyogun ¢alistilar. Uluslararasi kuruluglara ok tesekkiir
ediyorum. Ama kuskusuz en biiyiik tesekkiir saglik
¢alisanlarinadir. Sayist kisith olmasina ragmen biyiik
bir fedakarlikla dontisimiin ruhunu onlar paylastilar. Bu
da bir doniigiim ve yeni saglik sistemi i¢in ¢ok 6nemli.
Kuskusuz bazi gatigmalarimiz oldu. Ama genel anlamiyla
disiindiigiimiiz zaman saglik ¢alisanlarinin da bu ruhu
kavradiklarini biliyorum. Aksi takdirde basaramazdik.
Sunu soyleyerek bitiriyorum, son ctimlem; biitiin degerli
bakanlara ve bu isle ilgili kisilere sesleniyorum: evet, bu
basarilabilir bir husustur. Esitlik icerisinde bir universal
health coverage basarilabilir bir istir. Buna inanmak ve
ciddi bir bigimde birlikte ¢alismak zorundayz.

Katiliminiz igin tekrar hepinize tesekkiir ediyorum.

Richard Horton

Thank you so much. Our finally speaker represents an
organization WHO which has been at the forefront of
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putting universal health coverage top of the global health
political agenda. Indeed not just top of the global health
political agenda but top closer to the top of the past 2015
political agenda too. So it is my pleasure to introduce
Joseph Kutzin who is the coordinator for health system’s
financing based on the World Health Organization.

Joseph Kutzin

Thanks Richard, and thanks also to the other
colleagues on the panel. It is a bit humbling to appear
representing WHO in this way but I will try to do my
best and also to pick up hopefully on some of the themes
that the other panellists have mentioned.

I really wanted to talk about three things here. First,
what WHO is doing and how we approach universal
health coverage; secondly, importance of partnership
in carrying this forward. And third, with a little bit
reference to what Richard just said how we see the
connection between universal health coverage and
sustainable development.

First and I think the most important things we can do
as an organization is try to clarify concepts and despite
the world health report, despite all the attention given to
universal health coverage there are still a lot difference
interpretations of what this means in different places.
So, let me say what we mean in WHO. For us, it means
that all people can get tthe services they need of good
quality and without a fear of financial ruin as a result.
Now there is a few things in that definition. One is to
be clear on services that we are not just talking about
treatment but also prevention, palliation, and promotion
in personal and public health services. Second and where
the difficulty comes in is that the definition includes all
services and all people means that this is a wonderful
aspiration but not very operational. And this has been
a challenge because as the manager director from
the World Bank has said it does not mean all services
for everyone, everything free. So we use this term of
“moving towards universal coverage” with the idea
quite concretely that the definition of universal coverage
includes three objectives within this which is to reduce
the gap between the need for and the use of services, to
improve quality, and to improve financial protection. And
moving towards these objectives as relevant everywhere
even the richest country has some gap between the
need for and use of services. So in many ways it is not
really possible to fully achieve these objectives. But it is
possible to move towards them and I think that is the
relevant issue. So as we work at country level and as
Professor Akdag said what is the actual practice here. I
think it is to say, given our understanding of the current
system in a country, given the wider context-the fiscal
situation, the political situation-what are the changes
that can be made in the health system to move a greater
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attainment of those three objectives in the next five to
ten years. And that in a way is a means to transform
the broad inspirational statement of universal health
coverage into something more practical and operational.
Now to support this and based on the technical and
practical experience of WHO, we are really working on
all aspects of health systems to help countries move in
this direction. As just some examples we know we have
guidance for selecting essential medicines and using
them rationally; we have approaches to improve the
quality and reorganize the delivery of services moving
towards more integrated and holistic care; we have a lot
of focus on improving public health services, population
awareness of healthy behaviours and so forth. And of
course, in my area, we do have a lot of support being
provided on health financing. So there is really a range
of different topics that we are engaging on and number
of the speakers mentioned the importance of efficiency
and this one of the areas we also highlighted in the world
health report. The way I could phrase it is that we don’t
know any country in the world that can simply spend its
way to universal coverage. So, attention to efficiency is
really essential from the beginning in order to sustain
progress because we don’t know what will happen in
the coming years and the wider fiscal situation. There
is always room for improving the use of resources and
getting more on these three objectives: more health,
more equity in service use, more financial protection
from our available resources.

So, one thing is that we have seen that our report
on health financing for universal coverage, the World
Health Report 2010 has been very popular. I was given
the numbers that it is downloaded in 604000 times from
the internet. I don't know how many of those were by
WHO staff but probably only a small percentage. We
have also received an enormous number requests, more
than 80 countries have come to us since that report
was written and I want to point out this is not just low
and middle income countries, we are working with
upper, higher income countries as well particularly in
the European region on the response to the economic
crisis. So I think this has been something again that the
concept of universal health coverage has been shown to
be applicable there as well.

One of the messages from t is work is that we don't
have a blue print for moving towards universal coverage
and the statement is that you know the path must be
home grown. This is true but at the same time there are
some co-principles and lessons learned some country
experience about ways to move and ways not to move.
This is I think one of the real opportunities that a
conference like this can offer. I wanted to just say that
one area that end in many ways I used to argue that at
least in WHO health financing was a harm reduction
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programme which was how to avoid policy harm and
avoiding mistakes that other countries have made in a
way. And very much I think, this was again acquiring
some of the comments of the previous speakers. I think
one of the pitfalls that we have seen many low and
middle income countries fall into was to initiate reforms
by focusing first on people working in the formal sector
by creating insurance schemes for civil servants or other
formal sector workers. Now this approach really derives
from the historical experience of the development of the
public policy on coverage in Europe. I mean the initial
motivation for Bismarck had to with improving labour
productivity and reducing unrest at the workplace. This
is no longer the motivation. And if one goes in this
direction as many countries have and we have observed
this is problematic because, now and especially after
the Second World War we started hearing about the
right to health, this was in the WHO constitution in the
universal declaration of human rights, many national
constitutions. I have heart this like many things I do
in health financing, I first heard it from Julio Frenk in
Mexico which was making this point that it is no longer
the case that equal access to health care is a right derived
from labour force studies. It is right derived from being
a human being. So the point of universal coverage is that
the universal means universal. They should have changed
how technical assistance and approach supported in low
and middle income countries on health financing reform
was applied. But in fact much of this assistance over the
past thirty years was based on copying the historical
model from Europe, of basically starting with the formal
sector and then scaling up. But this was wrong in a
way philosophically because the underlying rationale
is different but also we are in a very different context
now. Now, there is really something to defend in health
care given the advance of medical technology and so
the initially covered groups want to protect and expand
their access to the latest medicines and technologies.
So rather than these programmes evolving out to cover
more people they tend to concentrate more on these well
organized populations and hence their entitlements and
subsidies. And in an effect, in the name of increasing
insurance coverage actually move away from universality
in a sense by widening the gap between the haves and
have nots.

Fortunately we have many alternative examples that
have emerged Turkey as a leading one. I think in moving
away through this reform programme of moving away
from organizing the system and financial arrangements
by social grouping and integrating into a common pool.
We have this type of approach in many other parts of the
world that is emerging as well. And really an alternative
to the way things had been done. So I see it (he shows

Recep Akdag) is great to have meeting here, where that
example can be shown.

Now [ wanted to say couple of things on the partnership
side. One is clear that well obviously WHO has key role
to play just as Ministries of Health do. WHO cannot do it
alone. And in particular again going seeking in my own
technical area and financing, I haven't seen any country
in the world where the Ministry of Health on its own can
implement health financing reform. It always involves
Ministry of Finance to some degree and requires a good
collaboration. And both at country level and then at the
international level this is reflected in some important
collaboration we have with the World Bank. For example
in February we co-hosted a meeting, a Ministerial
meeting, on universal health coverage together with
the World Bank. And also, with our colleagues from the
OECD through the senior budget officers of network.
That brings together, health and finance specialists
from governments. So there is important critical
partnerships there. We are also working very closely,
with bilateral and some multilateral agencies, through
the providing of health initiative. One anecdote of how
I think this movement has developed is last week I was
in Kenya for a meeting with thirteen African countries
on health financing strategy development that we
jointly organized, together with the World Bank and
with the support of among others the German and the
British development agencies. And I think it may be the
first time that in a health financing event we have co-
sponsored by the founders of these two classical models
and different classical models. So we are able to bring the
German and British systems together for that work. So I
think there is hope.

Last, I just wanted to say a few words on the wider
context not so much on the post 2015 agenda. The
important point as others just said that health is
important for sustainable development. Yes, health
contributes to the economic growth as others have said
but health on its own is an independent and important
element of welfare. So in a way this is critical that health,
in its own right is important as well as its contribution
to other objectives. So a good health system will
offer protection as well against the risk of becoming
impoverishing. So this is also, this combination of the
value of health as well as the role of financial protection
why we continue to advocate for being included in the
post 2015 development agenda.

So, thanks very much.

Richard Horton

So let me thank for this fabulous speakers for giving us
the insights into not just Turkey’s success but the broader
context of Turkey’s success.

Turkiye Genel Saglik Kapsami Bakanlar Konferansi Birinci Oturum



PANEL 2 / iKINCi OTURUM

Turkey Health Transformation Program, The Lancet Publication
Turkiye Saglikta Dontisim Programi, Lancet Yayini

Moderator: Richard Horton

Richard Horton

Now we can have some fun! I am going to go into a
level deeper into this reform programme and its results.
So now I can say what has really been said about this
reform programme before today. When I started
researching what has taken place in Turkey over the
past decade, when I was first invited to take part in this
process I discovered there was an enormous controversy
surrounding what has happened in Turkey. And let me
read you some of the words describing the messages
coming out of Turkey about its health reform:

“Propaganda’, “It does not reflect the truth’
Imaginary outcomes’, “Overestimates”, “Self flattery”,
“The present statistics are beyond the figures actually
are’, “Unreliable”

So, the message that was coming out was not believed
by many people not only outside of Turkey but actually
many health professionals inside of Turkey which made
an urgency of conducting an independent assessment
of what has taken place over the past decade so very
important. And so it is a huge pleasure and honour to
introduce my good friend and colleague Rifat Atun,
professor at Imperial College London and also in
Harvard to give you a description of the fabulous work
he has conducted over the past 6 months with a superb
team of national and international scientists. Please give
Rifat Atun a very warm welcome this morning.

«

Rifat Atun

Thank you Richard, distinguished ministers, heads
of international agencies, distinguished delegates
colleagues and friends.

It is an immense privilege to be able to present the
findings of the analysis on the universal health coverage
reforms in Turkey. This has been a very ambitious
project just like the universal health coverage itself, the
health transformation programme. Because we were
inspired by the work of Professor Felicia Marine Knaul
and Professor Julio Frenk in their study of Seguro
Popular in Mexico, the paper published in the Lancet
at the end of 2012. And inspired by that we repeated a
similar study drawing on regress data. But from concept
to conference it took 8 months. It was a very ambitious
project and at the end we not just an English version of
the study but also a translation in Turkish. The product
we have published by the Lancet actually today was a
product of teamwork. And I would like to acknowledge
the excellent contributions of my colleagues Professor
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Sabahattin Aydin, Sarbani Chakraborty, Safir Stmer,
Meltem Aran, Ipek Giirol, Serpil Nazlioglu, Senay
Ozgiilcii, Ulker Aydogan, Banu Ayar, Ugur Dilmen and
of course Professor Recep Akdag who was the architect
of the health transformation programme. Bu I was very
fortunate to work just not with one incredible team but
two incredible teams. And the second incredible team
was that from Lancet that I got to know very closely
not just Richard as leadership of Lancet but also in
global health has not become legendary but he has a
really incredible team; Selina Lo, Hannah Jones, Clive
and many others have made it all possible. They made
everything look so effortless. So, we are here today. And
the study is about equity. It is about universal health
coverage and its contribution to citizen’s rights and
achieving equity for the Turkish population. And equity
has been an important theme in Turkish culture, going
back to the Ottoman times. The four principles of the
Ottoman Empire which are necessary for an orderly
empire to be sustained and to progress: the state, the
treasury, the citizens and justice. And justice of course
embodies equity. All of these together form the circle
of equity. And these principles were also reflected in
the young Republic of Turkey that began in 1923 and
then the subsequent 1982 Constitution that articulates
fundamental rights of Turkish citizens and social justice.

So we use the framework that draws on the World
Health Report 2000 but also the work of Professor Bill
Shaw and other colleagues in Harvard in analysing
health systems. First, we looked at the context because
you heard from the honourable minister today and other
panellists that context is very critical. So we analysed
what the context leading up to the health transformation
programme in 2003 was. Then we looked at the changes
in each of the health system functions, the inputs into the
system; the governance and organization, the financing,
and resource management which collectively are used to
develop public health care and service delivery, health
care services for the benefit of citizens in an equitable,
efficient, effective, and responsive manner. And these
then translate into our health system goals. Both the
level and distribution of health, financial disprotection
and also importance of user satisfaction which provides
the legitimacy that governments need to continue and
sustain reforms. So using this framework we first of
all analysed the context. Well the context was very
interesting and I am currently doing some work in Latin
America and it is very interesting that many of these
contextual factors are also shared by a number of Latin
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American countries in shaping health reforms. 1980s
and 1990s in Turkey were characterized by economic
and political instability. Although there was a strong
will from various governments to reform the health
system, and many laws were developed, they were not
either executed or passed by the parliament or were
not implemented. This instability, I remember actually
as a child, these were called the lost years of Turkey. In
fact I should thank this instability because it is one of
the reasons why I went to England to study medicine
rather than to Hacettepe University where my uncle
was a professor. So, it was a positive benefit for me but
certainly not a positive benefit for Turkey.

And this instability let to inadequate and inequitable
distribution of financing in health system, absolute
shortages, and poor distribution of physical as well as
human resources and as a result huge inequities in health
outcomes. Three to four fall differences in under five
mortality, infant mortality and maternal mortality ratio-
theareas that the health reforms in 2003 onwards targeted.
And not surprisingly the citizens were not satisfied with
the health system, high level of dissatisfaction. So, the
journey to universal health coverage begins not in 2003
but actually in 1945. So, it is a long journey beginning
with the social insurance organisation in 1945 followed
by the social health insurance for retired civil servants,
then the first national ten year health programme that was
declared then the very important law on the socialization
of health then establishment of Bagkur (Social Security
Organization for Artisans and the Self-Employed)
followed by the recognition of universal health coverage
as a right and responsibility of the state. In 1982, then the
Green Card scheme that was established but not really
did not take off function. And finally in 1996 a series
of laws on financing institutions, now an organization
of the health sector. So, the new government of 2002
have a legacy and did have a legacy to build on including
many of the laws that have been developed by previous
administrations. But the journey was long. And I would
like to, perhaps very befittingly use a quote from Agik
Veysel that says that “I am in a long and narrow road”.
Many of the audience Turkish may know this. And 49
years on these roads was travelling to reach that distant
goal. And that goal is to achieve equity. And Asik Veysel,
himself was actually blinded by small pox as were many
people affected in Turkey in his times. Bu although he
was blind he was able to see the beauties of Anatolia in
this darkness that he was subjected to.

And the inequities in Turkey have been going on for
a long time. And this is a map of the socio-economic
level of development ranging from high development
index, as you can see mainly concentrating in the west
and southwest of Turkey, then progressively getting less
well developed as we go towards the Central Anatolia

and then to the East and South East. And these socio
economic inequalities were reflected in health outcomes
too. So the health transformation programme begun to
address these inequities that was the objective to have
the citizens at the centre of the reforms built on the
past but develop a comprehensive strategy informed
by global experience and evidence. And I remember
very early days I had the privilege of being part of the
very dynamic health transformation team. The team
was seeking evidence from Mexico, from Estonia, from
Thailand, from Slovenia, from many other countries that
were visited to find out what was happening. So there
is really a grand strategy with continuous monitoring
and learning with flexible implementation combining
strategic and structural changes with short term tactical
solutions, for quick fixes in order to improve the health
system to gain user satisfaction. And focus on user
satisfaction was the key because that determine the
receptivity of the context and legitimacy of the changes
that were being introduced. So this was a transformation
programme underpinned by a robust strategy. And the
programme has built on the past of the work in Turkey
and has achieved a number of key changes alone each
of the health system functions. In terms of governance,
the right of citizens was emphasized with a number of
systems and instruments introduced to enhance provider
accountability.

Being a physician of course this doesn't always good
on well we don't like to be told what to do unfortunately
but sometimes we need to ensure that we are accountable
to the citizens, and to the state and to the other
stakeholders. As part of the governance changes, the role
of the Ministry of Health was redefined from having an
operational role to more of a situational and leadership
role.

In health financing, there are major changes as was
discussed earlier. Increasing health expenditures, as
the minister articulated and investments in the health
system more importantly consolidating the highly
fragmented health insurance systems under a general,
unified health insurance scheme with the expansion of
benefits and levelling up of the benefits for everyone to
the best that were available. And the coverage increased,
quite dramatically from almost 2.3 million to more than
11 million people under the Green Card scheme in 2011.
The resource management was applied in such a way
as to birth expanded staff numbers but also using the
instruments such as contracting to expand implementing
opportunities in the east and also the less served parts of
the country.

And as a result, we see an expansion of primary
health care services in particular but also a hospital
care specifically for events that lead to catastrophic
expenditures. We also see an expansion of emergency
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in hospital services, specifically those aim to address
maternal and neonatal emergencies to bring down the
very high levels of maternal mortality as well as the
mortality in neonates and the infants.

So what has happened as a result of these changes as
part of this long journey? We can see that from 1990
onwards, after period of flat lining then a short increase
in the total health expenditures. (We are using US dollars
purchasing parity to demonstrate the rapid changes.) As
a result of increased investments in the health system;
increased expenditures and coverage of health insurance
which is actually my next slide. In 2011 even the poorest
segments had very similar coverage levels to the richest
segments. This is quite a remarkable achievement. Not
surprisingly, one of the key facts of this improvement in
health financing as well as increased coverage was that
out of pocket a health spending as a share of non-food
household expenditures at different budget households
actually declined. As you can see for three budget
thresholds of 15 percent, 25 percent and 40 percent
compared to 2003 declines in all three segments.

And a remarkable success story is the expansion of the
health workforce which is still needs to expand. I heard
in the prime minister’s statement today that almost
numbers we have 6900000 or so. But from 1993 from
224000 and 256000 the numbers more than doubled
to reach 570000 in 2012. But more importantly it is not
just about the numbers. It is getting the people in the
right place. So if you look at the population covered by
specialist physicians by province in 1990 to 2010 the
red areas are where those low provision of health staff;
so low ratio of health staff to population. Actually, one
can note that in 2000 the situation actually got worse
compare to 1990 as a result of the instability and the
economic crises in the late 80s. But in 2010 we can wee
a rapid improvement in coverage including in the most
underserved areas. So this is specialist physicians. We
see a similar picture for populations covered by general
physicians, nurses, and midwifes combining together
with improved coverage in the most underserved areas.

So as a result, the coverage of key services increased.
And here we look at the coverage in urban and rural
populations and this is the anti-natal visits attended by
health staff. And also the first and the fifth quintiles;
the richest and poorest quintiles... As you can see, after
very little improvement up to 2003 there is a very sharp
increase with the outcomes will be the coverage reaching
in the rural and underserved populations to those of
richer and urban populations. Similarly, anti-natal
visits attended by health staff whose education is lower
compared to well educated population and whose first
mother tongue is not Turkish. You can see improvements
again with closure of this huge gap in terms of coverage
levels. Similarly, in the percentage of births in a health
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facility attended by health staff looking at the socio
economic background of the mothers and their wealth
we can see again a narrowing of the differences and
improvements for the rural as well as the first quintile
the poorest population; and this is women whose
education levels are lower and first mother tongue is not
Turkish we can see improvements again with narrowing
of the differences between the riches and the poorest and
the socio-economically disadvantaged. As the result of
improvements in coverage we also see most importantly
improvement in outcomes. This is immunization
coverage uptake and what is interesting here is there
is actually a worsening of the situation between 1993
to 1998-2003 as a result of inability to implement the
reforms and the economic crisis then a sharp increase,
both for immunization for all eight vaccine by different
socio-economic groups. And this has a positive effect of
actually registering improving outcomes. So the under-
five mortality declines and the differences become very
narrow in fact they converge. Similarly infant mortality
sharply declines. Look at the differences here and look
at what happens in 2008, the sharp changes in 2003.
Obviously the trajectory is positive in most instances but
the bigger scenes is able to demonstrate in our economic
analysis come after 2003 as a results of increased
insurance coverage but more importantly increased
insurance coverage combine with expansion of benefits
and health services. The two needs to go hand in hand
to ensure improve access. Just having one or the other is
not going to work. This is a key lesson from the Turkish
health reforms.

And T said satisfaction of user is critically important.
When the reforms in 2003 we can see compared to
five key services provided by the public sector that
includes health, insurance coverage, social insurance
and pensions, education, legal and judiciary and public
security and order health is the worst performer. At
less than 40 percent satisfaction of the population. But
steadily, this satisfaction levels increase more so than
any other public service to reach the levels enjoyed by
the public security and other services. So, not only do
we have improvements in relation to health insurance
coverage, reduction in catastrophic expenditures
improve health outcomes but also users are satisfied.

One can I think comfortably conclude that the
achievements are no less than remarkable. Great
success story... But there are important lessons to be
learned but also future challenges. And I would say that
actually the work is beginning now. The hard work has
been done, wonderful platforms has been established,
systems have been put in place but the key challenge is
to sustain universal health coverage as the population
ages as we have political stability and economic stability
around the world. So the key future challenges for
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future governments for Turkey are to upkeep or sustain
the health insurance coverage and the benefits. There
is still an unfinished equity agenda. The differences
have narrowed dramatically. That is a great success of
the years of work Turkey has achieved in this journey
to universal health coverage but differences do exist
and they need to be addressed. The quality and safety
needs to be maintained and improved consistently as
in other countries of course. We need to revive public
health and the health system to manage chronic diseases
that are affecting now many countries that are middle
and low income countries. We need to ensure that the
fiscal space is there to sustain investments in health.
So sustain the increases in the health expenditure. And
we need to manage public expectations. Turkey has a
young population and they expect their rights just as
health rights. And governments need to respond these
expectations. And more importantly we need to ensure
that the health work is cultivated and supported so that
we can create a knowledge-based health system. Which
creates an opportunity for Turkey because Turkey now
can begin to see investments in health system not just
as an expenditure but actually an investment as part of
the dynamic economy it has. Health sector accounts
for 15 to 20 percent of public sector expenditure, or the
government budgets typically but between 5 to in the US
16 percent of gross domestic product so it is a huge part
of the economy. And it is a four trillion dollar industry
a year. So Turkey can play an important role if Turkey
can rethink its health system as a system for innovation
and developing new products and services. And Turkey,
moving up to 2023 can also have an ambitious to have an
important role in global health as we have heard today.
To work with countries that are also implementing
universal health coverage to learn from the lessons and
experience Turkey as had over the last ten years.

So for me, there are ten lessons. This is my final slide.
First of all, the context is important. Context is critically
important because one of the reasons why the reforms
were successful was that there was a receptive context,
their expectations for change. And then the receptive
context for the changes were introduced. Secondly, health
was part of the democratization process which is still
continuing in Turkey. Health is seen as a fundamental
right with a focus on citizens and citizens’ rights. Political
stability was important. The lost years of 1980s and
1990s gave way to stable number of governments over
the years. Associated with that is economic growth and
stability, then, very able transformation team. Thatled the
process from the context to design the implementation
and ongoing learning to make changes at midway or
throughout the reform process to improve what has been
implemented. So there was sustained leadership not just
at the start, but also at the midpoint and at the end. And

as honourable Minister Recep Akdag said the enhanced
role of health within the government is critically
important with support from other line ministries
which enabled of course the increased expenditures in
health because increasing more in health means less on
education or other sectors. The budgets, resources are
limited of course. I think what was impressive about
the health transformation programme was the flexible
implementation approach with ongoing learning;
combining strategic and tactical inputs, and the spirit of
implementation. Things were done very rapidly. I will
never forget an important moment we had, Joe Kutzin
was also part of that meeting, we also had colleagues
from Estonia and Thailand and we were talking about
how we took Thailand to universal health coverage. And
it was a long journey, 15 to 20 years or so. I remember
the Minister and Sabahattin Bey saying “hmm that is
very good but we have no time. We need to do this in 18
months” We almost fell off our chair. But it happened!
18 months later, there was a meeting that Julio Frenk
attended combined by the Ministry of Health, the World
Health Organization, European Observatory Joseph
Figueras was there at that time. That day the law on
health insurance was passed. So things that happen very
rapidly to our surprise and of course to our delight. And
most importantly, I think a take home message from
these reforms is that it is critically important to have
not just expansion of financial coverage but at the same
time expand the service delivery and the distribution of
services to the most vulnerable population. So, financing
combined the service delivery is really what made the
change and we are able to demonstrate this with our
economic analysis.
Thank you very much for your attention.

Richard Horton

Thanks so much Rifat for your explanation and
description of your powerful analysis. We are very
fortunate today to have very strong representation
from the World Health Organization which has been
underlined in this morning’s panel Professor Felicia
Marine Knaul has demonstrated superb leadership
globally respective universal health coverage. And itis my
really great pleasure to introduce Zsuzsanna Jacob who is
the regional director of the World Health Organization’s
European office and who has the immense responsibility
not only for thinking about Turkey in terms of WHO’s
responsibility but 53 nations in her particular region.
Zsuzsanna, welcome.

Zsuzsanna Jacob

Thank you very much Richard, good morning
everybody; Excellency minister of health Mehmet
Miiezzinoglu, Professor Akdag, Excellencies ladies and
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gentlemen. First of all it is a real pleasure for me to be
here today and to speak to you on this very important
event. And I would like to start by thanking the Turkish
government for organising this.

The Turkish example clearly shows us what you can
achieve with a vision and strong political commitment
with leadership and partnership. This initiative of Turkey
enjoys full support of WHO and we are happy to work
together with the Minister to further develop the vision
and also to be your partner in the implementation. Before
I turn to the Turkish model let me also say a few words
about universal health coverage to confirm some of the
key messages that came out from the previous panel
and also to confirm the strong political commitment of
WHO to this initiative.

Universal health coverage is at the heart of WHO’s
work. It was extensively discussed at the recent worthiest
assembly and we would like to see this in the post 2015
development agenda. Why? It is because universal health
coverage is a practical expression of WHO’s concern for
equity and social justice and it has to reinforce the links
between health, social protection, and economic policies.
And that as we heard from Joe Kutzin universal health
coverage combines two fundamental components: access
to services needed to achieve good health which includes
for us also prevention and health promotion but also the
financial protection that prevents ill health leading to
poverty. And as we heard from the managing director
of the World Bank this morning, we have hundred
million people in the world who live in extreme poverty
because of out of pocket payment. This figure, ladies and
gentlemen, in European region with the 53 member states
is 16 million. 16 million people in the European region
empowered because of out of pocket payment and this is
not acceptable. So with this introduction, I would like to
congratulate the Turkish government for the success of
the Turkish health transformation programme over the
last ten years and the significant progress that has been
made in this country towards universal health coverage.
The Turkish model can be very well used also in the
other member states of the European region but indeed
in the world. And there are very significant lessons we
have learned from this experience.

I would like also to thank Lancet, particularly to you
Richard for this excellent article today and of course
Professor Atun because this access to promote the
concept. And that is very significant.

So back to the Turkish model what I would like to
say is that you can achieve a lot if health is a priority, if
there is a clear political commitment to health, and also
to meet the health needs of the population not only in
terms of health status but also in terms of health care.
and the Turkish example also shows that investing into
health is investment into the future development of the
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country. And if you just look at the health indicators
which I won't repeat because we heard it also from
Professor Atun and other speakers this morning. This
has indicators and then improvement. They speak of
thousands of words and Richard let me assure you that
indicators are here, the figures are here and there has
been significant progress whether you look at the WHO
estimates or you look at the real time figures that come
from Turkey to the health for all data base you can see
a very very significant progress. And that is extremely
important.

In my view, there are two key secrets to this progress
and I would like to highlight some of these and I am very
pleased to see that in the last slide of professor Atun that
many of the secrets to the success from our perspective
and your perspective are the same. And I think that there
has been a significant progress here in the governance in
the way how the whole health system and health issues
have been governed in Turkey. And I would like to raise
five elements of this. First of all, you obviously need a
vision, a vision that is evidence based but which also has
clear values and principles. Values like for example the
health as a fundamental human right and the principles
like the principles solidarity, equity but also support to
the most vulnerable and the equity issues. The second
issue is that it is not enough to develop a vision you also
have to implement it. It is easy to say but it is difficult to
do. And in the case of the Turkish health transformation
programme there was a very strong leadership in the
Ministry of Health and he led every element of the
health transformation programme to make sure that it is
fully implemented and the Ministry of Health also had a
committed reform team around him which he also said
in his presentation and that was the success. And there
was also a very good sequencing of the various reform
initiatives. The third issue is that it is quite important
to have close collaboration with many of the other
sectors and partners because for example if you want to
lower tobacco use or alcohol you cannot do it without
an inter-sectoral collaboration and quite a significant
work has been done to so called health in all policy and
whole of government approach. But all these would not
have happened if health had not been a priority for the
Turkish government programme and if you did not have
the high level of support and leadership coming from
the prime minister and the president of the country.
And finally, Turkey took a people centred approach to
improve access and quality but also to reach out to how
to reach to the most vulnerable groups. From the WHO
perspective, I would like to thank to both ministers to
Minister of Health during the past ten years, professor
Recep Akdag for the excellent and the close collaboration
with WHO and also for adopting so many evidence
based policies and strategies that were approved by our
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governing bodies. And I would like to underline the
word evidence-based because in my view that was a
second secret to the success. At the same time, I would
like to thank very warmly to the current Minister of
Health, Doctor Miiezzinoglu for the continuity, for the
sustainability, for supporting the further development
and the implementation of this programme and taking on
new initiatives like for example to include public health
functions into primary health care, to include public
health functions into the health system more broadly
to respond to the present challenges of the chronic
diseases. And Mr Minister, WHO whole heartedly
support this initiative and our mission during the last 10
days was a clear evidence of this and we are with you in
the further development and in implementation of the
programme. We used in the last worthiest assembly, last
year to inform the member states in Geneve what you
can achieve from a programme like this I plan to do the
same in the regional committee which will take place in
[zmir, in September, in Turkey to bring the achievements
to the attention of the member states. And for your
information, we are using the Turkish example in the
global learning programme of the WHO on national
health policies and strategies.

WHO Europe has an extensive collaboration with
Turkey. This includes also the health system performance
assessment through which we evaluated the health
transformation programme two years ago and we
distributed the outcome of this evaluation to the regional
committee. This clearly shows the extent to which
Turkey has translated the values and principles of the
Tallinn Charter into action in this country. And on the
17th of October which is the fifth anniversary of Tallinn
we will update the evidence and decide, together with
member states on the strategic directions and again the
Turkish example will be used. Also in 2012 the Minister
of Health requested support from WHO to reformulate
the strategic plan which resulted in the health for all
strategic plans 2013 and 2017 which is a true reflection of
the health 2020 European policy framework which aims
to further improve the health outcomes and to eliminate
the inequities. Whereas in the European region we have
been doing very well to improve the health outcomes
and in the last 30 years we gained about 5 years in life
expectancy. We have been doing very badly when it
comes to equity and particularly inequities in health.
And that is a main policy direction that we take till the
2020.

So to close, let me say thank you for the excellent
work and we are fully behind you to continue. There
are a few issues which I think are extremely important.
One is the continuity the other one is the sustainability.
Then of course continue with the health men power
development, the universal health coverage until it is

fully implemented and to make sure that we take care of
the present disease burden of the MCDs. And obviously
we would like to use the experience and Professor Akdag
personally as an ambassador of WHO.

Thank you.

Richard Horton

Thank you very much Zsuzsanna. I also would like to
recognize the presence of Ala Alwan who is the regional
director of the Eastern Mediterranean office of WHO.
It is great to have you here. Thank you very much and
I know you will be staying with us until tomorrow as
well. Our next commentator is a very important person
because of the part he has played in the past ten years,
Sabahattin Aydin. Although he is today Rector of
Medipol University in Istanbul, from 2002 to 2009 he
was the undersecretary of the Ministry of Health. He had
a very influential role in shaping the reforms.

Sabahattin Aydin

Thank you very much Richard. You started the panel
by quoting some interesting words from those who
criticize what has been happening in Turkey, the reforms
and the publications. Being one of the members of the
transformation team and also being a member of this
research team I think I have right to feel free to criticize
also. So, with your permission, I would like to make
some critiques on the presentation of Rifat.

Actually he summarized what has been published
today in the Lancet very clearly. And I am afraid those
who followed this presentation carefully got quite clear
ideas so that they will not need to read the article in
the Lancet. This is the bad side of the story. But if you
noticed that presentation, although the figures are given
up to 2011, they were not all used in the analysis. The
data used for the analysis trying to show the outcomes
of equity were before 2008. The period from 2003 to
2008 is just the first half of the health transformation
programme period. So actually the outcomes obtained
and shared with you today are the outcomes of the first
half of health transformation programme. From the
analysis given in this publication, we don’t know exactly
the real outcomes of the second half of the period in
terms of equity. However, figures from the international
agencies and figures of the Ministry of Health show us
that they improved further. So I think in terms of equity,
we need to further analyse the second period of the
health transformation programme. And maybe Richard
will give us a chance to publish the second article in the
Lancet for the analysis of the second half of the health
transformation programme.

I will just draw your attention to another point. In the
last slide of Rifat’s detailed presentation which is about
lessons learned, actually he gave some clues about that.
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Achieving success, of course is difficult, but what is more
difficult is sustaining that success. And this gives us
more responsibility, as the Ministry of Health, to keep
and sustain that success. You know from the headlines
of that slide about lessons learned some clues are given.
And those are achieved after very intensive monitoring
and keeping the balances. For instance the supply and
demand combination is very important but keeping
that balance is very important also. If you expand, for
instance, the demand side and you don’t improve your
supply side, you cannot reach to success. So keeping the
balance between them is very crucial.

The share of public and private health provision in
the health sector is also very important. If you don't
give opportunity for competition you will not be able
to improve. But if you leave the competition area to
the market measures, then you will lose the control.
So you need careful planning for health care facilities
and human workforce together with some managed
competitions. Similarly, you know many countries have
experienced decentralization and then recentralization
actions, going forth and back. This is just because they
cannot keep this balance very clearly.

In Turkey we have to establish a widespread
organization, a horizontal organization to reach even the
farthest side of Turkey, to the people living in the most
rural area. But on the other hand, if we don’t implement
vertical programmes that go simultaneously, at the same
time reaching all the people who need specialised health
care, the problem will not be solved. This is another
critical point for the success of the health care system.
Keeping these balances we need to monitor very carefully.
So from now on, I think the Ministry needs to monitor
everything very carefully. So far, the major reforms have
been done but it needs fine tunings for keeping these
balances. Only some further technical changes may be
required depending on the developments that we will
experience in Turkey.

I want to stop here because I am aware of the shortage
of time. Thank you very much.

Richard Horton

A third commentator is labelled as the dean of
the Harvard School of Public Health which is a very
distinguished position. But Julio Frenk is far more
than the dean of the Harvard School of Public Health.
He is the architect of one of the world’s most successful
health reform programmes in Mexico and demonstrated
true global leadership in a way that he not only led
that programme but he has been a passionate advocate
for the right to health and the delivery of that right to
health through universal health coverage. He is also a
philosopher of global health. Please welcome Julio Frenk.
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Julio Frenk

Thank you Richard, thank you very much.

First of all it is really a great honour and a great
satisfaction for me to be here and I want to thank to
Turkish government for the kind invitation especially
to honourable Minister of Health. There couldn’t be
a better city in the world than Istanbul to hold this
meeting because this meeting is about shared learning
and Istanbul represents exactly the convergence and the
process among the multiple civilizations over millennia
in the way we have reached common understandings
among multiple parts of the world. And when I see
the honourable ministers here, we are here exactly to
do that to learn. I think Turkey has a lot to show and
to teach the world in enriching this global dialogue. It
is a great privilege to be here. I want to congratulate
the Lancet, Rifat Atun and of course the entire team
for this publication. It is also a great source of personal
satisfaction for me to be here because I had the honour
of meeting Recep Akdag in 2003 in the World Health
Assembly. And the Mexican Parliament had approved
exactly one week before our meeting the law that created
the universal health insurance in Mexico and we had
an opportunity to have a very early conversation he
was just starting as Minister of Health of Turkey. So I
have been observing and admiring the Turkish process
almost since its birth. I said birth because almost like any
child be born and grow and mature into a magnificent
person. I have had the privilege with respect to Turkish
health reform that led to a very intense set of sessions;
we hosted the minister in Mexico, some delegations I
personally came back to Turkey two times. So it is really
fantastic and the certificate of maturity of a health reform
is getting published in the Lancet and so Turkey has now
become a mature health reform. I am not going to talk
anymore because I know we are short on time there is a
very complete presentation this afternoon about Mexico.
So I am not going to talk about that. I would just like to
finish saying how universal this process has been. This
is a story of two parallel processes that started more or
less simultaneously in the middle of the 20th century, the
process of rapid epidemiologic and demographic change
going around the world. But we have been victims
of our own success. We had an enormous success in
dealing with the common infections of young children
still an unfinished agenda, not a linear movement many
backward movements most notably the effect of AIDS
around the world especially in the sub Saharan Africa,
but still a story of steady progress towards improving
life expectancy which is reflected in improved health
conditions more broadly. And a parallel story of the
development of increasingly complex health systems...
Health systems absorbing larger shares of wealth,
improving larger and larger numbers of people engaging
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with citizens in a more and more inclusive way.

And the problem we have had is that our health
systems have not evolved at the same speed as the
change in health conditions. There has been a gap
between our progress in transforming health conditions
towards conditions that are chronic where chronicity
is a major problem; conditions are chronic whether
infectious diseases like AIDS and tuberculosis or non-
infectious diseases like diabetes, heart diseases, cancer
or mental disorders. And our health systems have not
kept up, mostly around the world health systems have
been underfunded to respond to this changing reality.
We have basically dealt with most of the burden that can
be addressed through highly cost effective measures like
immunisations. We have dealt a huge unfinished agenda
but we can see that process moving forward but our
health systems not dealt with the challenge of chronicity.
And therefore we have underfunded systems, systems
that underperform and systems that consistently fall
short of citizens” expectations. So this has launched this
search for higher levels of coverage but I would just say
that in this transition, epidemiologic and demographic
transition, we need not to complement with a parallel
health system transition. And I see three major stages
in universal health coverage that capture the essence
of that health system transition. The first stage is
universal enrolment. Where we move from having only
subsections of the population covered, typically those in
the salaried part of the economy to moving to all people
covered, all people enrolled. But it is not enough to enrol
people and recognize that everyone has to be included.
The second stage is universal access which means going
from only very minor sets of unspecified services covered
to having comprehensive packages of entitlements that
are made explicit. But that is also not enough, access

is not enough. We need to move to effective universal
coverage. And that means going from a system that even
though enrols everyone, it has access for everything but
still does not pay attention to outcomes, the mention
of quality, to making sure that that enrolment and
that access translates into actual improved outcomes;
improved health and improved financial protection in
all its dimensions. Protecting people from the effects of
disease and from the effects of treating disease without
adequate coverage. This is the grand transition wherein,
itis the health system transition that needs to accompany
our epidemiologic and demographic transition. And
the importance of this is this is happening globally. At
different stages, we still have a huge unfinished agenda
but most of the world is now way well into this transition.
And therefore the importance of shared learning. This is
a global public good I will talk about that tomorrow. So
today I will just emphasize how important it is for Turkey
to host this meeting with partnership to the Lancet and
the other partners. Because what we cannot afford to do
is not to learn what anybody else is doing. Health reform
is a rare occasion around the world and to the extent
we fail to learn from that we are condemning ourselves
to repeat the mistakes of others and not to learn from
the successes of others. And today, Turkey has a lot to
show to the world and the world has a lot to learn. And
that is why I am truly delighted and honoured to see
the maturation of this exemplary effort that Turkey has
sustained over the past decade.
Thank you very much.

Richard Horton

Thank you Julio and thanks to our panellists. That
concludes the second panel for today.
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Mali Kriz Donemlerinde Genel Saglk Kapsayiciliginin
Surdurilmesi, Bakanlar Oturumu (OECD ve DSO)

Moderator: Josep Figueras

Josep Figueras

Good afternoon ladies and gentlemen, friends,
colleagues, ministers. Thank you very much for
joining us after what was next to the lunch. We have
a huge competition there to win Istanbul. It is really
a huge competition. It is a perfect place to have such
a wonderful conference but a place that gives lots of
competition because it is such a beautiful and wonderful
city. My name is Josep Figueras. I am the director of
European Observatory on Health Systems and Policies.
The Observatory is a partnership, a partnership which
is hosted by WHO and has a number of partners such
as World Bank, European Commission and many of the
member states today are sitting in the room. Our job is to
be knowledge brokers, is to collect evidence and transfer
this evidence to policy.

It is to me a real honour to be here, and I am very
humbled for being here at this particular moment,
having so much expertise both in this panel and having
so much expertise here in the room. This is such an
important occasion that I feel I am honoured and
nervous at same time because I feel I need to take and
draw from the expertise around the floor today. And
what we agreed with our panellists today is we will make
a very interactive session. So I will go down and I will try
to involve you as much as possible on the debate.

What is the session about? The session today, this
afternoon is a review of the morning after. We had the
party, we achieved universal coverage, Sabahattin was
saying that actually, how do we sustain that? How do
we sustain that in the moments of crisis? Turkey is an
extremely well and has benefited over a long period of
economic growth which we hope and trust will continue
but it has had challenging circumstances to do that.
But what do we do when the crisis keeps the fund?
What do we do when we have a financial crisis, when
we have problems of sustainability? How we maintain
this enormous achievements of universal coverage. And
to address these questions, first, I am very privileged
because I had opportunity to talk them I know, some of
them before. We have three extreme panellists. And this
is interesting because the three of them define themselves
as practitioners. As real policy makers been there is
a mundi morning thing, isn’t it? We passed policy, we
passed legislation, and there is someone where mundi
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morning that the stars doing the work. And the three
of them I think, both the country experiences and their
own professional experience complement each other
very well and it is a perfect experience for our session.

First, Mr Manuel Ferreira Teixeira from Portugal who
is an economist has been in management for many years
within the Ministry of Health, now he is a Secretary of
State. Very interesting from Manuel is that before that
he was the State Secretary for the Budget in the Ministry
of Finance. And that is if I may say so an ideal kind of
background and a tough one. I guess now Mr Teixeira
you have to go back and argue with your colleagues from
Ministry of Finance and that is important. You are in a
very good position I guess because you know them and
their mechanisms. So thank you for being in here Mr
Teixeira.

Then we have Minister Ingrida Circene who is yet
another practitioner. She defines herself as a doctor.
She is still a doctor and she has been in politics very
successful for many years. She has been three times in
parliament and she has been twice Minister of Health.
She has an enormous experience, she is very charismatic.
She is what we call a real leader who is implemented
major and interesting changes in the health system.

And finally, last but not least, of course in the order we
have Choi Won-young who is former Minister for Health
and Welfare and now chairman of the Comprehensive
Integrative Medicine Institute. So we have economist,
we have a doctor, and we have a manager. He defines
himself as a manager with a lot of experience managing
the processes administration of the Ministry of Health
for many years there implementing.

And the three countries as well are very interesting for
many many reasons and at different stages in that crisis
we are talking about. We have Portugal who suffered the
crisis of 2008 who has struggled very effectively put in
place very effective reforms to deal with these deficit
reduction with IMF conditions, Detriot conditions, and
they have very successfully come out of this process.
We have Latvia who as the Minister said was had very
sharp and very short recession, financial crisis and then
came up with enormous growth. We have to remind
ourselves that some of the countries that were part of
the former Soviet Union suffered a very serious crisis.
Minister Circene was saying GDP had fallen about 20-
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30 percent in the former Soviet Union breaking. So this
crisis absolutely is nothing.

And the Republic of Korea needs to be congratulated
for its achievements in reaching universal coverage
very quickly as well bringing together the separate sets
of insurance, companies, schemes that they manage
to bring them together and get the universal coverage
which is really to be congratulated. Perhaps you have
been affected less by the 2008 crisis but you had major
pressures as well in your health system some of them
very inflationary like some of the payment systems,
primary care, and so on the reform that in some ways is
a kind of long term very acute crisis as well.

So the question to you and to our colleagues on the
table is how do we sustain coverage and access in times
of crisis. And we have three sets of questions that I
would like you to to prepare as well because I will ask
a question to them first then I will come to the floor to
have your contributions sharp and short. And it is all
about positive experiences we want to learn about good
lessons in managing reform in times of crisis. The first
is the short term response. Whether we like it or not
this is something unpleasant. What I mean is you have
the pressures, crisis, you have to meet the certain deficit
targets and you have to cut whatever you can cut. You
have to get the money wherever it is. And fortunately in
terms of it seem part of equity and in quality there have
been many countries which are observatory with the
WHO we finished the survey of the European member
states looking at the coverage we saw an increase in
the use of user charges. Some changes and benefits
although the population entitlements is still in the
sense of population coverage is still universal coverage
in all our countries when the majority were countries.
Important question here is what kind of short term
responses come into place and how they are managed to
safeguard equity and quality on those times. So yes, you
may introduce charges but what kinds of mechanisms
exemptions are put into place to try to ensure the access
of the most vulnerable population. Is there any space
now we have lots of experience and what is called now
value bases rationing. If we have to cut benefits we have
to select those benefits that we know are less effective.
So we can have the cake and eat it. We can save some
resources at the same time increase the efficiency of the
health system. So is it possible to target user charges to
the services that are less effective. Is it possible as we
seek to cut those benefits in terms of pharmaceuticals
on those pharmaceuticals are indeed less effective?
There have been all the responses such as wage cuts
positive responses like counter cyclical spending, quick
response to it one that we would like to have of course
the resilience of the system.

Manuel Ferreira Teixeira

Well good afternoon to all. Let me thank to the Turkish
government for their kind invitation. It is a pleasure for
me to be in this city, Istanbul. It has some similarities
with Lisbon I think, the light and the people... I feel good
here.

Trying to answer to the questions in fact the crises
hit Portugal around 2010. And when there is crisis
this means shortage of financing. In 2010 the financial
markets get more difficulties and also the hegemons of
that public and private become too difficult to in fact
finance it. And so the crisis in Portugal is a shortage of
financing. This hit very early the national health system.
In fact between 2010 and now the budget of services has
decreased 10 percent. It is in fact something about 0.5
percent of GDP. Of course if the financing decrease and
the health system at the beginning of the adjustments
had bad financial situations. The system accumulates
the stock of debt at the last quarter of 2010. The health
debt in 2010 was about 40 percent of the annual budget,
something like 3000 million Euros and this debt in fact is
a consequence of chronic deficits. In addition to chronic
deficits, the health system at the beginning of the process
of adjustments was in a bad financial situation. In these
situations financial deficits make more pressures in the
system. The disequilibrium becomes more and more
disequilibrium. And so if in fact the governments do
nothing the system may fail. And for the government
in Portugal the question is how to sustain the system.
And the answer is to maintain the systems we must cut
costs. It is mandatory. I do not know if it is a matter or a
carma. But it is mandatory I think. We must cut costs to
maintain the system to maintain the universal coverage.
And the way we cut costs includes a lot of measures.
Essentially in the pharmaceutical policy but also the
medical device policy resource, human resource policy
and auxiliary exercises and so on and so ever.

In the case of pharmaceutical we think that Portugal
manage good transformations. Indeed the governments
agree with the pharmaceutical industry should be cut
in the public expenditure that based on 1.5 percent of
GDP. That was the number in 2010 to 1.1 percent of
GDP in 2013 a cut of 0.5 percent of GDP. Something
like 900 billions of Euros. And this agreement with
pharmaceutical industry includes certain measures.
First of all the mandatory use of INN in Portugal, the
prescriptions are obligated to be measured to INN.
After that we removed all the legal barriers to the entry
of generics. This means like 100 of generics that legally
in the past were not able to answer in markets but from
now on this generics are in the market. And so the
height of generics in total medicines in Portugal passed
from something like 15 percent to 38 percent in the first
quarter of this year. In fact a dramatic increase in the rate
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of generics. And finally we changed the reimbursement
systems. Right now these systems are functions of five
cheapest medicines in each measurement groups. Of
course people are free to choose another medicine in
each group but if people choose another medicine they
pay. It is form of sharing the risks with the citizens.

We have increased sharply what we call the deterrent
fee, and deterrent fee is not a co-payment. Deterrent
fee is goal for a deterrent demand. It is not a goal to
finance the system. It is very important. In fact these
moderate fees only account about 2 percent of total
financing of the system. But we have sharply increased
this moderate fee, we have increased around a hundred
percent. But simultaneously we have increased sharply
the exemptions. At this moment and far economic
reasons about 3 millions of Portuguese are exempted
about one sort of our populations and we must add to
these exempted for economic reason we messed another
class also exempted it. The child, some citizens that have
chronic diseases and so on... Almost 50 percent of our
populations are indeed exempted.

Josep Figueras

Excellent! Thank you very much, that was very helpful.

Mrs Circene I knowthat youhad the similar experiences
with your charges had decreased and you have had a
very successful programme is being developed. I know
that the World Bank in terms of exemptions could you
explain a bit more of those please?

Ingrida Circene

Thank you. First, I would like to say many thanks to
Turkish government for possibility to be here and for
invitation.

And it is true. What we went through very hard and
very deep economical crises and it was a lot of challenges
during some years. And it was linked with these
economical crises and cuts off budget, cuts off wages,
salaries, and also lowering prices of pharmaceuticals. But
these challenges are not only due to lack of finances but
also due to understanding of the things what is happening.
Because our understandings are very different what is
access to health care we are saying that our priorities
are access and quality. And we were talking about this
accessibility to health care services. Then it is possible to
question what should we understand from this? Is that
computer will be in an each village that neurosurgery
will be as health care service in all small towns or maybe
it is visits to GP every week or what it is, what does it
mean. And so it is not easy. It was also questionable
to accessibility to specialist send and screenings and
also from health care workers it was a question about
what is quality because if we are talking about General
Practitioners (GP) system, of course we are paying part
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what is connected. We see a capitation money and what
is included in this part and what is additional criteria.
And so it was a lot of different very harder questions
when we were discussing how to go through this. And
during this time of course global economic recession
has posed a major challenge to public health and the
health care systems covers including the Latvia looked
how to go out from this point. And we see their budget
consolidation measures after cutting 22 percent of our
budget. It was really dramatic. And the lack of financial
resources resulting from the financial crisis has also
posed enormous challenges to the government. And of
course we went through these very structural reforms
for reaching our plans waiting for many years. But
these crises made this push and it was bigger possibility
to realize a lot of structural reforms and it will be the
next question. But as you mentioned we had very very
successful cooperation with World Bank and from the
2009 we made social safety net strategy and with help of
this strategy it was very good support for poor people.
And it was also as promotion of development of cost-
effective outpatient health care services because we
made these flow of patients from inpatient hospitals to
outpatient clinics. It was structurally changing, namely
changes by flow of patients and it gave very good result
and of course if we are talking about pharmaceuticals
there were two things about what I would like to
mention now. One is that we changed the percent of
reimbursement because we did not have enough money.
If we had reimbursement 90 percent we went to 75 to
50 percent. Now we are starting to go out from this and
we are changing to the previous but it is not money
enough also today but we can say that during this last
year we can say that our government, prime minister,
and president are saying that is will be priority for next
year our health care budget. So I think that this is a result
of this promising.

Josep Figueras

It is very very helpful Mrs Circene. This is you have
already dealt is an artificial separation of the three points,
isn’t it? What is short term, long term governance? And
I think you put emphasis on where I would like to put
emphasis in a minute. On the structural changes you
are very successful in integrating care, restructuring
primary care. I would like to hear more about that later,
in the second question.

Now I would like to hear about the experiences on the
demand side, on the access to the services, the coverage
in Korea. I know you achieved universal coverage but as
the other countries you have a challenge as well with the
amount of out of pocket expenditures which may have
a negative impact on access. How are you dealing with
that?
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Choi Won-young

OK, sure. Thank you very much chair. First of all
let me extend my gratitude to Turkish government for
inviting me to this conference.

I believe that sustainability in a time of fiscal crisis
is a timely theme to discuss in this conference. This is
because that many countries have already established
universal health coverage are striving to enhance
sustainability while they are going through temporary
or long term fiscal crisis these days. As you know the
Republic of Korea also experienced a fiscal crisis resulting
from the global financial crisis in 2008. Therefore I think
the efforts should be made by Korean government to
maintain the universal health coverage will be beneficial
to other countries.

Korea provides universal health coverage since 1989
through national health insurance system and medical
aid. The national health insurance system is financed
by premiums of the insured people which account for
97 percent of the national population. The medical aid
is run by the government budget for the people who
cannot afford the premiums of the national insurance
about the 3 percent of the population benefit from the
aid. When the global financial crisis hit the nation in
2008, the real economy shrink, the number of the jobless
rose, and the self employed got out of business. As a
result, the number of the people who could not afford
the premium of the national insurance increased. The
Korean government operated a contingent plan to keep
the universal health coverage intact. First, as the fiscal
status of Korea was in good shape compared to the other
nations the government adopted a temporary emergency
support scheme. The government expanded the medical
aid and at the same time we set aside an additional fund
from the government budget to help the temporarily
unemployed paid medical expenses. Second, the
government implemented a special measure to right of
temporarily outstanding premiums for the poor who
could not afford the premium in the long term to drop
income. Third, the government froze the premiums in
2009 to lessen the burden of households at the time of
the economic recession. Forth, the government pursued

various measures to cut the spending. We conducted
strict reviews on reimbursement claims, reduced the
drug prices by about 14 percent and saved approximately
1.5 billion dollars in drug expenditures. And we
cut operating costs of the national health insurance
cooperation. We also lowered the reimbursement prices
for the city etc. And we raised the patients’ co-payment
in some cases to prevent patients from using treatments
excessively. If a patient age with a mild disease that can
be hindered by local clinics, goes to larger hospitals
such as university hospitals, they are charged higher co-
payment for medicines.

Thanks to these efforts Korea successfully ensured
universal health coverage during the fiscal crisis
triggered by the global financial crisis in 2008. As you
well know Korea completely overcame the fiscal crisis.
And now under normal conditions we are striving to
make qualitative progress in universal health coverage.
However, Koreas universal health coverage is expecting
a coming crisis for health and challenges to address. I
will present these challenges by answering to guiding
question later. Thank you very much.

Josep Figueras

Thank you very much indeed. That is very useful.
Many many important lessons there in terms of targeting
the poor insuring, vulnerable insuring, access to health
services in times of crisis, very useful lessons as well
from all the participants on pharmaceuticals. In fact
looking at the review of response to the financial crisis in
our countries, many of them used pharmaceuticals first
and re-point.

Thank you very much indeed. I think the last points
are very nice take home messages. Governments do
matter, governments have choice. It is possible to have a
choice and the right choice during moments of crisis. A
social contribution with citizens with a consensus with
all these stakeholders are I think very important.

Could you bring your hands together to applaud and
thank to our panelists. Thank you very much indeed.

Questions and answers
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Moderator: William Hsiao

William Hsiao

Good afternoon. Soon you will be relieved from your
suffering and you can go for dinner and the cruise, but
we still have one exciting session planned for you. And
this session is to follow up from the previous session.
The previous session was asking the question how do
you sustain a universal health coverage system after you
have largely achieved it. And the countries that achieved
it were mostly higher income countries. And this session
focus on the issue that if you have not achieved universal
health coverage how do you replicate it, how do you
expand and replicate it. So here then, we have three
distinguished panellists who are going to be share their
experiences with us as well as teaching us some lessons
on the pitfalls that they have learned, so you and I could
try to avoid it if we are trying to expand and establish
universal coverage. And I would like to follow the
previous panel’s approach by first asking the panellists
some questions they can answer, and the questions
I have are listed on this screen already and so with
the time we have the most we can cover will be three
questions. And three panellists we have, they are from
very small countries to very large countries and also they
are from low-income countries to upper-middle income
countries. And so therefore their disease patterns in these
countries are also different. But all three countries have
adapted social health insurance as a way to finance their
universal health coverage. So you should bear in mind,
none of them are following the British system let’s say
like a national health service, they are all adapting three
insurance systems. And I'm going to turn to question
session over to you, and you can actually ask questions
if you want to know more about national health service
type of system.

So first of all let me introduce Dr. Nelly Aguilera
Aburto. She is the Director of the Economic Analysis
in the Healthcare Ministry in Mexico. She received her
PhD in economics from one of the best universities
in economics and that's University of Chicago. They
produced probably largest number of Nobel prizes among
their faculty members. And Mexico has more than a 100
million people. And what Mexico had done about ten
years ago was to establish a universal health insurance
for the one half of the people, because other half already
has social health insurance as civil servants or as workers
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in the organised sector. Today, Mexico is publicized as
a country that has already achieved universal health
coverage, that’s everyone, has been covered.

The next speaker I'd like to introduce Dr. Ali Ghufron
Mukti, who is a Vice Minister for Health, but he was an
academic before. He is a professor but also he was a dean
of one of the outstanding medical schools in Indonesia.
Then the government recruited him, went into the
government to implement, after the law for universal
coverage was passed, they invited him in to be the keepers
and to implement the universal health coverage. As you
know, Indonesia is a large country, and it has about 200
million people. And it is a low-income country and it is
a country with more than 17 thousand islands. So one
of the key issues you can address him is how do you get
services to every village, every community. They have
tremendous amount of experiences and lessons to share
with the world.

Last panellist I'd like to introduce Mircea Buka, who is
the director general of the national health insurance fund
for Moldova. Before that he was a deputy minister of
health in the ministry of health. But his own background
is lawyer. He is the one who have to track the written
national health insurance law for Moldova. So, and
they have actually achieved universal coverage, that’s
everyone in his country of 2.5 million are covered now.

So I would like to pose questions to them, then I'm
going to invite you to ask questions, then I'm going to ask
the panellists to have some last words about what lessons
you want to leave for the audience. What we know,
one of the major questions about the universal health
coverage is how do you expand insurance coverage as
a first step, to have everybody enrolled, or every citizen
in your country enrolled. And this of course requires
political commitment at the highest level, even like the
prime minister, the president, the cabinet under the
ruling political party. So one of the questions I'm going
to pose to the panellists is how do you get this political
commitment to go ahead and do it in your country. The
second major issue is that money is the mother milk of
universal health coverage. Without money you cannot
provide insurance and provide effective services to the
people who are covered. So how did these countries then
able to mobilise the funding? And if, like Indonesia,
they do not have everyone covered what do they plan
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to mobilise that additional money so they can achieve
this universal health coverage? That’s a first question I
want to pose to them, but then let me go on with the
two others and then they can answer all three or any
one in particular. As already said by several speakers,
particularly by John Cusinne earlier, insurance coverage
is not equal to effective coverage. I hope by now after
2-3 years of writing and the conferences, you understand
insurance does not necessarily provide people with
access to the services they need including preventive
and curative services. So one of the major issues for
every country including my country, United States, we
do not have one universal insurance coverage, nor do we
have universal effective coverage. 50 million Americans
still cannot get access to health services they need when
they are ill. So and the many insured people in America,
even they are insured they do not have doctors, nurses,
clinics available to them. In my city or the new residents
moving into Boston cannot find primary care doctors
who are willing to be their doctor. And many of them
when they are sick, they are to go to the emergency
room. So the critical issue then is how do you provide
access to health services and the one of course is if you
are a low income country you cannot naturally provide
all the services that technology allow you to do, even if
you are a rich country you probably cannot afford to do
that. You have to prioritize. Which services or prevention
that is most important for your people particularly to
improve the health of your people as well as to prevent
people to become bankrupt when they need medical
services. So how do you prioritize that’s what I'm going
to ask the panellists and I'm also inviting you to share
your experiences, how do you prioritize, particularly
from Africa, because I was recently in Africa, I'm really
impressed by several very effective models, how they
prioritize their services. Then the services could be
there but people actually don’t use it, because the quality
is not good. Maybe the facility is not clean; maybe the
drug supply is not available. These are the common
problems for low-income countries. Or the stuff is not
adequately trained, so people do not have confidence
in the stuff. What would they do? They would go to
actually faith healers, indigenous doctors who are not
credited for treatment. So to assure access you have
to assure quality of the services, at least meet people’s
reasonable expectations. Therefore, those countries
have not adapted, have not achieved universal health
coverage, most of those countries have a difficulty with
human resources. There are not enough nurses, there
are not enough doctors, there are not enough, definitely
not enough specialists. Many of you do not even have
enough health workers in the field working. These are
the people who are trained only for one year after high
school. Besides human resources, there are difficulties

with drug supply. Many countries cannot establish
effective drug supply chains. So these are the questions I
would like to ask the panellists as well as ask you to think
about. Last panellist, even the facilities are there, drugs
are there, often facilities are not appropriately managed.
Workers show up for working in the morning, they leave
by noontime. Or like in northern province states of
India or Pakistan workers do not even show up for work.
They only show up on payday. That’s a management
problem. How do you manage these operations? Last
issue, panellists, we may not have time to really cover
is equity. Most countries, this was already brought
out in the previous session, most countries establish a
benefit package for their civil servants and workers in
the organised sector. And those benefit packages are
very generous, very expensive. You cannot afford it to
give poor people, near poor people that same kind of
generous package. Thailand has been mentioned here
several times; it’s pulled out as a world success story. But
do you know Thailand has a three-peer system. Civil
servants’ benefit package cost them four times as much
as the people in the middle and lower-middle income.
Workers in the organised sector cost two and half times
more. So when you embark universal health coverage,
this is what John mentioned earlier this morning, one
of the things we learned is don’t cover civil servants and
organised worker sectors with generous benefit package,
then you are not be able to achieve equity, I guarantee
you for 30-40 years, that’s a worldwide experience. And
Japan is started out hundred years earlier, but it was only
in 1960 Japan able to achieve that. So these are the lessons
we want to learn, and discuss and debate. The other one
then is if you are going to have a single pair, which like
Moldova has, then do we have a single benefit package
and also single agency running it. Japan has thousands
of agencies but as he said earlier, they only have one fee
schedule, that’s how they unified it. So with that, sorry,
my introduction took longer than I intended, but now let
me turn over to the panel, from Mexico, you may want to
share your experiences with us.

Nelly Aguilera Aburto

Thank you. Good afternoon. First of all, I would like
to thank Turkish Ministry of Health for the invitation
and to the Mexican Government to share the recent
experiences in universal health coverage of Mexico. I
would like to address the first topic, how do we expand
universal coverage? Basically, more than giving data or
whatever, I would like to address one very important
decision any country has to make when trying to expand
universal coverage. Mexico is about to reach universal
coverage. I mean financially we have reached universal
coverage. There are some people outside of coverage left,
very few people. But, I think that the most important
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thing to reach universal coverage is whether you design
a mandatory system or a voluntary system. In Mexico,
we have basically two sub-systems, the system based on
payroll contributions like the social security base health
system and the public system subsidized by the state. And
when the Seguro popular was introduced back in 2003, it
was voluntary. So it took us 10 years to reach universal
coverage more or less. But we could have made a system
mandatory from the beginning. Probably, what I have
heard is, it was voluntary because it was planned and
rolled over to become mandatory gradually. You earned
the poorest population to enrol in the system first. And
then people, not from the poorest groups but rolling over
the program, not so poor population. But now that we
have universal coverage, we wonder ourselves what are
we doing. Because we have a system that persons have
to reenrol in the programme every three years. How we
think is this is not efficient any more. If we have the money
to have everyone in the system, let’s make the system
arrived to everyone. We are thinking to change this part
of the system, not to make the people reenrol every time,
so just make the system arrived to everyone. So this is the
kind of topic you have to think about introducing social
insurance system making voluntary, mandatory and what
do you do when you have reached the universal coverage.
Because this reenrolment, it makes, it only increases
administrative cost, you have to go to the household,
you have to interview the household. And now we think
it is not necessary that. That is a key topic that we are
thinking now. Just to finish this part, the system was
made voluntary because it was designed to have family
contributions. So depending on the family income, the
family had to contribute to the scheme. 10 years after the
programme was implemented, we have realized that it is
not very efficient. We collected very little money from
the family contributions and the administrative cost of
implementing this scheme of interviewing the families,
assigning the contribution rate; it was very expensive. So
now we are thinking making this easier for the families
and for the government. So these are the topics that we
are thinking about now once we have reached universal
coverage.

William Hsiao

Thank you. So, her point is, well taken that one to
finance for the poor and the near poor, Mexico has
relied on the general revenues to pay for them, but you
have made a voluntary programme and you encountered
some serious difficulties and you are thinking to
changing them right now. Yes, Dr. Mukti.

Ali Ghufron Mukti

Thank you, thank you Prof. William Hsiao.
Good afternoon. I do not want to explain the part in
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initial, because it is already explained. But I just would
like to explain a little bit about the scheme. So in initial
we have at least four schemes; civil servant scheme, and
then organised formal sector schemes, and then local
government initiative schemes, and for the poor and near
poor schemes. But the problem for the poor and near
poor, it is very difficult to know who are the poor, who
are the near poor, who are the near rich; it is not easy.
So therefore, now we have the same time and first time
to have database, based on central bureau of statistics.
40 per cent of the lowest income, and the number is
96.7 million people. So therefore, the real people who
are poor actually only 29,200 thousands but we make
double, so the government pay the premium for the poor
and near poor up to now 86.4 million people. And it was
started when we face crisis in 1997 actually, but then in
2004 because we have critical mask and some of experts
to advocate the legislative body to make the law, social
security law, and we also advocate the labour association,
they have the right. Then legislative has the law. After
the law, debate is still there. But then in 2011 actually, we
have law on social security administrative agencies, then
we stopped. So that is the political commitment. Then
the government actually do not want to increase this
little bit, so therefore we advocate to the vice minister of
the finance, if you do not increase the budget, then it is
up to you, I will not be responsible if doctors will strike,
so please increase the budget. Then the budget now
increased 1.6 Williamion US dollars. It means usually
we only have 2.2 percent of the national budget, now it
increased to minimum 3.3 percent of the budget. It is the
fund. So now we are talking about how to provide quality
of the services. First, we make the numbers, calculate
how many beds we need, we need 247 thousand beds,
and then we invite private sector to invest. So within two
years, the hospitals increased to 500 hospitals. Also we
make primary health care strengthening. The doctors
when they finish their education, they have to have
internship, and they have to take national competence
exam and we make accreditation for primary health care.
Usually, obviously accreditation is only for hospitals, but
now for doctors and primary health carers, they have
to make accreditation. At least competences we have
to find, so the primary health care doctors minimum
have to be able to diagnose 144 diagnoses. So therefore,
the competences, education then we directed into
that direction. Of course, human resources, we give
scholarships especially for specialists, 3500 specialists we
give scholarships across the country. And this candidate
of specialist has to be from the area where there is a lack
of specialist and they have to go back to the area where
they assigned. And then, of course, we have conducted
out and keep incentive to be able to distribute especially
to the remote areas, and of course it is not easy. Then we
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also to make sure the local government, especially health
district office working and we make decentralized. So
that decentralized government has to monitor and they
have to be responsible including the transportation
cost. Now, we talk about the drug supply. Drug supply,
briefly, sometimes lack of drug and sometimes very
expensive. Therefore we establish what we call it in
the procurement, e-catalogue. E-catalogue with the
prize and the name of the drug. Then, if the factory or
company will provide the drug, they have to be able to
make sure the availability and also the distribution to
the remote areas. Then I think about the equity. So of
course now, because we have at least 5 schemes, we are
trying to make jump to be single scheme and it should
be operationalized, implemented at least 1st January
of 2014. And we make road map, so start from 2014 it
should be operationalized, the benefit package now can
be varied, but year by year and maximum in 2019 all
the minimum benefit package should be the same and
it should be comprehensive. Now, we are trying fast to
have single payer, and then pay using the articles for the
hospitals and capitation for primary health carers, and
then trying to make sure, of course the quality is there, it
is our plan and some we already established. Thank you.

William Hsiao

Thank you for that very comprehensive explanation
of what Indonesia is doing. Before I turn to Dr. Buka, let
me just try to summarize, because he is going to give us
a different experience. Both Mexico and Indonesia telling
us, they are giving priority to include, bringing in the poor
people. To bringing in the poor people, the government
has to fund the premiums for the poor people. And in
Indonesia, they threaten the minister of finance, if you do
not increase our budget; the doctors might go on strike.
And apparently, you believe he made a difference in his
decision. So it is a political leveraging they use to get
minister of finance to pay attention. The other part is that
they rely on the supply side, on the delivery side, they try
to draw in the private sector, to provide some services,
and then they pay them a particular fee schedule as
standardized. Then, you also really talked about, they are
not able to standardize or five different levels of benefit
package to the highest level. So Indonesia is only to say
everyone will have the same basic benefit package, above
this benefit package there will be tears, for those who
already have a lot of more. So I hope it already brought out
the issue of equity, brought out some issues on access and
also on the funding. So now let me turn over to Dr. Buka.

Mircea Buka

Thank you distinguished professor  Hsiao,
distinguished guests. I want to thank the minister
of health of Turkey for invitation to this important

conference. And I will try to make simple my speech, to
make this description quiet simple about our Moldovan
model of health insurance, we call it health insurance.
This model was established into south and implemented
all over the country. So we have only 9 years of its
implementation. I want to emphasize it was not easy to
shift from a Soviet model of Semasko financing system
to another so-called Bismarckian model social health
insurance. But we had very strong political commitment
at the time into southern territory and we had very
good consensus between all stakeholders, doctors,
patients, politicians, and leaders, parliamentarians and
so on. So everybody had the same idea that we need
to change something in our system in order to achieve
universal health coverage. So on January 1, 2004 we
started this new model. Why I said that this model is
simple? Because we have only one single insurance
company, we call it insurance company. However,
we collect sources from two parts. One part is from
salaries based on payroll tax, like in Mexico. So now we
have tax of 7 per cent applied on salaries. Another big
part is coming from the state budget from the general
revenues from taxation, and it is about 12 per cent of
overall country budget. So the country, state budget is
paying 12 per cent from its budget to cover people that
are not employed. So employed people are paying by
themselves, unemployed people are covered by the state.
Majority of our population, about 57 per cent is covered
by the state. There are retired people, disabled people,
children up to 18 years; totally we have 15 categories
of vulnerable people covered by state. Our system is
based on the main principle of solidarity. What means
that a young person is paying for elder one, a healthy
person is paying for less healthy, and a rich person is
paying for poor person. When we speak about equity,
we can say that it does not matter how much you pay
for health insurance in Moldova, you will obtain the
same standardized benefit package. So we have one
package for everybody in our country. That’s why I said
our scheme is quiet simple. And this package, the list of
services our company is buying every year is approved
by the government. Our agency is publicly owned, is a
governmental agency and we sign contracts every year
with all providers in Moldova, either public or private.
So all of them sign contracts with us, we buy medical
services and pharmaceutical services for our population.
When we speak about universal health coverage, we
have challenges as well. In Moldova, now we have 82 per
cent of our population covered by insurance scheme.
We started with 63 per cent in 2004, and during these
9 years it increases the share to 82 per cent. But we
still have 18 per cent of the population not covered by
insurance scheme. But we cover for them a so-called
essential package of services.
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We cover 100 per cent primary care, we cover
emergency care, and we cover a small list of reimbursed
drugs and medicines for all people in the country. But
for insured persons, we cover, additionally, hospitals, we
cover outpatient care, and different services and other
investigations that we buy every year. So during these 9
years, Moldova achieved the coverage of 82 per cent of
population, but we have another problem that you might
know, the problem that also Moldovan state pays from
its budget almost 15 per cent of money for health care.
Our GDP is quiet low, that’s why we can say that public
expenditures in our country are lower than in Western
European Countries. And we have only a share of 55 per
cent of public expenditures, versus 45 per cent of private
or out of pocket expenditures in the country. So we can
cover only 55 per cent of the needs of the population.

Other services are paid out of pocket including drug
stores, pharmacies, so they buy a lot of drugs from
pharmacies that are not included in the list of reimbursed
medicines. So this is a problem, but it is a problem based
on the level of our economy. We cannot pay more than
that we already pay. Moldova pays every year more than
11 per cent of our GDP for health care. You can compare
with other European richer countries that pay 9 per cent
of GDP for health care. I had what my colleague from
Indonesia said that only 3.3 per cent you pay from your
budget, and you can see in Moldova the figure is a little
bit better, 12 per cent f the budget is paid for health care
services. So these are the basic features of our system in
Moldova, one benefit package, one single payer, funds
increasing every year, so we started with 600 million
leu now we have about 4 Williamion leu, during 9 years
we have an increase by 6 times of our funds. Of course
medical treatment or health care is very expensive and
it is difficult to manage these funds and to cover all
services, but we try to balance every year to balance the
package. We cannot accept deficit for our funds excepting
the years we face financial economic crisis. Now we are
in the situation, Moldova faces financial crisis, but we
try to keep our funds, we try not to reduce the costs, we
try to fulfil our contracts with all the providers using
our reserves. Moldovan fund has a special fund, reserve
fund, and from this reserves collecting in better years
we manage to cover the deficit that can occur during
financial or other type of crisis in every country. So that’s
a short presentation of our system. If you have questions,
I would be glad to answer them.

William Hsiao

Thank you. You can see Moldova started out because
their whole economic system was being transformed and
they actually were able to obtain a political consensus in
2003, shifting from a previous socialistic country system
to a social insurance system. But they did not have any
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body covered in that time, so they were able to achieve
one benefit package for everyone, a minister by one
agency. And there he explained they have building the
modern methods like starting up contingency reserves
and so forth to cutting the fluctuations in the economic
changes. Let me push two of you for one more question,
than I am going to open up to (audiences). Here Moldova
is having one benefit package and one agency, both your
countries (Mexico and Indonesia) now have several
agencies, what is your plan and what’s the challenge to
bring everybody to the same benefit package or into
one agency to administer that? Let me just alert you,
when you have mother born agencies administering,
administrative cost can run very very high. And every
agency has its own rules. So providers can play off one
against another, that’s one of the major problems United
States have, that’s why we spent 25 per cent of our national
health expenditures for administrative expenses, not for
health care. 1 dollar out of 4 is spent for administration,
that’s why I want to pose this question to you.

Nelly Aguilera Aburto

Thank you. As I said before, in Mexico we have
basically two subsystems; the social security based health
insurance and subsidised Seguro Popular insurance.
Although we have invested a lot of money to the second
subsystem, we have not been able to equalise both of
the systems. What is the major barrier? It is money. It
will cost us probably almost 1 point of GDP to equalise
both of subsystems. We think we are not going to be
able to equalise both soon. We will have to live with
these inequalities in the years to come and discuss the
issue of money. For your second question, the one of
the single payer, we think that the problem in Mexico is
fragmentation; we have the social security and we have
the subsidised systems. Our plans, we want to have a
unique fund, probably it’s not going to be single payer,
but it’s going to be a single fund. And in the long run,
it could be single payer, but not in the short run. These
are our plans. We are not sure that we will going to be
able to achieve this, we need constitutional amendments
for single fund. But these are our plans, basically having
different insurers on the single fund. Thank you.

William Hsiao

Thank you, that’s very helpful. So you are planning
but it’s rather difficult to really unify everything.

Ali Ghufron Mukti

So first, we use through the law. So the law stipulated
that it should be one fund and single fund and single
payer. So therefore, then we made the road map. The
roadmap starts in 2014, the single payer has to be
operationalized and up to maximum 2019 have to be
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finished. So in many aspects, first organisations should
be merged to the one, then second about the benefit
package, it should be standardised, then third is about
the premium, premium also should be standardised
of course, and make a consensus. Of course it is not
easy. Until now, two parts are not yet agreed but the
government already agreed. So then the challenge is that
especially local government initiative schemes, because
the money, the collected money is there, and when now
trying to merge to be single fund, single payer; so they
are a little bit reluctant. And of course this fund will
have the power, especially when they are trying to have
campaigns for running as the governor or as the mayor.
So they can campaign to the population, if they vote
there will be some kind of free, and we will cover you
all. So they have this power, so it is a little bit difficult to
merge. Therefore we made the road map, and then step-
by-step, but then in the year 2019 this should be already
merged to be single payer.

William Hsiao

Thank you, that’s very helpful. I just want to add a
footnote for Indonesia. Indonesia received a great deal
of technical assistance from the World Bank and WHO
outside. When they designed this reform package early
in the 2000s, and passed the law in 2004, they really
draw on the worldwide lessons, what not to do. That’s
why they put in the law, you are going to have one single
payer. They learned, if you have allowed for many funds,
you are really going to waste your resources as it was
made the system very inefficient. Moreover, you did also
found one, you probably learned also just by reading as
was consultancy you have built in.

Mircea Buka

Yes professor, I want to agree with you. At that time,
we had very good advisers, both from the World Bank
and from WHO. And I think many or almost all the
recommendations we used preparing this scheme, of
course it is our local model, we can say it is a Moldovan
model, but anyway you are correct that we need to know
what is good and what is bad in other countries. And
that stage of advice from WHO and the World Bank was
crucial for Moldova to convince politicians to accept this
model.

William Hsiao

Thank you. Now let me try to turn over to the
audience. Maybe some of you would like to share your
experience or you may have questions for them. I know
some ministers are here and you want to know what to
do yourself.

Yes, please give your name please.

Question 1:

Size ve katilimcilara, sunuculara tesekkiir ediyorum.
[smim Hiseyin Celik. Tiirkiyedeki genel saglik
sigortasinin olusturulmasinda goérev aldim. Bize hep
sunu sordular, Tiirkiyedeki sistem Ingiliz sistemi midir
ya da Alman sistemi mi, hangisi diye, aslinda biz bir Tiirk
sistemi olusturduk, Gi¢tincii bir yap1 diyelim. Bu da vergili
ve primli sistemin bileskesiydi, yani ¢aliganlar ve varlikli
olanlarin prim 6dedigi, yoksullar i¢inse priminin devlet
tarafindan 6dendigi bir yap1r. Bence buna Tiirk sistemi
diyebiliriz diye diisiiniiyorum. Ilave bir sey daha yaptik,
elde edilen primin yiizde 2571 kadar devlet katkisini
da sistemin icine koyduk. Yani bir agik olusmasini
beklemeden devlet katkisini da sisteme ilave ettik.

Simdi bu sistem 2008'de yiirtrliige girdi, 2006da kanun
¢tkmigts ama gecis donemi 2008 kadar strdi. Ve 2008
yili onuncu ayinda kanun uygulanmaya baslad: ve tiim
niifusu kapsayacak sekilde 1.1.2012 tarihinde yurirliige
girdi. Yani daha once yesil kartlilarin da sisteme dahil
olmas! gecis donemiyle birlikte 1 Ocak 2012 yilin1 buldu.
Ve ilk defa sistemin biitiinii hakkinda datalarin olugmasi,
primin, gelir ve giderlerinin nerede bulustugunu gérmek
ve gelecege yonelik 6ngoriide bulunmak 2012 yili
itibariyle realize oldu. Sistem bugiin de detayl: bir sekilde
konustugumuz ve birgok iilkeye de 6rnek gosterilebilecek
¢iktilariyla gergekten hepimiz igin gurur verici olarak
stirdtiriilityor. Simdi sistemin 6ziine baktigimiz zaman
toplumun saglik ihtiyaglarini karsilamak i¢in bireylerden
paray1 pesin aliyoruz, ister prim olsun ister vergiyle paray:
pesin aliyoruz. Ve o elde edilen biit¢eyle genel saglik
sigortasinin finanse edilmesini sagliyoruz. Fakat otelcilik
sisteminde oldugu gibi bireylerin paray:1 pesin 6demesi
daha sonrasinda sistemin igine girdikten sonra tiiketim
aligkanligini dogal olarak tahrik ediyor ve bireylerde
stirekli tiiketme aligkanligi yaratiyor ve bu Tiirkiyede
de su anda yasaniyor. Ben hem moderatér olarak size
hem de sunum yapan kisilere sormak istiyorum, bu
vatandagin her sey pesin 6dendigi icin bir siire sonra
bedava olarak algilanan, sanki higbir bedel 6demeden
saglik sisteminin finanse edildigi her seyin sunuldugu
algisinin yonetimi ¢ok kritik hale geliyor. Bu kuskusuz
politikacilar a¢isindan ¢ok cazip bir sey, her seyi size
bedava sunuyorum ve bunun karsiliginda da sizden oy
istiyorum algis1 ¢ok giiclii bir politika araci haline geliyor
ve bunun cazibesine kapilarak giderek bunun beslendigi
ve bir siire sonra vatandaslarin da karsiliksiz olarak, vergi
ya da prim 6demeksizin siirekli hak talebinin olustugu
bir yaprya dogru yavas yavas sistem kayryor.

Evet biz ge¢mis on yillik dénemde ¢ok ciddi reformlar
yaptik ama gelecek on yillarimizi, ¢ocuklarimizi ve
torunlarimizi da dastinerek sistemin saglam ayaklar
iistiine basmasini da saglamak durumundayiz. En yakin
komsu ilkelerimizde yasadigimiz 6ngoriisiiz saglik
harcamalarinin ve diger kamu harcamalarinin ne tiir
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felaketlere de yol agtigini ¢ok iyi gordiik, 2001 yilinda
bu krizi biz de ¢ok derin olarak yasadik. O yiizden ben
sizden bir Harvard halk saglig1 profesorii olarak hem
de diger katilimcilardan bu konudaki deneyimlerinizi
ve Tiirkiye'nin gelecek on yilina yonelik ongoriilerinizi
ozellikle rica ediyorum. Tesekkiir ediyorum.

William Hsiao

Thank you. Do you have any harder questions? I hope
the panel is getting ready to answer, let me take some
more questions. And then we will come back to you.

Question 2:

(Translated from French)

I express my endless thanks for letting me talk.
Actually some of my concerns were expressed just
before, it was said that inclusion of all treatments in the
coverage is utopian in terms of the limits of the social
insurance coverage package, for this reason can you
make an explanation about the minimum package we
must include in the coverage mandatorily?

Moreover, it was just said that inclusion of everything
in the coverage is dangerous, the concept of additional
package was presented according to this, what is the
most suitable approach for the best execution of the
additional package? Should it be procured by private
persons or regulated under the State system?

Lastly, one of my concerns as just explained is the
measures taken for the risks of excessive consumption,
but the issue should not be restricted with consumption
risks because it carries a great risk morally in terms of
patients. Besides, there are also the risks of prescriptions
toan excessive extentin our country. Service professionals
desire to benefit from the system by applying to easier
ways to cover the expenditures, namely they ask these
losses to be compensated by imposing the debts of
customers who cannot pay into the system. What are the
measures taken in this issue? Because all these concerns
may endanger the system.

William Hsiao

You can see both questions are about the benefit
package design as well as how do you really able to
sustain universal health insurance after even you are able
to achieve it. And so we will come back to that, let me
take one more question, I see you are anxious, before we
turn to the panel for some answers.

Question 3:

Thank you very much. I am Hans Kluge, the Director
of Health Systems at WHO Europe and also special
representative of the regional director on multi drug-
resistance tuberculosis. So my question is to my
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colleague and friend Dr. Buka from Moldova. First of all,
congratulations to the government of Moldova for what
we see is a success story in universal health coverage
in challenging circumstances, as you say so, and
limited means. So this is largely thanks to the political
commitment. So my question is Moldova has made
great strides towards universal health coverage and still
doing so, if we look at the disease birth, we know for
example that multi drug-resistance tuberculosis is still a
big challenge. How does the ministry of health sees to
mainstream TV control programme bringing into the
mainstream of the health system strengthening and the
universal health coverage, so to get this important disease
control programs into the drive towards universal health
coverage? Thank you.

William Hsiao

All right. Before we take more questions or comments,
how about to turn to the panel? One is how do you
actually design the benefit package, can you cover
everything free? And then is it sustainable? Then we will
return to Moldova.

Ali Ghufron Mukti

Thank you very much. First of all, I think in initial
we are trying to design the benefit, we divided into
actually four, but basically two; first medical need and
non-medical benefit. For medical benefits, actually it
is covered as long as the doctors decide that it is plastic
surgery or another type of, you know, convenient
things, it is not really covered. So it is the basic thing.
The question is then how, of course, to monitor and
to make, you know, more cost effective? First, then we
set up, what we call it, technology assessment team,
which will assess whether the new drug included in the
national formulary will be cost effective comparing to
the existing drug and technology or not. It is the first
time. Then the second, we set up, what we call it, medical
board team. The function is to make utilisation review.
To review using prospective review, concurrent review
and retrospective review, whether actually the treatment
is medically needed and it is really logical or not. And
if not logical, they will make some kind of, you know,
this incentive. And then we also try to make actually,
what we call it, if the resistant to fraud then we make
little bit cost setting so to reduce the demand. So this is
what we are doing. Of course, it is not easy and we are
worried also if then people are moving from promotion
prevention type of behaviour to more to consumption.
So therefore we are making more strengthening in,
you know, advocating people to make sure that you
make healthy. So promotion and prevention should
be allocated enough money in ministry of health and
district, also provincial office. Thank you.
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William Hsiao
Thank you. Dr. Aguilera?

Nelly Aguilera Aburto

Thank you. I would like to add some comments
to what Mukti just said. Something that we think had
really working in Mexico is to have a say like a different
benefit packages, one for prevention and promotion, one
for primary and second level care, and then one benefit
package for high cost diseases. Who does think it has
woke? It can really help you to control cost, I mean in this
terms. If you have the list of high cost diseases, it really
helps you to control cost. It is not very good in terms of
equity or client satisfaction, but you are facing a lot of
demand and financial pressures. We really think that you
have to distinguish very well these three packages. The
nature of financing each of these packages different. And
this is what we do in Mexico. The second level package
is financed by per capita amount to the local insurance
providers and high cost diseases are paid on a case by
case basis. So this helps us a lot.

William Hsiao

Thank you for sharing what Mexico is doing. You are
really dividing the benefit packages to different types,
prevention, primary care and the catastrophic. Yes, Dr.
Buka?

Mircea Buka

Thank you. I also want to answer all the questions. First
of all, thank you to Dr. Hans Kluge for his words about my
country, about Moldova, about what we do in our reforms,
itis not easy in such a poor country. But it is interesting from
one point of view to make reforms in a poor country. Asking
to a question about multi drug-resistant tuberculosis, it
is a problem, it is a big problem for Moldova, we have a
quiet big burden of tuberculosis in the population. I will
answer based on two parts. First of all, from providers
side, we try to buy everything and we pay from our funds
for everything they can offer to our population including
labs, including all services. And we now have a new fund,
development fund, and we pay to renovate and reconstruct
all the facilities and to invest in new equipment to tackle this
disease. And from another side, from the funds’ side, we
have different funds in Moldova. The global fund is paying
for certain drugs, almost all drugs that we use treating
multi drug-resistant TB and other types of TB according to
dots and dots+ scheme. And we have our funds paying for
modern schemes of treatment, paying for increased salaries
for doctors, and paying for different social packages for our
patients in order to attract them to the treatment schemes.
Many of these patients are coming from socially vulnerable
groups of population. And it is not easy to keep them in this

treatment scheme, especially when this scheme is lasting
very long, 24 months or less, but it is quiet long to keep
them involved. I want to emphasize the leadership role
of ministry of health. Ministry of health had very good
platform based on national TV programme approved by the
government, and in this discussion platform are included
all stakeholders, all intra-state institutions including NGOs,
because NGOs are now very largely involved in the process
of TB treatment in our country. I want to also to answer to
the question of Mr. Celik from Turkey and our colleague
from Democratic Republic of Congo. I understand you,
I understand that the perceptions of free services can be,
we can say that sometimes maybe it is not good, but let’s
think about people that cannot afford to pay, about people
that in case we introduce co-payment, we will punish them,
and they cannot pay for such services. Our colleague from
Congo said that its universal health coverage is a utopia,
I don't think so. 90 per cent of health care services are
covered in our country, of course there are services not
covered and can be used other schemes like complimentary
insurance or supplementary insurance, but the main,
the majority, the great majority of health care services
can be covered through mandatory health insurance or
other type of insurance schemes in every country. About
overconsumptions, of course you can use this co-payment
mechanism, and Moldova for instance have co-payment
for medicines in pharmacies, for medicines in order to
avoid this overconsumption of drugs. Thank you.

William Hsiao

I hope you got some answers for Democratic Republic
as well as for Turkey. Let me just add, highlight one point
they are saying which they did not elaborate, one way
to try to contain your cost the inflation is by changing
the payment methods to providers. If you pay a per
capita to your physicians in advance, then they will not
actually over treat the patients, the danger is they will
under treat the patients, they will not ask the patients,
they will not over proscribe drugs to patients, they
might under proscribe. But then you have ways to deal
with that. It is only under the fee for service payment
system, you actually promote over proscribing, over
treatment; because that every additional service they
do they receive additional revenue. So you can look at
from the so-called from that demand side, but you can
also look from the supply side. What kind of payment
system you use? Just add that, but it is a very difficult
issue. I can speak for advanced nations. Every advanced
nation that I know of is under financial pressure, not
just because of economic crisis. Before economic crisis,
there were already very rapid increase in health care cost
partly because aging of the population. But partly it is
because of medical technology. Expensive technologies
are advancing, developing very fast. So every country is
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seeking a way to address that and some countries then
use the economic crisis to try to cut back the benefits.
But that’s probably is only on the margins you can do
some of these. But my personal advice to you is, for
developing, low income and middle-income countries,
don’t promise everything. Once you promise everything,
you cannot ever take back. You do it promising modest
amount like in Indonesia or in Mexico. Indonesia says I
am only promising you these basic services. And then
when you have the ability to finance more, you can
expand. But when you promise everything, when you
try to take them back, people become very very angry.
So I can give you that personal part. So let me turn to
the last question, and then we need to bring this session
to close. I am sorry because at 6 oclock we have a bus
picking us up. Yes?

Question 4:

Thank you very much professor. My name is Viktor
Fukri, I am from the United Arab Emirates. First of all,
thank you for the government of Turkey, Ministry of
Health, for this very important ministerial conference
on universal health coverage. My question is to you
or someone from the panel. In case of public health
emergencies, unexpected, unusual public health
emergencies, like Sars, like HIN1, who is going to pay
this William, is it by the health insurance or by the
government to cover this, especially in case it will need
hospitalisation, I see very costly treatment. Thank you.

William Hsiao

There is one anxious hand up there, let me just, ok
that’s a last question we can take. Then you can give the
wrap up, take it home lessons.

Question 5:

Thank you very much. I am Dr. Gazi Ismail from
Yemen. And I would like, first of all, to thank Turkish
Government and the Turkish Ministry of Health for
inviting us and giving us this opportunity to benefit
and learn from the experiences of many countries.
My question focuses on the role that can be played
by the private sector or private insurance companies,
either alone or together with merged with government
initiative schemes to achieve universal health coverage,
particularly in countries where political commitment is
not that strong and where resources are not adequate to
achieve the subjective. Thank you.

William Hsiao

Anyone of you would like to answer one of these
questions and then we can move on to the wrap up.
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Ali Ghufron Mukti

First about the role of private insurance. In initial
we are trying to, first we called it public-private
partnership. So in the health infrastructure, we invite
private to invest and to build infrastructures. But for
private insurance, those who are not satisfied with the
public system or with the minimal system, then they
can buy the complimentary benefit package to the
commercial health insurance, and we use what we call
it, coordination of benefit, something like that. Then
second is about the public health emergency. Of course
it is a big thing. But our experienced minister of health
and the government are also responsible for this. But of
course it depends on the scope. If the scope is still small,
it is the responsibility of health insurance carrier, but
if it is huge with many guesses, then the government
is responsible. But we already divided the task. The
government will pay all the promotion and prevention,
but when the guesses are good at the hospital, it is the
responsibility of health insurance carrier except if there
is emergency or outbreaks with its huge guesses and
huge money involved. Then the government will also
take care of that. Thank you.

William Hsiao

You got some answers with this. Do you want also?

Nelly Aguilera Aburto

I think your question is very important, the role
of the private insurers. In Mexico, half of the health
spending is private and it is mostly out of pocket. So
when the Minister Mercedes Juan presented her agenda
for structural reform in Mexico, she and her team
were ambitious for the participation of private health
insurance under the single fund. Probably it was the
most debated part of the proposal, the role of the private
insurers. Today, probably it is not our priority although
we believe it can help a lot, to private spending instead of
having pure out of pocket spending. But it is a very very
debated topic. Thank you.

William Hsiao
Thank you. Oh, you also?

Mircea Buka

Briefly about private insurance. In our case, only our
company can perform mandatory health insurance,
for private insurers they can do only complimentary
insurance, not mandatory insurance. About emergency
in Moldova, we cover all types of emergencies, but in
case of, as you said the outbreak of different pandemic,
we have a special fund, reserve fund, and we cover such
type of services and all of them.
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William Hsiao

I just want to turn back to panel, each one has two
minutes to give you some critical lessons, you want to
leave for the audience. But before I do that, I will advice
you; if you are thinking of using private insurance, not
regulated very much, just use United States as your
guide. What will happen? So United States walk ahead
of you for decades, so you know the consequences. But
if you want to limit private insurance to some modest
or complimentary, then look at the Great Britain. Great
Britain does have 8 per cent of people having private
insurance, but their national health service can stay
stable. So we consider in the academic world, when
private insurance exceeds about 20 per cent, you create
a very unstable system for the whole country. So it is a
dangerous thing. You are playing with the fire. Fire is
very useful but you better know how to control that fire.

Ali Ghufron Mukti

Ok, I think I would like to conclude or just remark
of my presentation, first it is about the commitment. I
think political commitment is very very important. This
is the first. But this should be translated into the budget,
into the funding, into the money. Then second is about
the same idea, it is not easy to make, same idea where
we are going, so therefore we have to make a road map
which should be agreed and consensus among all the
stakeholders. So and then we can use this road map as the
guideline where we are going. Then, human resources in
health, also human resources in health insurance is very
important to be prepared. Then the last one is of course
health infrastructures, including human resources, it
should be developed as soon as possible and should be
able to provide high quality, efficient health care.

Nelly Aguilera Aburto

Ok, thank you, I just want to finish my comment
saying that the easiest part of health reform is financial
part, I think, even though it is very difficult, it is the
easiest part. And we believe the most difficult part is
the organisational and functional aspects. In Mexico,
we achieved financial coverage for everyone, but we
faced challenges in translating this financial coverage
in effective access and quality. We are facing challenges
in tightening or linking more the financial support for
everyone to outcomes. These are very complex issues.
You have to change structure, you have to change
incentives, you have to change functions. And probably
this is very important to know, one you reached financial
coverage for everyone, then you have to start all the
reforms again in the structural and functional part.

Mircea Buka

I would say three points. First of all, it does not
matter what type of model we have, insurance as a type
of financing models. It is important to be close to the
universal health coverage, make a simple model, and
then shift step by step to a complex one, and don’t forget
about equity, about the social dimension of all these
reforms and measures that we implement, and about the
poorest part of the population, and finally discourage
informal payments, it is a problem for Moldova, and try
to decrease gradually private payments increasing step
by step public expenditures for health. Thank you.

William Hsiao

Let us give a hand to the panellists; I dont have
anything to add for that.
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Managing Emergencies in The Context of Universal Health Coverage

Genel Saglik Kapsami Baglaminda Acil Durum Yonetimi

Moderator: Sania Nishtar

Sania Nishtar

Good morning ladies and gentlemen. I have the
privilege of welcoming you to the first preliminary of
the second day of this exciting conference which focuses
on Turkey’s attempt to institutionalize universal health
coverage. The focus of the session is on the management
of emergencies and the imperatives that it creates for
health system’s planning and achieving universal health
coverage objectives at the same time. We have got an
hour and a half for the session and we are already let
running fifteen minutes late.

Joint here, on the panel with me are Dr Ala Alwan
who is the WHO regional director for the Eastern
Mediterranean Region. He will be delivering the keynote
speech this morning and needs no introduction. We
also have with us on the panel Ali Ghufrom Mukti,
vice Minister of Health from Indonesia. His Excellency,
Ibrahim Mustafa vice Minister of Health from Egypt, the
secretary of State Minister of Health Mr Raed Arafat,
and the Deputy Minister of Health of Turkey Mr Agah
Kafkas.

I am not going to make any framing comments this
morning and I would like to go right away into the
session by giving the floor to Dr Ala Alwan for his
keynote speech.

Ala Alwan

Thank you very much Dr Nishtar and good morning
to you all, your Excellencies ladies and gentlemen. Let
me start by thanking to the Ministry of Health of Turkey
for inviting me to this very important event. I would
also like to congratulate the government of Turkey for
the great achievements they have made in the universal
health coverage what has been achieved here in ten years.
This is very inspiring and there are many lessons for
countries to learn; those countries that are committed to
move in the same path. But coming from a region with
so many crises probably why I was delighted to deliver a
presentation on emergencies in the context of universal
health coverage. So I will provide some examples from
my region which is the Eastern Mediterranean region.
I also, in my WHO career in charge of, for three years,
WHO’s work in emergencies and crises. So I will try to
also give some impressions, my own impressions based
on my limited experience on some of the key aspects
related to this subject.

We are all currently witnessing a humanitarian crisis
in Syria as it unfolds with unprecedented magnitude and
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catastrophic humanitarian impact both inside Syria and
also in a number of neighbouring countries. And we
continue to follow other acute crises as well as chronic
emergencies in many parts of the world. We have all
seen the destructive effects of natural disasters like the
recent floods across the central Europe and each year we
anticipate the after effects of hurricanes, tornados, rains
and forest fires that regularly effect the countries around
the globe. We know that these emergencies result in an
enormous loss of life and enormous suffering. And the
emergencies reflect a major impediment to universal
health coverage and therefore insuring that health
care reaches all people affected by the emergencies is
definitely a great challenge to the global health today.

Let me focus on the initiative magnitude of emergencies
and crises. An over 10 year period from 2001 to 2010 we
had an average more than seven hundred natural and
manmade emergencies occurring globally every year
effecting approximately 2.7 million people around the
world and causing 130 thousand deaths annually. We
know also that almost half of these deaths occurred in
less developed countries with limited capacity to prepare
for an effective emergency response. This shows the
progressively increasing magnitude of natural disasters
over the last decade. But the magnitude of manmade
crises is equally serious and according to the World
Bank over 1.5 billion people or about one quarter of the
world’s population currently live in countries affected by
violent conflicts.

Emergencies also impose a huge burden on socio
economic development. And it is reported that in the
year 2011 there was the greatest loss in history reaching
about 386 billion as a result of physical damage caused
by only natural disasters. And in 2010 alone it is
estimated that more than 18 billion dollars were spent
on the provision of a humanitarian assistance around
the world. So a huge amount of money, imagine the
substantial impact of these funds had instead been
invested in improving the health system, resilience and
these countries and also socio economic development of
vulnerable communities. This is the big picture in my
own region, WHO Eastern Mediterranean Region which
I serve as the regional director. 13 out of the 23 countries
in the region are currently experiencing complex
humanitarian emergencies which actually affect about
14 million people which is the equivalent of about 8
percent of the population of this region.

The Eastern Mediterranean Region is also where more
than 55 percent of world’s refugees originate. According
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to a new report by UNSER out of 7.6 million people who
became refugees in the year 2012 more than 4 million
are originated from this region; Afghanistan, Somalia,
Iraq, Syria and Sudan. And although this is the highest
number reported since the year 1994 this figure is
already outdated and obviously the worsening situation
in Syria being a major factor in this deterioration and the
increasing number of refugees in the region. The damage
to health system as you can imagine is enormous.

Access to basic services, public health functions is
impeded. And the damage to the health system takes many
forms. Health infrastructure itself may be destroyed,
medical staff may be killed or displaced and the increase
health needs of the effected populations and the reduced
supply result in shortages of equipments, medical
equipment supplies and essential medicines. Power, fuel
and water supplies may also be scarcely available or may
be interrupted frequently or completely lost. And the
damage can be very sudden. And the good example here
is the Pakistan earth quake on the 7th of October 2005.
In a few seconds, the population of 4 million people were
displaced with almost complete collapse of the health
system in the affected areas. And obviously hundred
thousands of people were out of reach. On the other
hand, the more protracted emergency situations become
the more likely populations will suffer from social and
societal disruption from infectious diseases, acute
malnutrition, trauma. We know Arafat, who will be in
the panel and will be talking about response to trauma.
And also life threatening complications of chronic
diseases, disabilities, and mental health conditions.

Let me now focus on health relief and health care
during emergencies. As you know universal health
coverage has three dimensions. The first is coverage for
all people which actually means extending coverage to
those who are not covered. And the second is coverage
with all essential services and this means prevention,
health promotion, treatment and rehabilitation services.
And the third is coverage with financial risk protection
and reducing cost sharing so that these services do not
expose the use of the financial hardship. And universal
health coverage obviously means that all situations are
covered including emergencies. The principles of all
people and equal access are very much consistent with
the humanitarian principles. These principles were
universally accepted by countries and they were the basis
for the emergency management and the humanitarian
reform that was endorsed by the United Nations General
Assembly in the year 2005. And these principles you can
see here are inter-sectoral action, neutrality, solidarity,
equity, social justice, participation, accountability,
and reliability and obviously the fundamental right to
health for all. This actually means that universal health
coverage in its three dimensions is an integral part of

humanitarian principles. Now the big emergency is
the international community plays an important role
and in these situations and based on these principles
humanitarian health relief has three basic pillars which
are strengthening of health systems, improved financing,
and strengthened partnerships as well as coordination
through the establishment of what we call is the health
cluster which is one of the key elements of the United
Nations humanitarian reform and it includes national
and international players working together with the
government to respond the crisis and also to support
their recovery following their crisis and emergencies.
These services specifically involve the basic public health
interventions like strong surveillance, early warning
systems, immunisation, safe water and sanitation as well
as access to primary health care which is supported by
referral systems to secondary and tertiary facilities.

It is also important to mention that building blocks
for a well functioning health system like governance,
leadership, effective workforce, information, essential
medicines technology, and infrastructure for health care
delivery are as crucial to emergency management as they
are to universal health coverage. And in international
context, the United Nations health cluster approach
assures that these areas including the measurements of
performance and accountability are addressed. So clearly,
the same principles applied to emergency management
as to universal health coverage. And the goal in both
cases is to provide a package of essential health services
to all those in need and that is free at the point of use.

So my key message is that universal health coverage
during emergencies can be achieved if the humanitarian
principles are adhered to by national and international
sectors and effective emergency is put in place and
implemented on the ground. However, sadly, this is not
the case. We have major impediments. We usually see
in real life and during emergencies were actually impede
coverage with basic health services.

There are major gaps and much suffering in lives lost
because of these major gaps. So why is this not happening
in emergent situations and what are the obstacles to
effective management of emergency services? These are
some of the key gaps that currently exist in managing
emergencies as far as health care and access to health
care is concern. First and foremost is the lack of risk and
vulnerability assessment and preparedness. Emergencies
as you know are the ultimate test of the health systems’
resilience, sustainability, and robustness. And it is
the ultimate test of national emergency preparedness
planning. Second is the lack of security which results
in the destruction of infrastructure. We have many
examples where security impedes coverage. And again
the Syria crisis and the situation in many violent conflicts
are examples of how lives are lost and necessarily and
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disease prevailing because of lack of access. People may
be prevented from reaching treatment by hostilities by
insecurities on the roads. Lack of or difficult transport,
lack of haulage, fear or a host of other related issues.
Health professionals cannot reach the people in need
and one example in one government in Syria, 70 percent
of the health workers in heavily affected areas reported
difficulties in accessing their workplace due to insecurity.
And unfortunately we have several sad examples of health
care workers being killed or being kidnapped as they
report to work. Ambulances have been damaged and
stolen and there are many examples in many countries
including Syria. And there happen also instances of
tracks carrying humanitarian supplies and essential
medicines being attacked and hijacked. Insecurity is a
major issue impeding access to health a care. The third
include other causes of difficult access. Nearby health
facilities may collapse, they may become unsuitable and
unusable and despite the humanitarian principles that I
mentioned earlier the cost of obtaining treatment may
actually rise considerably during emergencies. People
may have to compete to access available medical services
and supplies. And we know about user’s fees which have
been imposed during some chronic emergencies we
know that they will impede access to essential health
care services. Closure of government facilities may also
force people to report to the private sector and they may
become vulnerable to exploitation. And being in remote
places with difficult road access as was the case in many
natural disasters is another reason for lack of coverage.
And fourthly funding. If adequate preparedness and
planning have not been put in place a state may have
to call on the international community to help during
emergency response. And funding mechanisms for
immediate international response may be available the
longer the emergency goes on the more need there is for
sustainable means of funding. And here again users fees
which may be applied in normal circumstances impede
access to health care and will have to be paid during an
acute chronic emergency. Fifthly supply. Lack of medical
supplies and mainly essential medicines. And although
emergency health kits are normally provided during
acute crises and these are readily available and they are
immediately shipped to areas where crisis happen. The
life saving medicines and supplies for chronic diseases
for maternal and child health care and for mental and
psycho social disorders are often lacking. And this is one
of the key examples that we see in one of the key lessons
that we learn when we deal with emergencies. They are
often forgotten or they are inaccessible. This gap has been
encountered in almost all recent large scale emergencies.
And sometimes the international community itself
impedes from delivery of badly needed supplies. There
are examples and one of the key examples is when
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sanctions are imposed. Immunization programmes face
major difficulties because of interruption of vaccine
supplies and life saving treatment of chronic diseases
like diabetes of cancer. There are some examples of
war infections also in a country preventing entry of
commodities or discriminate in who or to where they
should be distributed. And finally, the lack of attention to
urgent needs of people with non communicable diseases
and other chronic conditions; maternal new born and
child health, and psycho social disorders.

So ladies and gentlemen let me conclude with some
points on the way forward. It is clear that universal health
coverage in emergency management in health is based on
the same principles. It is also clear that universal health
coverage during emergencies can be achieved if the
humanitarian principles are adhered to and if they are
implemented on the ground. But there are impediments
and there are gaps as we saw and these need to be overcome.
These impediments require action by both countries and
by the international community. Countries will need to
be better prepared for emergencies. They need to invest in
strengthening resilience of their health systems. And we
have a number of countries that have proven that this is
very effective. We have also an important consideration
for countries to take into account and this is international
experience in the lessons learned in crises and emergencies
have to be addressed. The impediments that I have
mentioned in relation to chronic diseases and in relation
to maternal and new born child health, psycho-social
services are keen. And in the global level the international
community should establish stronger coordination. They
should also learn from experiences, particularly in the
last 8 to 10 years, since the implementation of the UN
humanitarian reforms. And obviously more lives can
be saved and much suffering prevented if we learn from
these experiences. I want to highlight the fact that Turkey
is one of the countries that have the best experience in
responding effectively to crisis. And I hope that we will
hear some examples from the deputy minister of health in
his intervention.

Lastly I want to go back to our region and just
briefly outline what the member states of the Eastern
Mediterranean Region are doing. The member states
have endorsed in the regional committee which is the
annual meeting of ministries of health a strategic vision
that is aimed at increasing the resilience of countries
to emergencies to disasters and also to other crises and
subsequently ensuring effective public health response to
risks and the threats. And these include offering supports
to countries and developing clear policies and legislation
in this area based on an all hazard multi-sectoral and
whole health approach and paying special attention to
the safeguarding of facilities and the health workforce
in times of emergencies and crises. Additional readiness
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measures are being taken by the regional office which
include maintaining regional emergency stock files,
training a cadre of response experts, and encouraging
the establishment of inter-country mutual support,
and solidarity arrangements and agreements in times
of crises. so the evidence base for the health emergency
and disaster risk management is being strengthened
including lessons learned best practices and economic
assessment. And obviously the ultimate goal is to
provide country and regional self reliance in the area
of emergency and crises management and to establish
efficient solidarity mechanisms in order to support the
achievement forgo which is improved health through
universal health coverage. Thank you very much.

Sania Nishtar

Thank you Dr Alwan for your very illuminating
framing keynote for the session. I think it was entirely
appropriate. And thank you setting out the geographic
quantum, the economic magnitude, the scale of the
human suffering and the imperatives for the health
system’s planning that emergencies bring in their wake.
And I think there were two take aways from your
presentation which I found it illuminating. The first was
the fact that emergencies don’t have to be a need for you
reaction. There has to be an element of preparedness
in grained within the body politic of a country system.
So you need to look at emergencies very pre-emptively,
very systemically and you need to put the necessary
preparation in order. And the second take away from
your presentation Dr Alwan was that emergencies in the
context of health system’s planning and universal health
coverage just not have to be viewed exclusively from the
international health regulations’ scope. Where we focus
preferentially on emerging and re-emerging infections
and public health emergencies which may be accidental
or deliberate. But that there is another aspect of public
health planning with respect to emergencies that have
to do with natural calamities such as floods that have
to do with political crises with internal displacements,
and your initial slide actually put everything into
perspective. So thank you for outlining a very holistic
picture of what emergencies in terms of the imperatives
that they create for health system’s planning. I think this
is a perfect frame for the discussion we would like to
have with Minister Mukti. Because in Indonesia in 2004
we had tsunami unfortunately claiming 200 thousand
lives which was totally and tragically unprecedented.
And two years thereafter there was the Merapi Eruption
with also significant death. So can you Minister Multi
expand further Dr Alwan’s presentation and bring some
grand lessons to the floor in terms of how Indonesia was
able to respond and what kind of lessons does that have
for the international community.

Ali Ghufrom Mukti

Thank you very much. Ladies and gentlemen, as you
know that 2004 Indonesia had the most devastating
natural disasters in the modern world with the biggest
number of death victim causing 200 thousand death.
Of course in that situation it was not yet well plan. So
therefore I think lesson learn we can get it. And as you
mention also that after two years we had the Merapi
Month Eruption and causing 5000 death also. Therefore
how we respond in 2005 an initial government has
established what we call it the Disaster Respond National
Coordinating Board. This was led by vice president and
this role of board is to formulate and determine policies
and coordinate the implementation among ministries at
central level and provide standard until elections toward
the disaster respond efforts. As a member of this Board
Minister of Health is responsible for the management
of disaster cause health crises at central level assisted
by our senior official at Minister of Health and the
duties and authorities of the Minister of Health is to
formulate policies, provide standard and direction as
well as coordinate the crises respond and other health
problems before, during as well as after the disaster.
The implementation involves related governments
as well as non-government community and not only
local community, national as well as international
communities. Again in our experience international
communities and also international agencies from many
countries like Japan and Turkey-also Turkey as you know
came and built houses in Jakarta. Therefore, again the
formulation, policy, and management should be really
effective and should be planned in it funds. Therefore
both form of offices, the technical offices in form of
the health and the communicable diseases control,
technical units in the region with the role to facilitate the
management of incoming and outgoing health resources
assistance by means that harbours, airports and also
border areas have been quarantined. So in the operation,
there provided an assistant of region Ministry of Health
has established 9 centres of health crisis to provide
assistance.

We have had this role to accelerate and bring closer
the function of health assistance and it is equipped
with trained human resources for health and facilities;
material, drug, as well as other medical supplies. So
we have 9 regions in the province and district disaster
response as particularly is an organization which is
responsible at the province level and usually it is done
by the governor or the mayor. So then we established
certain policies. First its disaster caused victims should
be as soon as possible, be provided with maximum
and humanly health services, and initial intervention
during the emergency response period is management
of medical emergency toward the injured victims and
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identification of death victims at the health facilities, then
health services in health facilities during disasters should
be optimally done appropriately. Then coordination of
implementation of disaster caused health response
should be gradually conducted starting from district
or municipality level, province and then the central
and may be assisted as I mentioned by various parties
including from international communities, international
agencies, as well as of course countries.

The health assistance from inside as well as outside
the country should follow the standards and procedures
of the ministry of health and other related ministers.
Delivery of information, it is very important, related to
the health response and disaster should be issued by local
health office as member of the district, disaster respond
national coordinating board. Otherwise, if many mass
media write you are deficient to give information without
single source they will be very confusing. Then conduct
regular monitoring and evaluation that should be
participated by all parties involved and implementation
of health control and a time of informing about
respective activities. So in accordance with the response
of disaster caused health particularly in the emergence
respond period and rehabilitation Indonesia now has we
call it technical guidelines for crisis respond on disaster
since 2007.

It is expected to strengthen the disaster risk reduction
programme in the health sector and disaster emergency
management as a whole for these sectors in applying
sustainability in reducing the risk by having good
preparation and effective response to emergencies and
disaster according to the updated standard operating
procedures in Indonesian districts. So it will guide health
personnel, internal agencies, national and international
NGOs, international communities as well as other
parties to manage disaster as well as the main activities
such as first management crisis respond including
organization, management of assistance as well as data
management and information on crisis response. Then
health services first must address victim health care
response, this include the planning and initial action
first at referral health care and evaluation of secondary
health care both. Then primary health care is requested.
This includes surveillance, protection, and control
diseases, immunization, infection control, provide
clean water and sanitation, emergency management of
nutrition, management of mental health, management
of reproductive health as well as management of logistic
and health supplies. Then identification of death victims
in disaster, and it is also not easy for experts together
with all experts then monitoring an evaluation.

Lastly, because our approach is health insurance, when
we talk about the universal health coverage, calculating
the risk means calculating the premium based on the
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risk. But in the case of disaster, so we may not calculate
how much is the premium. So therefore, during the
emergency respond period is this responsibility by law,
responsibility of the national disaster authority. But then
after the emergency response period, if the case is still
hospitalized this time it is responsibility of insurance. So
we all it is spread like that. In our case, since we have not
yet the policy, every victim was under the responsibility
of the ministry of health. We call it insurance for the
new poor. We use that money to cover all the victim
hospitalized. Thank you very much.

Sania Nishtar

Thank you Minister. And itis interesting how you focus
again on the handling of an insurance premiums during
disasters because even yesterday in one of the afternoon
panels when we were talking about the handling of
universal health coverage during the time of financial
crises. It was handling of the insurance premiums into
different interventions within that space that came into
very much into spot lights. So it seems that this is the key
area from the universal health standpoint that needs to
be focused on. Did you Minister Mukti experience any
specific problems that you would like to share with the
audience?

Ali Ghufrom Mukti

During the emergency response period many assistants
and logistics are coming so sometimes we cannot
coordinate and organize in well manner. Therefore,
some victims may have too many assistance where many
others there is no one who give the assistance on that.

Sania Nishtar

Thank you for highlighting that because an
emergency’s coordination is one of the major problems
and I come from Pakistan we experienced in 2005 an
earthquake 70 thousand deaths. You know the floods
of 2010 and 2011 where geographic areas equal to half
of Europe were inundated, the acute massive issues
from mobilising support and whereas there is a lot of
intent as part of the international community and the
indigenous citizens to come and help. But coordination
is a major challenge. I would like to ask you Dr Alwan
your experience about the 2005 earthquake in Pakistan
because you had just stepped in as the ADG of the
Emergency Department and the work you put on the
ground in that time has actually become a gold standard
for mobilising coordination in emergencies. We would
really like you to tell a little about that.

Ala Alwan
Thank you. As you said Dr Nishtar coordination is the
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key and the coordination is one of the key gaps that we see
in emergency response. I mentioned in my presentation
the UN humanitarian reforms that were endorsed by the
United Nations General Assembly in 2005. I think that
was a very important development because one of the
key areas of focus in the humanitarian reform process is
the importance of strengthening coordination. And one
key approach is of course the establishment of the health
clusters. Health clusters include of course is led by the
government, it includes all players, national, regional and
international players. They are led by the government
coordinated by WHO, they include UN agencies, non-
governmental organizations and also other governments.
So the first time that the humanitarian reforms were
actually implemented was during the Pakistan earth
quake crisis in October 2005. And October 2005 actually
witnessed the first time the health cluster approach
was implemented was established at the local level in
Muzaffarabad and other affected areas, at national level
was established in Islamabad, and at the global level it was
established in Geneva coordinated by WHO. Since then
we had a number of experiences in health cluster while
we have not been able to overcome all the difficulties in
terms of coordination I think this approach has been
extremely useful in strengthening the capacity of the all
stakeholders working together in emergency response.
So I think it is one of the very positive experiences we
have had in the last eight years.

Sania Nishtar

Thank you Dr Alwan. You know it is very inspiring to
hear from the architect of that initiative how governance
reforms for humanitarian disasters with the Pakistan
case led to the institutionalization of that approach
which is so successfully adopted. Minister Kafkas, what
was your experience in the Turkey earthquakes of 2011
and 19992 Did you see international partners mobilising
support through arrangements? What was your overall
experience particularly in relation to what the Minister
Mukti has just outlined?

Agah Kafkas

Tesekkiir ~ ediyorum. Katilimcilart  saygiyla
selamliyorum. Hepimizin bildigi gibi insan hayatindan
daha degerli hicbir sey yok. Insanin doganin giicii
karsisinda da garesizligi ortada. Bunun en acimasizini da
deprem felaketleriyle yastyoruz. Bu bélimde baktigimiz
zaman Tirkiye 1999da ¢ok aci bir deprem yasad:
Marmara Bolgesinde ve adeta biz sistem olarak, devlet
olarak sistemin altinda kaldik, enkazin altinda kaldik.
Yeterli miidahaleleri zamaninda yapamadik ve biiyiik
acilar yasadik. Tiirkiye 2003’te AK Parti iktidariyla yeni
bir déneme baslayip; demokrasisinde ve tlkesinde bir
durum tespiti yapip yeniden yola ¢iktig1 bir donemde

acil durum ve afet yonetiminde de 6nemli bir baglangici
gergeklestirdi. Ve iilke genelinde afet ve acil durumlara
miidahale etmek tzere gonillii saglik personelinden
olusan Ulusal Medikal Kurtarma Ekibini kurduk.
Kurdugumuz bu yap: dinya iizerinde en kisa siirede
en fazla personele sahip olan medikal kurtarma ekibi
oldu. Ekiplerimiz deprem basta olmak iizere acil durum
ve dogal afetler sonrasinda medikal hizmetleri hizli bir
sekilde yerine getirmek fizere egitildi. Bugiin itibariyle
yurt iginde ve yurt disinda profesyonel anlamda medikal
kurtarma ve miidahale hizmetlerinde gorev alabilecek,
egitilmis 5000 {ilke personelimiz var.

2011 Van depremine geldigimiz zaman depremin
oldugu andan itibaren bakanligimizdaki Acil Afet
Koordinasyon Merkezimiz ki bu merkez de diinyadaki
biitiin afetler aninda haber kanallar1 tarafindan
izlenmektedir. Deprem uyar1 merkezleri ile direk
baglantilidir ve bitiin ekiplerimizin  hareketleri
normal zamanlarda da hava ambulanslarimiz, kara
ambulanslarimiz, acil  miidahale ekiplerimizin
hareketleri aninda orada takip edilebilecek teknik alt
yapiya sahiptir. Vanda deprem olduktan yirmi dakika
sonra hasta nakline, ti¢ saat sonra ameliyatlara baglama
imkanimiz oldu. O dénem hatirliyorum sayin bakanimiz
Recep Akdag Erzurumda bir toplantidaydy, iig saat sonra
sayin bakanimizin liderliginde saglik bakanligi kurtarma
ekipleri gerekli tedbirleri almis durumdaydu.

Depremden once yaptigimiz bir baska ¢aligma da
deprem kusagindaki hastanelerimizin yenilenmesine
oncelik verilmesiydi. Yani Van depreminde basarili
olmamizin sirr1 depremden 6nce orada giiglii bir egitim
aragtirma hastanesini, depremden etkilenmeyecek ve
deprem izalotiirleriyle donatilmig bir hastaneye sahip
olmamiz bizim igin biiyitk bir avantaj sagladi tabii.
Aninda seyyar hastanelerimiz kuruldu ve hi¢bir talimata
gerek kalmaksizin bolgedekiler bagta olmak iizere
bitin ekiplerimiz otomatik hareket ederek miidahale
alanina ulastilar ve biz adeta burada bir ekiplerimizi test
etme imkanini da elde etmis olduk. Tabii depremden
sonra da bu ekiplerde eksik varsa sorun varsa ayrica
tespit ettik. Ornegin bizim miidahale ekiplerimiz
sadece miidahale ve insani kurtarmaya yonelikti ama
kendi personelimizin ve ekiplerimizin konaklayacagy,
insani ihtiya¢larini giderecegi bir altyapimiz yoktu.
Bunun bir eksiklik oldugunu tespit ettik ve bu siiregten
sonra yapilanmamizda bu eksikligimizi giderecek
sekilde organizasyonunu yaptik. Acil durum ve
afetlerde miidahale kapasitemizi diinyanin degisik
iilkelerinde paylastik ve paylasmaya da devam ediyoruz.
Endonezyadan Pakistan’a, Afganistandan Haiti’ye kadar
birgok iilkede yagsanan deprem ve dogal afetlerde yardim
calismalarindan bulunulmugtur. Sudanda kurdugumuz
Sahra Hastanesi bolgede yasayan kardeslerimizin saglik
hizmetini sunmaktadir. 2011 yilindan itibaren Somalide
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bir mobil hastanemiz, su anda kalici bir hastanemiz
de insaat: bitti acgilmak {izere saglik personeliyle
birlikte saglik hizmeti sunmak {izere orada bulunan
kardeslerimizin yasadigi sikintilar1 ortadan kaldirmak
i¢in elimizden gelen gayreti gosteriyoruz. Hemen yani
basimizda Suriyede bir insanlik drami yasanmaktadir.
Yaklasik 3 milyon Suriyeli vatandas evlerini ve yurtlarini
terk etmek zorunda birakilmistir ve bir soykirimla
kars1 kargtyadir. Bunlardan yaklagtk 1,5 milyonu
bolge dilkelerine siginmis durumdadir. Bunlardan
200 bin tanesi Tirkiyede olusturdugumuz kamplarda
misafir edilmektedir. 150 binin tstiinde insanimiz da
sehirlerde ailelerin yaninda misafir edilmektedir. 150
binin iistiinde insan da gelip Tiirkiyeden zaman zaman
saghk yardimi alip, tedavilerini yaptirip giris-¢ikis
yapmaktadirlar, Suriye’ye geri donmektedirler. Halen bu
kamplarimiz, sekiz sehirde on yedi kampta bu hizmetleri
veriyoruz. Once bu kamplardaki ¢adirlarda hizmeti
verdik simdi oralarda olusturdugumuz hastanelerimizde
acil saglik hizmeti, poliklinik, dis saghgi, laboratuar
ve gorintiileme hizmetlerini kesintisiz veriyoruz.
1 milyon 200 bin muayene yaptik, 24 bin hastay
hastanelerde tedavi ettik, 15 binin {izerinde Suriyelinin
ameliyat1 gerceklestirildi, 3664 tane Tiirkiyede, bizim
kamplarimizda ve hastanelerimizde dogum yapti. Biz
Tiirkiye olarak Suriyedeki kardeslerimizin her tiirlii
ihtiyacim1  karsilamak i¢in samimiyiz. Sinirimizdan
gecen insanlarin irkina, dinine, mezhebine ve inang
gruplarina, etnik yapilarina hi¢ bakilmaksizin; muhalif
midir ya da baska bir siyasi goriiste midir buna
bakilmaksizin, kag¢ kisi geldigine bakilmaksizin her
gelen kabul edilmis ve her gelene kucagimiz agilmistir.
diinya insanliginin da bu noktada Suriyede yasanan bu
drama seyirci kalmamasini, oradaki bu insanlik dramina
duyarli olmalar1 gerektiginin altini bir kez daha ¢izmek
istiyorum. Suriyede akan bu gozyaslarina ve ¢igliklara
diinya insanlhig1 kulak vermelidir, duymalidir bu feryad:
diye distintiyorum.

Her insanin yeterli saglik hizmetlerine ve saglhigin
givenlige ulastirilmasina ihtiyact vardir. Bu temel
ihtiya¢ acil durumlarda ve afetlerde de karsilanmasi
gereken en oOnemli zorunluluktur. Tirkiye sahip
oldugu ciddi kapasite ve tecriibeyle uluslar arasi krizin
yonetiminde vazgecilmez bir ortaktir. Ulkemizin
acil durum ve afetlerdeki saglik hizmetlerinin gelmis
oldugu noktaya ulagsmasinda katkis: olan 6zellikle tiim
saglik calisanlarimiza stikranlarimi sunmak istiyorum.
Diinya Saglik Orgiiti'niin uluslar arasi saglik tiziigiinde
belirttigi gibi tlkeler acil durum ve afetlerdeki
yonetimleri i¢in kapasitelerini gelistirmek zorundadirlar.
Bu bilgi birikimi ve tecriibemizden insanliga hizmet
sunmak adina faydalanmak isteyen iilkelere kapimiz
sonuna kadar agik oldugunu belirtir her tiirld isbirligine
hazir oldugumuzu ifade eder sizleri saygiyla selamlarim.
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Sania Nishtar

Thank you Minister. That was a very inspiring story
to hear that Turkey was actually able to learn from the
1999 disaster that it built its capacity incrementally but
surely that it used that experience to show its ability not
only to help itself during the time of subsequent crises in
2011 and thereafter but also reach the countries in need.
The example of Indonesia is illustrative, I can vouched
that Pakistan was helped on many occasions, and you
yourself is well told how you reached Syria. I know that
very officials from Ministries of Health are here. Would
anybody like to share an experience with us or something
that needs to be shared with the floor at this point?

Asad Ramlawi

Thank you. I want to give some of our experience in
Palestine. During the First and Second Intifada there was
hundreds and hundreds of days of closures. Here I am
going to speak about some natural disasters, emergency
and routine health services delivery. And it was difficult
really to health access for hospitals. It was difficult even
for the normal delivery to reach hospitals. And the rates
of mortality in newborns and mothers increased. And we
trained at that time on how to deal with emergency. We
trained our nurses, midwives, and the medical personnel
and we brought them with kids for emergency delivery
and we succeeded to control the new born mortality
and the mother mortality. Another important issue is
chronic diseases. Patient suffering of chronic diseases
need usually rare medication. When there is no access
there is no drugs there is increased of complications and
morbidity and mortality. And at that time we succeeded
also to provide them supplies of drugs for at least 3
months. This was increase of the burden of Ministry of
Health but we succeeded to control the morbidity and
mortality. During the emergency you have sometimes
something that you are not thinking about like dog
bites, snake bites, scorpion sting that are available only
in the hospitals. And in our region usually we see these
problems frequently and we succeeded to find certain
satellites here and there to provide these centres with
certain snake vaccine or anti-scorpion or even with what
is needed to have an immediate emergency. Also we
trained our people, our staff to have how to deal with
emergency. We trained nurses, midwives, doctors and
health staff, not only doctors because in the remote area
health access availability is not easy. You have to deal
with anyone dealing with health. And unfortunately
this you have to prepare yourself before not during the
emergency because not easy. And one was speaking
about coordination that was mentioned by his Excellency
Dr Alwan that cooperation is one of the significant point
but also the weak point. And coordination we coordinate
with all staff in our clinics in all regions and all places.
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There was not only the governmental stuff even for
private or NGOs to have a free access for everyone to
deal or work in our clinics. These things really were very
important to decrease the morbidity of the emergency.
Another important point that we succeeded to do at that
time was the vaccination coverage. Vaccination coverage
was not affected because during even that closure we
succeeded to provide vaccine. But as was mentioned by
Excellency Dr Alwan the electricity was cut, no electricity
and the fortune was not easy to be controlled. After the
closure we did a small survey to see the immune response
and unfortunately immune response was 58 percent that
vaccination coverage was 100 percent but the immune
response was 58 percent and with the huge combine to
vaccinate all people to involve during delivery.

These are examples to be taken into consideration as
an indirect effect of coverage. Thank you very much.

Sania Nishtar

Thank you Dr Ramlawi who is the Director General of
Health in Palestine. I think that emergencies and disasters
is such an area where each one of us has a lot of stories
to share. We really want to open up our attention to the
problems in unique situations and the lessons that they
exist with respect to sharing of experiences. I would like
to thank to organizers for putting this on the programme
because all of us have lots of things to share with each
other and I am sure that offline all you will continue
to do that. Dr Ramlawi’s intervention also brings us to
another aspect of managing emergencies with respect to
universal health care because there are these unforeseen
geographic events and we had examples from Indonesia
and from Turkey and they create their own imperatives.
But there is an aspect of day to day management with
respect to emergency care and the imperatives are
slightly more emergent should I speak when there are
smouldering issues when there is a situation of conflict,
when they are deteriorating law and order situations
emergency institutional arrangements of universal
health care have to adopt to those situations, special
circumstances have to come into play. And I would really
like to go to the Secretary Arafat from Romania with a
very specific question of the need for deliberating which
is been raised by Dr Ramlawi. How do you tackle with
these things in Romania very specifically?

Raed Arafat

Thank you very much. I think that disaster response
and major emergencies response is very well linked to
daily emergency response in any country. I don’t believe
that a country can have very good disaster response
but has a lousy emergency response system everyday. If
you don’t have a well structured emergency system for
a day to day work you will not have a good response

when you have a disaster. You need a very well trained
system for everyday work in order to be able to respond
to major incident to mass casualty incidents as well as to
earthquakes.

What we did in Romania is first of all as a system we
created a fully integrated system where the Ministry of
Health cooperated directly with the Ministry of Interior
butalso with other ministrieslike Ministry of Defence and
other organizations to offer a fully integrated emergency
care system. 20 years ago we started a model and this
model in 2007 we started spreading it. The model goes
from access into the system through a single number
to all country going towards disaster preparedness and
how we managed a mass casualty incident and so on. But
there are several issues we think that are very important
when we talk about universal coverage. In Romania
when we wrote the law on emergency care in 2006, we
wrote a phrase which says “emergency care is a right for
each citizen and it is the duty of the state”. So from the
beginning we said that emergency care is a right. And it
is not a right only when there is a disaster. It is a right in
every days of life. Why did we write this? And why did
we do this?

We look at how health systems are evolving. And
we see that more and more we are talking about who
is going to pay this, who is going to pay that, who is
going to take money out of their pockets, how are we
going to ensure this... If you are going to ensure people,
insurance does not pay for those without insurance. So
who is going to pay for them? If we look at our whole
health system it is all based on those who are paying and
who paid. But when it comes to an emergency can we
put such a condition when they come to the emergency
department or when they dial 112 and call for help?
Can we tell them “are you insured” “no” “sorry we are
not coming” and hang off your phone? You cannot! Can
you throw them away from hospital and tell them I am
not going to see you in the emergency department? You
cannot! Though there are some people that suggest this
and when we looked at his in Romania and how we are
funding emergency care we took the decision to fund
in emergency care at least at the level of pre-hospital
emergency care and emergency departments fully from
the state budget and to cover everyone. So we don't ask
anyone “are you insured or not’, “do you have money
to pay for this or not”. So whatever is the case which is
coming into the emergency sector that we will be dealt
with if it is an emergency of course if it is an acute issue
that we decide it is not threat for that patient and the
state budget is covering for this issue.

Then we started looking at what is happening in the
country. And we looked at very high mortalities in
certain sectors and I am going to use the sector which
is not included in disasters maybe but it is a big issue for
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us which is hearted myocardial infections. Romania had
the highest mortality in the EU, 13.7 percent two and a
half years ago. We started looking why is this happening.
And we saw that the insurance when they are dispersing
the hospitals they are paying them much less than the
real cost to treat a myocardial infection. So hospitals
were not treating many times. They were not even giving
thrombolysis they were not taking patients to cath lab
unless they have money to pay for the stand or for the
cost of the materials. So we started a programme two and
a half years ago. And we said the state budget will cover
for all the materials for cath labs and for thrombolysis
and we will start following up what is happening with
myocardial infections. In two years and a half from
less than 15 percent of patients getting to cath labs and
getting stands for primary care or getting thrombolysis
may be they were about 30 percent. Now we have over
55 percent of myocardial infections getting to cath labs
and we dropped the mortality from 13.7 to 8.4 percent
in two and a half years. That is about 50 percent. So is
this a good thing to do? Economically if we are talking
to accountant they will say you it is a huge cost. But we
are talking to an economist they will tell you that this is
a very good investment because in fact we are preventing
further complications for these diseases and we are
reducing long term costs for patients have myocardial
and are not being properly treated or those who are
dying early. So this is one issue.

When we go to another issue we had economical crises
and we started having the IMF visiting us and slowly they
started looking at the emergency departments and they
were saying “your system has whole in it, the emergency
department because everything is ‘controlled. Primary
care physicians are controlled. You have to co-pay
them or you have to do something. Ambulatory care
is controlled. Your emergency system is open you have
to put co-payment is your emergency system.” And this
was over one year fight with the IMF to say no. And we
said no and we succeeded not to allow them to push
on this to the politicians, to the political sides, to the
ministers and so on. But why is it not good to put co-
payment on emergency care? And why universal system
should be unconditioned to emergency care? Because
if we look at our systems in Romania our primary care
system is failing. Primary care physicians don't want to
care for their patients at any time. They want to care in
a programme between eight o clock in the morning or
even nine o clock in the morning to afternoon. They
call themselves family practitioners they take care only
that member of the family who comes to visit them.
They don’t follow up what is happening in the family
for example. But they work only eight hours a day
they don’t care what we say to them they are private,
they are liberal so we cannot impose a lot of things on
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them. They don’t go into house visits, they don’t work
on weekends, they don’t work during vacations, and they
don’t receive uninsured patients unless it is a special
category, children and so on. So the problem is if we are
looking at that type of care and we impose another access
limit to the emergency department we will have a lot of
vulnerable people that are not getting any kind of care at
any moment. Or they will be getting it very hard. So if we
look at the population coming to emergency rooms we
will see that those who are major emergencies, critical
emergencies are from all categories of the society; rich,
poor, medium class and so on. But if we look at to those
who are coming for less urgent issues but acute issues we
will see that they are the vulnerable people and the poor
people that are coming. Still when we are seeing them
we proved to the IMF when discussed that maybe about
20 percent of them are being admitted which means that
they decided they are in emergency they came to hospital
and they were emergency. So what I want to say here is
when we had discussions we were told OK. We will put
the co-payment. I am insisting on this because I know
that they imposed it on some countries and it is going on
in some countries. But what they told us they said “OK
when people come to the emergency department if they
are in emergency you don't take money from them. But if
they are proved to be abusing the emergency department
then you put them to pay”. So our question was what do
you mean by abusing the emergency department. They
said well if they are coming when they should not. We
said OK but they are not doctors to know if they should
or should not coming. They feel they have an acute issue,
they have headache or I don't know what which may
be something serious. And this is the only place in the
whole health system which is open 24 hours for them to
come and seek help. So why do you want us to punish
them? They are not doctors, they didn’'t study medicine
to know what they have is really an emergency or not. It
is my duty as a doctor to see if it is an emergency or not
and then to say OK this is not urgent you can go home
and see your doctor tomorrow and so on.

So I know that in one of the countries they imposed
this and what happened is the following. Children were
considered to be emergencies if they have more than
three dysenteric stools. So they imposed this and they
said OK if the child has three or more, it is an emergency
they don't pay; if it is less the family have to pay one pound
or one dinar or one something. And my colleagues from
that country told me that within two months all children
had four and up so they were lying. So people adapt to
this. If you are putting conditions on access to care what
you risk is that people will not discover what really cover
emergency. They know that kistrin is an emergency 80
percent of your patients will coming in initially tell you I
have kistrin so that they don't pay. It is a very hard issue
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itis a very important issue to look at on daily work and in
case of disasters and so on. I think that we need to look at
emergency care from the fact that it is most of the times
the only door where people can access to health care in
a certain moment without delay and it is also the gates
keeping where you can tell them OK it is not emergency
you can go now and go through the normal system and
S0 on.

The final issue, they told me that it costs too much in
the emergency department. So we did some calculations.
They said you have to move patients to the primary
care because they cost too much in the emergency
department. We see in Romania 3 million 500 thousand
cases in our emergency departments per year. The
population of Romania is 20 million and out of the 3
million 500 thousand there are about 20 percent to 25
percent admissions per year. So they told us 30 percent
of your patients should not be coming there. And we said
OK, we don’t take money per patient in the emergency
departments it is budgeted for materials, for salaries,
for equipments, for investigations but we dont pay
tax for patient. So if we take 30 percent we take out it
100 thousand patients. Where do you want us to send
them? To the GP. The GP taxes you per patient. So each
patient they see they want a certain amount of money.
And most of the time when they see they need extreme
ultrasound or something they still send them to the
emergency department or to the ambulatory care. But
you pay the second type. Seeing that number of patients
in the emergency department if we take them out we
will not lessen the budget of the emergency department
because we are not spending too much money on the
simple cases. We are spending too much money on
the difficult cases and those which cost. But if we take
them and divert them towards the primary care we kick
them out of the emergency department. We will risk
not discovering the real emergencies in some of these
cases given the fact that maybe 15 percent of them get
admitted. And the second thing is that we are going to
pay more money in the health sector but I don’t know
if it is for better quality or for better thing except that
saying that OK we are taking them to primary care.

So I think that emergency care is really part of it can
be even be considered part up to a certain level of public
health and primary care. It is not the specialized care as
some people may be induced to say. The other issue is
that the emergency care is not universal and does not
have universal access you may find that you are losing
people you are losing cases when you can really treat
them in time and save them in time. So I think again at
the end that it is still a right. This is the only thing we can
offer to our population is the right to be seen when they
consider they have an emergency. Thank you very much.

Sania Nishtar

Thank you Secretary Arafat for this very important
dimension and for bringing it on to the table because
whenever we talk about universal health coverage it
is about a set of different financing instruments of
which insurance is the most salient when we talk about
coverage and entitlements with a set of inclusions and
exclusions and gaps and so forth. And within that entire
discussion the imperatives were financing day to the
emergency is and of course mass casualties is usually
lost. So I think it is extremely commendable that you
were able to protect your state budgets for emergency
care as part of IMF negotiations which goes to show
that countries really need to know what their own policy
frameworks have to be and the need to negotiate their
own terms of engagement with international multilateral
frameworks. So my commendations to your government
for having secured death for your people because funding
emergencies in health care system as part of universal
health coverage is an ethical issue. It is an issue of right.
So I think what you are able to achieve, your country
was really remarkable. I mean I would like to go to you
Minister Ibrahim now because Egypt has been very
much in the eye of the storm particularly with reference
to mass political convenings. Tahrir Square, Arab Spring
is in point. What kind of discussions happen around
the cabinet with reference to preparedness, setting aside
budgets, potential emergencies for mass casualties... Is
this something that resonates policy makers? What kind
of measures have you been able to put in place? What are
the lessons learned? I am sure the audience would love
to hear from you.

Ibrahim Mustafa

Yes, good morning. In Egypt it is obligatory to receive
emergency for the people in the emergency room.
Whether it is NGO or private or public. And then the
country had to imburse the money to these places.
Before revolution we had 25 thousand injured cases,
most of them are car accidents. And within these people
we had 7 thousand deaths. This means that we have
about 28 percent deaths from the emergency which is
a high rate. Egypt, after revolution, I mean now, Tahrir
square we have lost 2700 deaths in ten days. And we had
20 thousand Egypt person. I mean emergency and the
ambulance in Egypt is very alarming now. We are paying
about 2 billion pound for these emergency cases and
some of them need more further treatment. We have I
mean some lessons, we have learned a lot in this period.
One of the lessons that we have to take care not to refer
all the people. We have to build up a frontline evacuation
centre, we have to know about gases, bolides, and types
of it and molotovs or other types because for example the
gases used by the police causes irritation in the eyes. And
it, we used I mean to refer these cases to the hospitals
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which is troublesome. But we discovered that only any
alkaline solution will resolve the problem.

So I mean, after that we try them to understand what
are the bolides, gases are used and how we can deal and
differentiate. Some of it are not very harmful and some of
it are very dangerous. So we have also to understand that
not to use them in police or army emergency tools over
people because people don't like to deal with them. And
also we have to cooperate with NGOs and volunteers.
It is important to cooperate also was relief agencies.
We have to bring with us and this is very important,
psychiatrist doctors because many people are in panic.
They don’t have a true disease but they are in panic. So
you don’t have in this evacuation centre the time to talk
to people and to come them. You have all these I mean
to use doctors and staff of soft impersonality with very
calm persons because people are very tense and very
tough and very nervous.

Also you have to be aware of the media and politician
because they will not help you. In the contrary, they will
cause you very big problems. And important also is you
have to make a big treat to mobilize doctors and team or
to transport victims. This is important to manage. When
you are doing a good job it is a big harmony. It is a big
success story. So emergency is a big test for any universal
health coverage. It is a big test if you want to make single
test this is emergency. If you can deal with GIS, GPS, HIS
for the hospitals with the call centre referral system and
health team and supply team in harmony you have done
a big success story. Thank you.

Sania Nishtar

Thank you Minister Ibrahim. I think it is a wonderful
note to end on that the emergencies are actually are
litmus test of the government’s resolve of the capability
within the system of the robustness of supply chain and
of the ability of the staff at any given point to manage
different actors within the system and I think Minister
Ibrahim very rightly alluded to different actors to which
usually we do not accord our attention for instance the
media, the opinion shapers, the civil society and so on
and so forth.

This has been an amazing discussion and I wish we
had more time to engage the audience but we are not
getting into borrowed time from the coffee break since
we started 15 minutes late I will extend the session to
another five minutes. Any 30 second quick reactions
from the floor?

Mamouth Nahor N'Gawara (Translated from French)

I am the Minister of Health of the Republic of Chad
and I want to share the experience of Chad in the issue of
universal social with the ministers present here. Firstly
I want express my thanks to Turkish health minister
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for organizing such a conference. Moreover, benefiting
and getting inspired from the experiences of Turkey
and Esteemed Ministers in this field is a very important
opportunity for us and so we are very happy.

Chad tried to enforce the universal social insurance
beginning from 2007. The situation of Chad is highly
complex, for example the treatments are free of charge, it
isaverylarge country settled on 1.284.000.000 m2 in total
but it has a population just equal to 12 million. Ileave the
dispersed population density to your discretion. Rural
population is 75% and priest and migrant population
is 5% and more than half of this priest and migrant
population is an immigrant community among the
neighbour countries such as Sudan, Republic of Central
Africa, Cameroon, Nigeria, Niger. In this context,
implementation of such a policy is so complicated.

The experience of Chad in this subject started with
stage one in 2007, we identified 3 target populations
to make targeted therapies free of charge first of which
was pregnant women, defenceless children and elderly
people between 0-5 age, all treatments, especially
emergency treatments are free of charge for them.
In addition to this, we also identified some endemic
diseases, treatment of which is also provided free of
charge such as tuberculosis, AIDS, lepra and all endemic
nature tropical diseases.

Chad invested 18-19 million dollars for free of charge
treatments between 2008 and 2012. For example, 7.6
million dollars were spent to cover the cost of free
treatments in 2013. We created a roadmap to specify the
characteristics of this country, by this way we will be able
to access to the specified target gradually without making
a generalization. Namely, our country is composed of
desert, savannah and forestry areas, for this reason we
must ensure social security in every area based on the
concentration of population dispersion. In addition to
this, protective and free of charge treatments such as
vaccine must be provided for all segments of the society.

I do not want to enter into details, I just want to state
that this initiative entered into force in our country and
I believe that we can further strengthen this initiative by
being inspired by the experiences of other countries.

Thank you.

Sania Nishtar

This pretty much brings us to the end of the session.
And I think this has been an extremely useful session
because we have had an informal discussion about
the various forms and shapes of emergencies and the
imperatives that they create for the universal health
coverage’s initiatives in health systems. So there is what
is relatively well known in the space of emergencies and
those are diseases those are incidents that come from the
framework of the international health regulations for
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which global norms are relatively well established. And
we put them to one side. But other than those there are
aspects related to day to day emergency management
which need to be taken into consideration as part of
planning for universal health care initiatives. And I think
the comments from Romania and some of the comments
from the colleague from Palestine were extremely
illustrative and in terms of the imperatives that need to be
taken into consideration and some of the policy handles
that are out there to address relevant situations. Then at
the third level I refer back to Dr Alwan’s first slide; there
are the catastrophic events. Some of the catastrophic
events do cause mass casualties such as earthquakes
such as pandemics but there are other catastrophic
events that may not cause mass casualties but they do
in fact rack health systems. For example when floods
happen emergency matters come into play and people
are evacuated and the casualties are minimised. But then
on the other hand there is no stopping of the inundation
of health facilities and disruption of supply chains and
the racking of the health system which create the need to
intervene in terms of health system’s building.

So there are these different aspects that need to be
taken into consideration. And from the discussions
that we have had at this penal there are clearly different
interventions in each of the health system’s domain that
need into come to play in appropriate time. Perhaps we
didn’t talk much about some of the innovative financing
instruments for which there is also space. So in the time
of disasters new partnership funds can be created that
swaps can come into place so the bad debts of country

can be swapped for money is that come from the view
of support for emergencies, solidarity levies can be
imposed. That is a huge part of discussion in that space
where innovative financing policy interventions come
during the time of emergencies. One of us around the
penal and I think it was his Excellency the minister from
Turkey who highlighted the importance of volunteers.
And I think back from our experience in South Asia
as well in large populations where disasters happen
volunteers really come out to the floor. And volunteers
provided services. But if the country does not have
frameworks to harness their potential then you lose that
opportunity. So innovations in the space of financing,
out of box thinking where harnessing the potential of
human resource is concerned, creating the enabling
governance frameworks, a snapshot which was provided
by Dr Alwan measures to secure the supply chain.
And the coordination mechanisms are all the salient
hallmarks which have to be facted into preparedness and
if they are not facted into preparedness then they will not
come into play at the time of need.

And I think that I would really like in closing to come
back to the experience of Turkey in having learned
from their 1999 earthquake and I would like to end by
congratulating you for the manner in which you come
to the help for help of countries around the world at the
time of the crises based on the capacity that has been
developed. And I think with that I would like to thank
you all for being with us and I would like to thank you
all for being part of this conversations. Please join us for
the coffee break.
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Turkey has successfully introduced health system changes and provided its citizens with the right to health to achieve
universal health coverage, which helped to address inequities in financing, health service access, and health outcomes.
We trace the trajectory of health system reforms in Turkey, with a particular emphasis on 2003-13, which coincides
with the Health Transformation Program (HTP). The HTP rapidly expanded health insurance coverage and access to
health-care services for all citizens, especially the poorest population groups, to achieve universal health coverage. We
analyse the contextual drivers that shaped the transformations in the health system, explore the design and
implementation of the HTP, identify the factors that enabled its success, and investigate its effects. Our findings
suggest that the HTP was instrumental in achieving universal health coverage to enhance equity substantially, and
led to quantifiable and beneficial effects on all health system goals, with an improved level and distribution of health,
greater fairness in financing with better financial protection, and notably increased user satisfaction. After the HTP,
five health insurance schemes were consolidated to create a unified General Health Insurance scheme with
harmonised and expanded benefits. Insurance coverage for the poorest population groups in Turkey increased from
2-4 million people in 2003, to 10-2 million in 2011. Health service access increased across the country—in particular,
access and use of key maternal and child health services improved to help to greatly reduce the maternal mortality
ratio, and under-5, infant, and neonatal mortality, especially in socioeconomically disadvantaged groups. Several
factors helped to achieve universal health coverage and improve outcomes. These factors include economic growth,
political stability, a comprehensive transformation strategy led by a transformation team, rapid policy translation,
flexible implementation with continuous learning, and simultaneous improvements in the health system, on both
the demand side (increased health insurance coverage, expanded benefits, and reduced cost-sharing) and the supply
side (expansion of infrastructure, health human resources, and health services).

Introduction

Universal health coverage (UHC) is an important way to
expand access to effective health-care services, reduce
financial hardship during illness, and improve health
outcomes.' In addition to appropriate legal provisions,
which mandate access to necessary health services,?
UHC needs to be underpinned by a well-functioning
health system that provides high quality, affordable,

achieve UHC because, after 30 years of slow progress,
since 2003 Turkey has been able to design and implement
wide-ranging health system reforms® to achieve UHC
that substantially reduced inequities in health financing,
health service access, and outcomes.
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accessible, and efficient health services. .

Recent experience from middle-income countries,
including China,’ Mexico,* and Thailand,** shows that
expanded pre-pooled financing mechanisms, such as
health insurance or social insurance, help to improve
access to health-care services, while providing financial
protection. Cross-country analyses suggest that, in
general, broader health coverage and pooled financing
lead to expanded access to necessary care, with improve-
ments in population health, particularly for poor people.”

Additionally, many other middle-income countries,
such as Brazil, Indonesia, the Philippines, Turkey, and
South Africa, have sought to address inequalities in
access to health care and in health outcomes through
UHC Dby introducing pre-pooled health insurance
schemes and health system-strengthening programmes.
22 low-income and middle-income countries are actively
pursuing policies to achieve UHC.! Hence, experience
from different settings is crucially important to address
the evidence gap’ on introduction of UHC and its effects
on health service access, financial risk protection, health
outcomes, and user satisfaction. Evidence from Turkey is
especially timely for countries pursuing reforms to

The Health Transformation Program in Turkey has introduced major changes to health
system functions of stewardship and organisation, financing, resource management,
and service delivery to achieve universal health coverage (UHC).

UHC led to rapid expansion of health insurance coverage and access to health-care
services for all citizens, especially for the poorest population groups. In particular,
access and use of key maternal and child health services improved to help substantially
reduce under-5, infant, and neonatal mortality, especially for socioeconomically
disadvantaged households.

Turkey shows the effectiveness of UHC as a platform to achieve health system goals
and improve equity, with an enhanced level and distribution of health, fairness in
financing with reduced catastrophic health expenditures, and substantially improved
population satisfaction with the health system.

Simultaneous improvements in the health system, on both the demand side (increased
health insurance coverage, expanded benefits, and reduced cost sharing) and the
supply side (expansion of infrastructure, health human resources, and health services),
were crucial to accomplish improvements in use and outcomes.

Economic growth provided the fiscal space for increased health expenditures to
achieve UHC. Political stability, sustained leadership, a committed transformation
team, positioning of health as a fundamental right, creation of a receptive context, a
comprehensive transformation strategy, rapid policy translation, a flexible
implementation approach with ongoing learning, and the combination of demand-
side and supply-side changes were crucial factors that enabled the introduction of UHC.
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We traced the trajectory of changes in Turkey in the
journey towards UHC. We used a proprietary analytic
framework (figure 1 and appendix p 1) that draws on
previous studies™ to provide a systems view"™ of the
contextual drivers of changes in the Turkish health
system, transformations introduced in health system
functions, and their effects on health system goals. We
used qualitative and quantitative research methods,
including documentary and policy analysis, and
interviews with key stakeholders (appendix pp 2-13) to
analyse transformations in key health system functions
aimed at addressing inefficiencies and inequities in the
Turkish health system and at achieving UHC. In
particular, we analysed the transformations in governance
and organisation, financing, resource management, and
service delivery functions from 2003 onwards—the
period coinciding with the Health Transformation
Program (HTP) that rapidly intensified efforts towards
UHC.

We used quantitative analysis, including econometric
methods (appendix pp 2-13), to explore how the HTP
and UHC helped to address three major health system
problems in Turkey: inadequate and inequitable health
financing with a fragmented health insurance system,
low insurance coverage for the poorest populations, and
high out-of-pocket expenditures; inequitable distribution
of health infrastructure and human resources that led to
inequalities in health service access; and inequities in
health outcomes, with east-west, poor-rich, and rural-
urban divides. We used maternal and child health
services (antenatal care by trained staff, births in a facility,
births attended by trained staff, and immunisation
uptake) and health outcomes for children (under-5
mortality, infant mortality, and neonatal mortality) as
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Figure 1: Framework for analysis
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tracers for health system performance because these
areas were a priority for the HTP and for which reliable
cross-sectional population data over time are available.
We could not study changes in chronic illnesses, despite
their importance, since reliable cross-sectional or trend
data are scarce.

This report is organised into six sections. After this
introduction, we provide a historical overview of key
health system changes in Turkey and an analysis of the
context preceding the HTP. In the third section, we
explore the design and implementation of the HTP. In
the fourth section, we present key findings for the
achievements of the HTP in relation to health system
organisation and governance, health financing (health
insurance coverage and targeting poorer segments of
the population, out-of-pocket expenditures, and financial
protection), human resource management, and service
delivery. In the fifth section, we present an analysis of
the equity effects of the HTP and UHC on health service
use and health outcomes, including an assessment of
user satisfaction with the health system. Finally, we
summarise the key findings and achievements of the
HTP, placing them within the broader UHC literature,
and discuss the sustainability of UHC in Turkey,
identifying the key risks, challenges, and opportunities
that lie ahead. We discuss the lessons learned from the
UHC experience and explore how Turkey could be
positioned in global health as we approach the 100th
anniversary of the Turkish Republic in 2023.

Turkey: analysis of the context

Turkey: key facts

The Republic of Turkey was created in 1923, after the end
of the Ottoman Empire, the roots of which date back
to 1299. At its largest, the Ottoman Empire covered parts
of Europe, Asia, the Middle East, and Africa. Turkey is
now an upper-middle-income country of 75-6 million
people in 81 provinces, at different stages of
socioeconomic development (figure 2), and straddles
Asia and Europe. Turkey has undergone rapid economic
growth in the last decade, and has the demographic
benefit of a young and growing population, although
socioeconomic differences exist within the country
(appendix p 14).

Despite economic and political challenges in the 1980s
and 1990s, population health indicators in Turkey
continued on a positive trajectory through the 1990s. The
average life expectancy at birth in Turkey increased by
15-4%, from 65 years in 1990, to 75 years in 2009, which
is higher than the percentage increase achieved in other
emerging economies with a similar level of socio-
economic development (E7 countries): India (+12-1%,
from 58 to 65 years), Brazil (+9-0%, from 67 to 73 years),
China (+8-8%, from 68 to 74 years), Mexico (+7-0%,
from 71 to 76 years), Indonesia (+4-6%, from
65 to 68 years), and Russia (-1-4%, from 69 to 68 years;
figure 3).* In recent studies of the Global Burden of
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Figure 2: Provinces in Turkey grouped according to socioeconomic development index

The socioeconomic development index uses ingredients analysis to develop a composite index by bringing together population-based representative survey data from
2009 and 2010 on 61 parameters grouped into eight categories, namely: demographic (five parameters); education (six); health (five); employment (eight);
competitiveness and innovation capacity (15); fiscal capacity (seven); access (six); and life satisfaction (nine). Provinces are ranked into four categories according to the
socioeconomic development index score: highest, high, medium, and low development index. Data are from The Republic of Turkey, Ministry of Development,
Directorate General of Regional Development and Structural Adjustment; Monitoring, Evaluation, and Analysis Department, Level 2 zones, socioeconomic development

ranking, May 1,2013.

Disease 2010, estimated life expectancy (healthy life
expectancy) in Turkey increased from 63-7 years (55-3
years) for men and 70-9 years (60-1 years) for women in
1990, to 71-2 years (61-8 years) for men and 77-7 years
(66-0 years) for women in 2010.*

According to interagency estimates from WHO, the
World Bank, the United Nations Children’s Fund, and
the United Nations Population Fund,® the maternal
mortality rate in Turkey decreased from 67-0 per
100000 livebirths in 1990, to 51-0 in 1995, 39-0 in 2000,
28-0 in 2005, and 20-0 in 2010. These values are broadly
similar to those from the Turkish Ministry of Health,”
which estimates a decrease in maternal mortality from
61-0 per 100000 livebirths in 2003 to 15-5 per
100000 livebirths in 2011. Figure 4 shows that the
percentage decrease in maternal mortality in Turkey
between 1990 and 2010 was greater than that reported in
other E7 countries in the same period, including China
(69-2%, from 120 to 37), India (66-7%, from 600 to 200),
Indonesia (63-3%, from 600 to 220), Russia (54-1%,
from 74 to 34), Brazil (53-3%, from 120 to 56), and
Mexico (45-7%, from 92 to 50).'

In 1990, immunisation coverage for the combined
diphtheria, tetanus, and pertussis vaccine; oral polio
vaccine; and measles vaccine was 74%, 74%, and 67%,
respectively, and decreased in 1995 to 66%, 65%, and
67%, respectively. Coverage increased in 2000 to 85%,
85%, and 86% respectively, and again in 2005 to 90%,
90%, and 91%, respectively. By 2010, coverage had
reached 97% for all three vaccines.®

According to the United Nations Children’s Fund,
under-5 mortality in Turkey fell sharply from 72 per
1000 livebirths in 1990, to 15 in 2011, and infant mortality
fell from 60 per 1000 livebirths in 1990, to 12 in 2011.”
The reductions in under-5 and infant mortality achieved
by Turkey in 1990-2010 were greater than those achieved
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Figure 3: Percentage change in life expectancy at birth (years) in Brazil, China, India, Indonesia, Mexico,

Russia, and Turkey, 1990-2009
Data are from reference 14.
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Figure 4: Percentage change in maternal mortality ratio in E7 countries, 1990-2010
MMR=maternal mortality ratio. Data are from reference 16.
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by other E7 countries (figure 5).” Interagency estimates
of infant mortality are broadly similar to the Turkish
Ministry of Health data (with the exception of the most
recent estimates), which suggest that infant mortality in
Turkey fell from 29-0 per 1000 livebirths in 2003, to
7-7 per 1000 livebirths in 2011."*

Between 1990 and 2010, the burden of disease in Turkey
from all causes decreased steadily from around 40000
disability-adjusted life-years per 100000 population in
1990, to 36000 in 1995, 30000 in 2000, 28000 in 2005,

and 27000 in 2010. The burden of communicable,
maternal, neonatal, and nutritional disorders decreased
rapidly from about 15000 disability-adjusted life-years
per 100000 population in 1990 to roughly 4000 in 2010.
The reduction for non-communicable diseases was more
modest, with a fall from around 22 000 disability-adjusted
life-years per 100000 in 1990, to 20000 in 2010.*

Historical overview of key changes in the Turkish

health system

In Turkey, the journey towards UHC began in 1945 with
the establishment of the Social Insurance Organisation
for blue collar workers, followed in 1949 by the creation
of the General Employees Retirement Fund for retired
civil servants and their dependants. From 1946 onwards,
the Ministry of Health and Social Affairs adopted an
active role in the provision of preventive and curative
health services, and in 1954 undertook administrative
responsibility for hospitals and primary health-care
centres (panel 1).

From 1960 onwards, UHC was a state objective in
5-year state plans. The 1961 Law on the Socialization of
Health promoted the establishment of an integrated
health service scheme with a three-tiered health system
managed by the Ministry of Health and Social Affairs. In
1971, Bag-Kur (the social health insurance scheme for
self-employed people, artisans, and organised groups)
was established, which extended insurance coverage
further to groups who were not covered previously. In
1982, the new constitution provided state guarantee for
citizens’ rights to health insurance and health services—
aimed at accelerating initiatives to achieve UHC—and
was followed in 1987 by the Basic Law on Health to
operationalise these rights; however the law was only
partially implemented (panel 1).

Decrease in IMR (%)
Decrease in USMR (%)

1990-2000

2000-10

M Brazil [ China [@India [ Indonesia [ Mexico [l Russia [ Turkey

70-0

1990-2000

2000-11

Figure 5: Percentage change in infant mortality and under-5 mortality rates in E7 countries, 1990-2010
(A) Percentage change in infant mortality rate. (B) Percentage change in under-5 mortality rate. IMR=infant mortality rate. USMR=under-5 mortality rate. Data are

from reference 20.
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Panel 1: Key developments in the Turkish health system—a historical overview

1920-29

« 1920: The Turkish Ministry of Health and Social Affairs
(MOHSA) is established after the inauguration of the Turkish
Grand National Assembly in 1920 (law no. 3) with a focus
on public health

1930-49

»  1945: Social health insurance (Social Insurance
Organisation) is established for blue collar workers

« 1946:The first national 10-year health plan is developed

« 1949: Social health insurance for retired civil servants

1950-59

« 1952: Mother and child health division established in the
Ministry of Health

« 1953: Mother and child health development centre
established, with support from WHO and the United
Nations Children’s Fund

« 1953: The Turkish Medical Association is established

« 1954: MOHSA assumes a role in the provision of curative
services, initially with MOHSA-established model hospitals,
and begins training of health workforce

« 1954: Health facilities belonging to provincial and municipal
administration are placed under MOHSA administration,
managed by provinces

« 1954: The first national 10-year health programme is
declared (which is the cornerstone for planning and
organisation of the Turkish national health service)

1960-79

« 1961:The Law on the Socialization of Health is adopted,
promoting an integrated health service scheme, and
establishing a three-tiered health system (health house,
health centre, and district hospital), managed by MOHSA

Political and socioeconomic context preceding the HTP
The 1990s in Turkey were characterised by a series of
weak and indecisive coalition governments. Con-
sequently, in the 1990s, economic development, as
measured by real gross domestic product (GDP) growth,
was not stable or sustained, with economic cycles of
boom and bust. For example, between 1990 and 2002, the
real GDP contracted substantially in 3 years, with
declines of 5-5%, 3-4%, and 5-7% in 1994, 1999, and
2001, respectively. Between 1990 and 2002, GDP income
per person increased slowly, but stagnated between 1997
and 2002, when Turkey experienced rampant inflation,
with annual inflation rates ranging from 20% to 70%.
Unemployment increased from 1995 onwards, and grew
especially rapidly after 1999 when the rate rose from
6-5% in 1999, to 10-5% in 2002. Between 1995 and 2002,
the proportion of employed people in the age group
25-54 years decreased from 60-5% to 54-6% (table 1).
In the early 2000s, Turkey had an average Gini coefficient
of 0-43, which indicates wide income inequalities, and

+ 1965: The Law of Population Planning is adopted, with
pro-natalist policies

+ 1971: Bag-Kur (social health insurance for self-employed
people, artisans, and organised groups) is established

1980-89

+ 1982: The new constitution reconfirms the importance of
the state in protecting the health of the population and in
ensuring universal health coverage, including through a
unified social health insurance system

+ 1987: Basic Health Law is enacted, prescribing a narrower
role for the Ministry of Health in service provision and a
focus on regulation, but is not fully implemented because of
partial rejection of the law by the Constitutional Court

1990-99
+ 1992: National Policy Forum is held, with broad stakeholder
involvement

« 1992: The Green Card scheme (health insurance for
households outside the formal health insurance schemes) is
introduced as an interim measure until the creation of a
unified health insurance scheme

+ 1993: the Law of Health Law, Ministry of Health structure
and responsibilities, Provincial Health Administration,
General Health Insurance is developed

+ 1996: The laws on health financing institution
establishment and process, primary care health services, and
family medicine, hospitals, and health entities are
developed

» 1998:The law of personal health insurance system and
health insurance administrative presidency is developed

» 1999: The draft law of health fund institution is developed

«  However, the above laws are not enacted because of a
political stalemate in the Turkish Grand National Assembly

ranked 29th out of the 30 Organisation for Economic Co-
operation and Development countries, ahead of only
Mexico. In 1998, about 60% of women in the lowest wealth
quintile had incomplete or no primary education, which is
almost five times higher than the rate reported in women
from the wealthiest quintile. The employment rates for
women fell steadily from 32-9% in 1990, to 26-6% in
2002, which reinforced inequalities further (table 1).”

In the 1990s, for successive governments grappling
with political instability, economic shocks, runaway
inflation, rising unemployment, and social discord, the
health sector was not a priority. Hence, few major health
policies could be implemented. In 1993, the Council of
Ministers approved five separate laws on universal health
insurance, family medicine, hospital autonomy, and
institutional reforms aimed at transitioning the Ministry
of Health to become an effective steward of the health
sector. However, these laws could not be enforced
because of political differences in the Turkish Grand
National Assembly (panel 1).
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Real GDP GDP per Consumer  Un- Employment rate Employment
growth (%) person priceindex employment (%) foragegroup rate (%)in
(presentUS$  (allitems) rate (%) 25-54 years women
prices)
1990  9:3% 5744 03 82% 61-6% 32:9%
1991 0-9% 5885 06 8:5% 61-6% 33:7%
1992 6:0% 6261 1.0 9-0% 61.0% 31:9%
1993 8.0% 6793 1.6 8:6% 58-0% 25-8%
1994 -55% 6440 33 7-6% 59-8% 30-4%
1995  72% 6922 63 6:6% 60-5% 30-2%
1996  7:0% 7441 11-4 6-8% 60-1% 30-3%
1997  75% 8181 212 6:9% 59-0% 28.0%
1998  31% 8439 392 77% 59-2% 28.5%
1999 -3-4% 8046 646 6-5% 582% 28.9%
2000 6:8% 8724 100-0 8:4% 56-7% 26:2%
2001 -57% 8178 154-4 103% 55-5% 26:3%
2002 62% 8217 223-8 10-5% 54-6% 26-6%
Data are from reference 22. GDP=gross domestic product.
Table 1: Key economic indicators in Turkey, 1990-2002

62

In 1992, the government introduced the Green Card
scheme for poor households with incomes below the
national minimum and for families on social assistance,
financed from general budget revenues. The scheme was
not integrated with other health insurance schemes such
as the Social Insurance Organisation (covering active and
retired workers from the formal sector), the Government
Employees Retirement Fund (covering retired civil
servants), Bag-Kur (covering self-employed people), and
the Active Civil Servants Insurance Fund (covering civil
servants in work and their dependants). The Green Card
scheme provided some coverage for inpatient hospital
care, but not for outpatient-based consultations, diag-
nostic tests, or drugs. Unlike the other four insurance
schemes, the Green Card scheme was administered by
the Ministry of Health, but without a system for means
testing or for the identification of people entitled to
health insurance. Rather than a population-based
insurance system, the Green Card scheme functioned as
a means of providing funding for uninsured poor
individuals who could not meet hospital inpatient costs.
However, the absence of an organised insurance system
meant that many families did not have access to the
scheme. Hence, many poor families had low access to
health services and endured the high cost of outpatient
drugs, whereas a mixed system of insurance coverage
and insurance entitlements developed for those covered
by one of the schemes.

In 1999, a major earthquake in the Marmara region of
western Turkey, which resulted in an estimated 17000
deaths and left 500000 people homeless,” exposed the
government’s inability to manage natural and man-made
disasters and led to widespread societal discontent.
Turkey entered the new millennium with growing public
expectations of the government. The population

demanded decisive policies that would advance citizens’
democratic rights; improve health and education
services; and address social unrest, high inflation, and
rising unemployment. The population discord with the
socioeconomic  situation was apparent in the
dissatisfaction with the health system. A population life
satisfaction survey undertaken by the Turkish Statistical
Institute in 2003 showed that only 39-5% of the
population were satisfied with health services—lower
than that for social insurance (40-2%), legal and judiciary
(45-7%), and public security and order services (57-9%).*

In the late 1990s and early 2000s, the Turkish health
system faced major problems, especially in three areas.
The first related to inadequate and inequitable financing
of the health system. In Turkey, for most of the 1990s,
health expenditures averaged 3-8% of the GDP, which is
well below the levels attained by Organisation for
Economic Co-operation and Development countries
(7-4% of GDP) and by countries with similar incomes.”
Low health expenditures were compounded by an
inequitable and fragmented health insurance system.
The five insurance schemes had different benefit
packages and disparate contractual arrangements with
health-care provider organisations, leading to substantial
inefficiency and inequity. Additionally, a small private
sector existed, with its own system of private insurers
and health-care providers. However, even for people with
insurance, access to health services was difficult because
of an absolute shortage of health human resources.
Furthermore, dual practice by hospital specialists
reduced the capacity of public services for insured people,
with many patients diverted to private practice—even for
interventions for which they were entitled. Un-
surprisingly, in the 1990s, out-of-pocket expenditures
accounted for 28-30% of total health expenditures.” In
2003, only 66 - 3% of the population was covered by health
insurance. Just 12% of the poorest expenditure decile
benefited from the Green Card scheme, which in 2003
covered 2-5 million people.”

The second problem in the Turkish heath system related
to an absolute shortage and inequitable distribution of
physical infrastructure and health human resources. In
the 1990s and early 2000s, Turkey had the lowest number
of doctors and nurses per 100000 population, and one of
the lowest nurse to doctor ratios in Europe.” In 1990, there
were 0-9 physicians per 1000 population, which increased
to 1-3 per 1000 population in 2000. This ratio was lower
than the numbers in the E7 countries of Brazil, China,
Mexico, and Russia, but higher than those in India and
Indonesia.” The human resource shortages led to
inequalities in health service delivery and access, with
east-west, rural-urban, and poor-rich divides. Absolute
staff shortages, low salaries, and few incentives created
difficulties in attracting and retaining health workers in
the poorer eastern regions of the country. Ineffective
performance management led to low productivity and
ineffective use of available capacity. Prevailing dual
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practice by physicians meant that in 2002, in addition to
their public duties, about 89% of hospital specialists
engaged in private practice to boost their incomes.*

The third and the most serious problem related to
inequities in health outcomes, especially between the
deprived eastern areas and the more developed western
regions of the country (figure 2), among the richer and
poorer segments of the population, and across rural and
urban areas. For example, in 1998, under-5 mortality rates
were 75-9 per 1000 livebirths in the east and 38-3 in the
west of Turkey; these inequities still persisted in 2003.**
Economic instability and underperformance of the health
sector created expectations for major changes in the health
system. However, arguably, the most important driver of
change in the health system was the dysfunctional political
environment, which no longer catered for the needs of the
rapidly evolving country. The general elections in 2002
returned a parliamentary majority for the Justice and
Development Party, which ended a decade of poorly
functioning coalition governments. The new government,
which had inherited an economy in crisis, created an
urgent action plan to introduce a structural transition
programme in the economy, with health as a priority
sector. In 2003, the Ministry of Health designed and
introduced the HTP, which sought to establish the right to
good health and UHC as an integral part of citizenship.”

Acceleration of the journey to UHC in Turkey:
implementation of the HTP

To build on and accelerate efforts that began in the
1960s, the HTP articulated a comprehensive strategy to
achieve UHC by strengthening key health system
functions of governance, financing, and service delivery.
The HTP adopted a rights-based philosophy and set out
to improve public health, expand access to health
insurance for all citizens, ensure provision of high-
quality health services, and develop a patient-centred
health system to rectify the inequalities in access to
health services and in health outcomes, especially for
women and children. We now discuss the approach
adopted by the Turkish Government in the design,
implementation, and monitoring of the HTP.

Leadership and political commitment

From the outset, a transformation leadership team,
comprising the Minister of Health, undersecretary,
deputy undersecretaries of health, and departmental
directors, was involved in the planning, design,
implementation, monitoring, and refinement of the
HTP. The team, which benefited from support of the
Prime Minister and the cabinet, remained with the HTP
for almost 10 years, providing continuity and institutional
memory for the changes. An operational change team
based at the Ministry of Health supported the leadership
team. The leadership team provided sustained
engagement in the HTP, with the minister visiting
81 provinces at the start to meet provincial governors and

health directors to discuss and agree HTP implementation
plans. These initial visits were followed by regular
attendances at provincial meetings that included field
coordinators and local stakeholders and at which HTP
implementation was discussed in detail. In about
340 visits to provinces, the minister and the senior
transformation team could witness the implementation
challenges directly and listen to local concerns about
implementation bottlenecks and the support provided by
the Ministry of Health teams.

The direct communication channels established with
the provincial directors enabled two-way sharing of
information between the implementation groups and the
transformation leadership. The information received was
rapidly actioned by relevant Ministry of Health teams,
which created an environment of trust. Rapid response
to problems provided incentives for information sharing,
fostered ongoing learning with continuous improvement,
and helped rapid implementation of the HTP.

A comprehensive strategy informed by evidence

A system-wide approach underpinned the design and
implementation of the HTP. From the outset, the HTP
leadership sought to identify problems in health system
functions and in health outcomes. Comprehensive and
carefully sequenced changes were then designed to
improve governance and organisation, financing,
resource management, and service delivery. The changes
in health system functions were implemented
systematically during a 10-year period (panel 2), with a
flexible approach to implementation regulated by regular
intelligence on the receptivity of the context to the
changes introduced.

The design of the HTP was informed by evidence and
global experience from countries such as Belgium, Cuba,
Denmark, Estonia, Finland, Mexico, Thailand, and the
UK. The Ministry of Health successfully established
ongoing collaboration with international agencies and a
cadre of national and international experts. In addition to
international evidence, the HTP invested in generation
of new local evidence—for example, studies of access
and efficiency of the Turkish health sector were used to
identify health system bottlenecks.* The National Health
Accounts Study (2002-03)* provided a new and
comprehensive picture of health financing and
expenditures in Turkey, including out-of-pocket
expenditures. The evolving disease burden was mapped
through the 2004 Turkey Burden of Disease Study.*

In addition to the studies undertaken at the start of the
HTP to establish baselines, the transformation leadership
invested in studies to regularly appraise HTP
implementation and health systems performance. For
example, in 2008 a joint Organisation for Economic Co-
operation and Development-World Bank study,” and in
2011 a study assessing primary health-care level,*® were
used to assess HTP progress. In line with the Tallinn
Charter recommendations,” the performance of the
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Panel 2: Towards universal health coverage: key developments in the HTP, 2002-12

« 2002:]ustice and Development Party includes “improving
access to health services” (urgent action plan) in its election
platform.

e 2002: Justice and Development Party is elected with a
strong parliamentary majority in the Grand National
Assembly.

« 2002: Ministry of Health Decree (on the first day of the new
government) to eliminate involuntary incarceration in
hospitals of patients who cannot meet health-care
expenses. The decree forbids hospitals from withholding the
bodies of deceased patients when families are unable to
meet hospital expenses.

« 2003: The Health Transformation Program (HTP) is
designed, building on work done in the previous decade,
including elements of the Basic Health Law. Implementation
of the HTP begins.

« 2003: Introduction of higher salaries and performance
incentives for hospital clinicians to encourage voluntary
transition from dual practice to full-time working. Major
expansion of the voluntary transition in 2005.

« 2003-04: Active and retired civil servants are allowed to use
private hospitals. Ambulance services declared free.

« 2003-04: Green Card benefits expanded to include
outpatient benefits and pharmaceuticals. Conditional cash
transfers were introduced, covering 6% of the population
(for pregnant women and children from the most
disadvantaged households), to encourage use of maternal,
neonatal, and child health services.

+ 2004: Contract-based employment introduced for health-
care personnel in rural and less developed regions.
Performance-based payments piloted in ten Ministry of
Health hospitals.

« 2004: Major changes in pharmaceutical policy, including
changes to pricing and to value-added tax. International
reference price system introduced, replacing the cost-plus
model to reduce the price of drugs.

« 2004: Patient Rights Directive introduced in 2003 is
implemented. Patient Rights Units established in hospitals.
Electronic systems for patient complaints and suggestions
introduced.

« 2004 User choice of health-care providers (hospitals,
primary care centres, and physicians) introduced.

« 2005: Hospitals belonging to the Social Insurance
Organisation (146 hospitals) integrated with Ministry of
Health hospitals. The total number of hospitals managed by
the Ministry of Health reached 840 in 2011.

» 2005: Contract-based family medicine with performance-
based contracting piloted in Duzce province.

Turkish health system was systematically assessed by
WHO and the Ministry of Health,” using a set of WHO-
specified indicators related to health system functions,
intermediate health outcomes, and health system goals.”

+ 2006: Universal health insurance is legally adopted as a part
of broader social security reforms. Health expenditures start
to grow and global budgets (budget ceilings) are introduced
for Ministry of Health facilities to moderate growth in
services to address unmet need.

+ 2006-10: Contract-based family medicine scaled up in all
81 provinces of Turkey.

+ 2007: Cost-sharing for primary health-care services
abolished. Primary health care available for all citizens free
at the point of delivery.

+ 2008: Social Security Institution established as a single
organisation for financial pooling and purchasing. The
Social Insurance Organisation, Bag-Kur, and the General
Employees Retirement Fund join the Social Security
Institution.

+ 2008: Free availability of emergency services and intensive
care services (including neonatal intensive care) for the
whole population extended from public hospitals to all
hospitals, including private hospitals with and without
Social Security Institution contracts.

+ 2008: National air ambulance service introduced and is
available to the whole population free of charge. Major
expansion in 2010.

+ 2008: Cost-sharing in private hospitals for complex
conditions (eg, burns, renal dialysis, congenital anomalies,
cancer, cardiovascular surgery, and transplant surgery)
abolished.

+ 2009: Mobile pharmacy services introduced to improve
access in rural areas.

+ 2009: Tracking system for drugs introduced.

+ 2009: Central hospital patient appointment system
introduced. Major expansion in 2011.

+ 2010: Active civil servants join the Social Security
Institution.

+ 2010: The Ministry of Health strategic plan for 2010-14
developed.

+ 2010-11: Taxes for cigarettes and alcohol raised.

+ 2010-12: Laws on Hospital Autonomy and Restructuring
the Ministry of Health for a stronger stewardship function
are adopted. Public Hospital Authority and Public Health
Institution established; Law on Full-Time Practice of
University and Health Personnel and Amendments is
adopted, paving the way for full-time practice in legal terms.

+ 2012: The Green Card scheme joins the Social Security
Institution and unified social health insurance is fully
implemented.

+ 2013: The Ministry of Health strategic plan for 2013-17 is
developed.

Continuous monitoring and learning

The assessments undertaken jointly with the Organi-
sation for Economic Co-operation and Development, the
World Bank, WHO, and academic institutions enabled
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objective assessment of HTP progress and helped to
identify emerging challenges. These studies were
complemented by continuous monitoring of HTP
implementation through the field coordinator model—a
multisectoral approach that emphasised inclusive
assessment locally, collaborative deliberation, problem
solving, and lesson learning.

In the field coordinator model a team of physicians
were deployed rapidly in implementation sites across the
country. With primary goals of improved health outcomes
and equity, the field coordinators had two major roles: to
perform internal audit function in provinces, and to
contribute to institutional capacity building throughout
Turkey for the implementation of the HTP. These
physicians collaborated with provincial governments,
professional associations, and local health management
staff to gather information about emerging issues and
benchmark progress at different implementation sites.
Visits by the field coordinators included assessment of
primary health-care facilities (health posts, tuberculosis
control dispensaries, mother and child health-care
centres, family medicine centres, and community health
centres), hospitals, and dental care centres. A patient-
centred approach, expanded access to care, and
improvement of primary health-care service quality were
the foci of assessments. Regular meetings were held in
every province to discuss assessment findings, review
progress, provide learning from experience of other
provinces, and generate local solutions to solve
implementation bottlenecks.

The field coordinator model was effective in rapid
identification of implementation challenges and in
provision of suitable solutions. For example, at the early
stages of HTP implementation, constraints emerged in
the capacity of line agencies to interpret the elaborate
content of the HTP and to adhere to tight implementation
schedules. Close collaboration with provincial govern-
ments and local professional associations helped to
mobilise additional capacity beyond the health sector to
meet implementation targets.

Findings from field monitoring were used to provide
monthly reports to the transformation leadership on the
challenges identified and lessons learned from the
implementation sites so that the leadership could modify
the speed and scope of HTP rollout in provinces.”

Flexible implementation: strategic and tactical actions

An important feature of the HTP was its emphasis on
flexible implementation that balanced strategic and
tactical actions. A two-pronged implementation approach
characterised the HTP: the first prong emphasised
incremental and tactical changes that were aimed at
rapid and visible health sector improvements, and the
second focused on strategic activities aimed at major
structural reforms that needed legislation by the Grand
National Assembly. This approach ensured so-called
quick wins through tactical moves, enabling citizens to

benefit immediately from changes, and thereby gaining
essential public support from the stakeholders. In
parallel, institutional changes and structural reforms
were pursued strategically in a sequenced way, to take
advantage of political and legal windows of opportunity.
For example, on the first day of the new government, the
Minister of Health issued a decree to eliminate
involuntary incarceration in hospitals of patients who
were unable to meet health-care expenses. The same
decree also abolished the practice of withholding the
bodies of deceased patients when families were unable to
meet hospital expenses—a tactical change welcomed by
the general population.

In 2004, Green Card benefits were expanded to include
access to outpatient services and drugs and aligned with
benefits offered by other health insurance schemes, with
rapid expansion of coverage in the uninsured poor
population. In 2005, hospitals managed by the Social
Insurance Organisation were brought under the
stewardship of the Ministry of Health—an essential step
for major structural reforms that sought to establish a
purchaser—provider split by separating the financing and
provision functions of the Social Insurance Organisation.
This transition in managerial control was achieved,
despite strong opposition from the Social Insurance
Organisation and labour unions.

The increased population approval for the HTP gained
by these tactical moves helped to legitimise the HTP,
increased support from the Prime Minister and Cabinet
of Ministers for the programme, and strengthened the
negotiating position of the Ministry of Health within
the government.

Focus on user satisfaction and the receptivity of context
for change
The transformation leadership commissioned regular
focus group research and stakeholder analyses to assess
the acceptability of the changes introduced by the HTP to
various population segments and their receptivity to
change. The results of focus groups and stakeholder
analyses were used to refine the scope of the HTP, public
communications, and the speed of implementation.
Focus group research and stakeholder analyses were
augmented by annual household surveys undertaken by
the Turkish Statistical Institute based on statistically
representative samples for the country. These surveys
assessed household living conditions, individual
happiness, life satisfaction, and expectations of public
services (health services, social services, social insurance,
education, legal and judiciary, and public security and
order). The surveys provided an indication of general
levels of satisfaction in the country and population
responses to reforms introduced by various ministries.”
The Ministry of Health also asked the Turkish Statistical
Institute to undertake detailed health satisfaction surveys
to assess population satisfaction with the health system
and their views on health service quality, health service
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access, and system responsiveness. The health
satisfaction survey also elicited user perceptions about
bottlenecks in health services, challenges, and consumer
expectations.” The Ministry of Health and the cabinet
discussed these findings regularly to fine-tune
implementation of the HTP, to improve responsiveness
of health services, and to meet user expectations.

The HTP: health system changes and
achievements

Health system governance and stewardship

Defining of citizens’ rights to health and enhancement of
provider accountability

The Directive on Patient Rights* was introduced in 2003,
with effective implementation in 2005, and helped to
operationalise the Patent Rights Legislation® that was
enacted in 1998, but not implemented. The directive
defined patient rights to health insurance and health
services, and specified provider obligations in relation to
patient rights, information provision, confidentiality, and
patient consent for health interventions, and also
provided citizens with the right to choose health-care
institutions, hospital doctors, and family physicians.

Several new mechanisms established through the
directive enabled service users and citizens to directly
express their views on the quality, responsiveness, and
availability of health services, including the challenges
encountered, their degree of satisfaction, and their
expectations. These new mechanisms included direct
communication through a telephone hotline (expanded in
2010 to include social media) of complaints and
suggestions to the Ministry of Health Communications
Centre (SABIM), the Prime Ministry Communication
Centre (BIMER), patient rights units in public hospitals,
and patient rights communication units in primary health
care. The complaints made to BIMER and SABIM are
communicated to patient rights units to be resolved locally
at the hospital involved or are taken to patient rights boards
established in every province for advice on course of
action—for example, to pursue administrative or legal
avenues to resolve the complaint if there is a breach of
directive provisions. These changes were combined with
awareness-raising activities and training of citizens in
health rights, with almost 2 million citizens trained in 2010
and a further 3-6 million in 2011. These new mechanisms
have enhanced provider accountability to citizens—
accountability that was all but absent before the HTP.

The new mechanisms, which enabled direct com-
munication between users and the Ministry of Health,
provided much-needed intelligence about user satisfaction
and expectations. However, some health staff perceived
these governance changes to be an impingement on
professional freedoms, with complaints that the authority
of doctors with patients had been compromised. Health
workers also complained of reduced respect from patients.
In response, the Ministry of Health introduced a web-
based system for health staff to raise concerns directly with

the Minister of Health, inquire about new policies, suggest
solutions, and share experiences. However, despite these
efforts, discontent remains among some health staff,
which the Ministry of Health needs to address.

Redefinition of the role of the Ministry of Health

A key objective of the HTP was to redefine the role of the
Ministry of Health, by strengthening its stewardship
functions and by delegating operational responsibilities
to new agencies. Between 1987 and 2002, attempts at
streamlining the role faltered, as the Ministry of Health
continued on its trajectory of expansion that started in
1954 (panel 1). Although a framework for restructuring of
the Ministry of Health was approved at an early stage in
the HTP by the Grand National Assembly, imple-
mentation could not proceed because the president
vetoed the Law on Public Administration, which
underpinned the framework.

Between 2003 and 2010, the Ministry of Health’s role
expanded further when it assumed management
responsibility for Social Security Institution hospitals and
for the Green Card scheme. However, in 2010, with the
introduction of the Ministry of Health Restructuring Law
and the Law on Autonomous Hospitals, the ministry’s
role was streamlined to focus on policy and strategy
development, intelligence, health system performance
assessment, oversight of accountability, and intersectoral
coordination. Operational responsibilities related to public
health, contracting, health service delivery, and technology
assessment were delegated to new autonomous quasi-
public agencies, operating at an arm’s length from the
ministry (appendix p 15). With the introduction of the
unified General Health Insurance scheme, the newly
established Social Security Institution undertook the
management of the Green Card scheme (panel 2).

Health system financing

The HTP sought to address two major financial
shortcomings. The first related to low health expenditures
and the second to the inequitable and fragmented health
insurance system, with low coverage of the poorest
populations and high out-of-pocket costs that led to
catastrophic expenditures.

Increasing health expenditures

In 1990, total health expenditure in Turkey was 2-7% of
GDP (US$155 in purchasing power parity terms), but by
2008 it had increased to 6-1% of GDP ($913), similar to
that achieved by E7 countries for which average health
expenditures were 5-2% of GDP (figure 6).” Health
expenditures increased especially in 2003-08 (figure 6),
coinciding with the introduction of the HTP and a period
of sustained economic growth, which provided the fiscal
space® for increased public sector investment (panel 3). In
2003-08, annual growth rates for health expenditures were
10% in fiscal years 2003-04 and 2004-05, 14% in 2005-06,
8-7% in 2006-07, and 1-3% in 2007-08. During 2000-08,
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Data are from reference 25.

the growth in health expenditures was largely driven by
increasing public sector funding, which rose from 63% of
total health expenditures in 2000, to 73% in 2008. In
2000-08, public sector funding for health increased at an
average annual growth rate of 9-1% (range 4-7-14-8%). In
2010, of the E7 countries, Turkey had the greatest
proportion (75-2%) of the total health expenditures coming
from public sources compared with 47-0% in Brazil,
53.6% in China, 29-2% in India, 49-1% in Indonesia,
48-9% in Mexico, and 62-1% in Russia.” Public
investments in health infrastructure increased ninefold in
nominal terms from 603 million Turkish lira (TL) in 2003
to more than TL5-4 billion in 2008. Similarly, private sector
investments in health infrastructure increased almost
13-fold from around TL100 million in 2003 in nominal
terms to almost TL1- 3 billion in 2008.*

Consolidation of the health insurance schemes into unified
general health insurance

Before the introduction of the HTP, five health insurance
schemes existed in Turkey (the Social Insurance
Organisation, the Government Employees Retirement
Fund, Bag-Kur, the Active Civil Servants Insurance Fund,
and the Green Card scheme). Each of these schemes had
developed separately over time, with different
contribution amounts and varying benefits packages
(appendix p 16). The Green Card scheme had low
coverage rates, both because it functioned not as a proper
insurance scheme, but rather as a financial rescue

operation for poor patients who could not meet inpatient
hospital costs, and because no system existed to identify
potential beneficiaries to actively encourage them to join
the scheme. Inadequate benefits offered by the Green
Card meant the scheme was not attractive to citizens. To
achieve UHC, from 2004, the HTP established
mechanisms to identify citizens entitled to the scheme,
to increase insurance coverage among the poorest
deciles, and to expand the scheme’s benefits.

In 2006, the Grand Assembly ratified the Social
Insurance and the General Health Insurance Law
(panel 2) to bring together the five health insurance
schemes within a unified General Health Insurance
scheme integrated within the Social Insurance
Organisation with synchronised benefits. The law was
opposed by the Turkish Medical Association and the
unions representing medical professionals, and was
challenged in the constitutional court. The law was
amended three times before implementation could begin
in 2008, with the Social Insurance Organisation, Bag-
Kur, and the Government Employees Retirement Fund
transferred to the newly established Social Security
Institution. In January 2010, the Active Civil Servants
Health Insurance Scheme was also transferred to the
Social Security Institution, followed by the Green Card
scheme in 2012, with shared benefits, to establish the
unified General Health Insurance scheme (appendix p 16).

The expansion in Green Card coverage and benefits
was underpinned by increased health expenditures,
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Panel 3: Key elements of the benefits package covered by
the unified General Health Insurance

The benefits package includes:

« Personal preventive health care (free of charge and
financed from the general government budget)

+ Inpatient and outpatient services, including for medical
examinations, diagnostic tests, and procedures; all
medical interventions and treatments after diagnosis;
follow-up and rehabilitative services; organ, tissue, and
stem cell transplantation; emergency care; and medical
care

« Inpatient and outpatient maternal health care (antenatal
care, delivery, neonatal care, and postnatal care with all
medical examinations, diagnostic tests, and procedures)

+ All medical interventions and treatments after diagnosis
of women'’s disorders, follow-up services, abortion,
surgical sterilisation, emergency care, and medical care

« Inpatient and outpatient oral health care, including oral
and dental examinations, diagnostic tests and procedures,
all medical interventions and treatments after diagnosis,
tooth extraction, conservative dental treatment and
endodontic treatment, follow-up services, oral prostheses,
emergency services, and orthodontic treatment

« In-vitro fertilisation services, for up to two treatment cycles

« Blood and blood products, bone marrow, vaccines,
medicines, prostheses, medical goods, and medical
equipment, including their installation, maintenance,
repair, and renewal services

« Diseases that need treatment abroad

+ Free (at point of delivery) health care and dental care
provision for children less than 18 years of age,
irrespective of their insurance status

« Pharmaceuticals and medical devices

The benefits package excludes:

 Aesthetic interventions not related to work accidents or
congenital anomalies

« Allinterventions not classified as medical services by the
Ministry of Health

+ Treatment of foreigners with pre-existing chronic diseases

contributions from general government revenues (to the
Social Insurance Organisation, then to the Social
Security Institution) to cover the premiums of
beneficiaries, and expansion of public and private
health-care providers. The creation of the Social Security
Institution brought clarity to purchaser and provider
roles, with the institution established as the purchaser of
health services from public and private providers. The
consolidation of the five insurance schemes created a
unified risk pool to more effectively share, across all
income groups, the risks associated with health-care
costs and catastrophic payments.

The unified General Health Insurance now provides a
comprehensive benefits package with reimbursement
for a range of preventive, diagnostic, and curative services

Panel 4: New targeted health programmes for women
and children introduced by the Health Transformation
Program

+  Accelerated efforts to improve immunisation uptake
among children younger than 5 years through the family
medicine-centred primary health-care model that began
in 2005 and expanded to all 81 provinces of Turkey by the
end of 2010, which introduced a performance-based
payment for achievement of high immunisation rates
among children

« Implementation of an expanded programme of
immunisation by increasing the number of antigens from
seven in 2002 (BCG, combined diphtheria-pertussis—
tetanus, oral polio, measles, and hepatitis B) to 13 in 2012
with the addition of Haemophilus influenzae type b,
rubella, mumps, pneumococcal conjugate vaccine,
varicella, and hepatitis A

«  Free predelivery hostel services near maternal care units
for women in rural and difficult-to-reach areas

« Conditional cash transfers for antenatal and postnatal
and newborn follow-up (including immunisation)

« Implementation of new neonatal services, including
neonatal emergency care and air ambulance for maternal
emergencies, additional newborn screening for
hypothyroidism and biotinidase to complement
screening for phenylketonuria and hearing problems

« Enhanced nutritional support during pregnancy and early
childhood, including folic acid and iron supplements for
pregnant women, and vitamin D and iron supplements
for children

« Implementation of an improved monitoring system in
the prenatal and postnatal period for women and for child
health and development

» Expansion of neonatal intensive care programme,
financed from extended health insurance benefits

(panel 3 and appendix p 16). Preventive health services
and contract-based family medicine services, which are
freely available to users, are not insurance based, and
their costs are met by the general government budget
(panel 3). In addition to the benefits under the unified
General Health Insurance, the Ministry of Health
extended targeted health promotion and prevention
programmes for the general population—especially for
women and children—provided to users free of charge
(panel 4).

Expansion of health insurance coverage for the poorest people:
health expenditures for the Green Card scheme

Between 2004 and 2009, coinciding with the introduction
of the HTP, expenditures for Green Card holders
increased almost fivefold from TL1-2 billion in 2004 to
TL5-51 billion in 2009. In the same period, spending for
Social Insurance Organisation beneficiaries doubled
from TL13-2 billion in 2004 to TL28-9 billion in 2009
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(table 2). In 2004, the health spending per person for
Green Card holders at TL176-0 was around half the
amount (TL323-0) spent for Social Insurance
Organisation beneficiaries. However, by 2009, the
expenditures for Green Card beneficiaries had increased
to TL570-7 per person, converging with the amount
(TL590-3) spent for Social Insurance Organisation
beneficiaries (table 2).

Enhancement of equity: health insurance coverage by
nominal per-person expenditure deciles

Government financing of non-contributory health
insurance for the poorest deciles and increased coverage
of contributory health insurance by richer deciles enabled
expansion of the Green Card scheme and the introduction
of a unified General Health Insurance scheme.

In 2003, only 24% of the poorest decile was covered by
insurance (12% by obligatory insurance for those in
active employment and 12% by the Green Card scheme).
By 2011, health insurance coverage for the poorest decile
had increased to almost 85% (about 60% through the
Green Card scheme, 24% through obligatory health
insurance, and the rest by private insurance; figure 7).

Health insurance coverage has improved for all
expenditure deciles. For example, coverage for the
second decile increased from 38% in 2003 (roughly 8%
Green Card scheme, 29% obligatory health insurance,
and the rest by private insurance) to 84% in 2011 (about
33% Green Card scheme, 50% obligatory health
insurance, and the rest by private insurance). In the
higher income deciles 4-10, insurance coverage has
increased from 47-90% in 2003, to 85-96% in 2011
(figure 7). In a comparison of 2003 and 2011, the largest
increases in health insurance uptake were achieved for
deciles 2, 3, and 4, with increases from 29% to 50%,
from 40% to 65%, and from 53% to 75%, respectively
(figure 7).

Enhancement of equity: improved targeting of the
Green Card scheme

In 2003, the Green Card scheme covered only 2 -4 million
people (3-6% of the population of Turkey, when about
19 million people [29% of the population] were classified
as poor). The expansion of benefits (depth of coverage;
see panel 3 and appendix p 16) was accompanied by
rapid expansion in 2004-05 of the number of Green
Card Dbeneficiaries that almost quadrupled from
2-4 million people in 2003 to 8-3 million in 2005, then
increased to around 10-2 million people by 2011, which
accounted for 13-8% of the total population (when
around 11-8 million people [16% of the population] were
classified as poor). Targeting of poorer deciles also
improved. In 2003, only 33% of the poorest expenditure
decile (decile 1) was covered by the scheme, but by 2011
this proportion had increased to 42%. Between 2003
and 2011, for deciles 1 and 2, Green Card targeting
improved from 54% to 65% (appendix p 17).

Estimated Registered SIO Slo Green Green Slo Green
numberof GreenCard spending spending Card Card spending Card
people holders per per spending spending per spending
reporting person  person  (nominal per person  per
obligatory (nominal (nominal million  person  (nominal person
insurance million  US$) TL) (nominal TL) (nominal
L) Uss$) L)
2004 40708000 6852000 13150 2307 1206 1257 3230 176-0
2005 44061000 7256000 13607 2375 1809 1918 3088 2493
2006 47583000 8279000 17668 2652 2910 2511 3713 3515
2007 47612000 9355000 19983 3228 3913 3218 419-7 4183
2008 50103000 9338000 25404 390-0 4031 3321 507-0 4317
2009 48900000 9647000 28863 3935 5506 3805 590-3 5707
Data are authors’ calculations, based on SI0 annual reports and Household Budget Surveys. Insured SIO population is
estimated from the Household Budget Survey 2004-09. SI0=Social Insurance Organisation. TL=Turkish lira.
Table 2: Per-person spending for SI0 and Green Card scheme, 2004-09

Enhancement of equity: improved financial protection
and reduced catastrophic expenditures

Expansion of the Green Card scheme coincided with
increased benefits, including coverage of outpatient drugs
and reduced cost-sharing for many health services.
Inadequate benefits had previously deterred people from
joining the scheme. With the HTP, emergencies, intensive
care, and complex procedures (a typical cause of
catastrophic expenditures) were made free for beneficiaries.

Analysis of out-of-pocket expenditures across the five
expenditure quintiles who had access to the Green Card
scheme shows that overall, medical expenditures
(including those for pharmaceuticals, outpatient services
in secondary and tertiary hospitals, and medical devices—
for all of which small cost-sharing exists) decreased for all
quintiles. For the lowest-income quintile (quintile 1),
medical expenditures as a percentage of health
expenditures fell substantially from 63-2% in 2003, to
49.4% in 2011. Similar, albeit less substantial, decreases
were recorded in income quintiles 2, 3, 4, and S.
Consequently, medical expenditures for quintile 1 are now
closer to those in quintiles 2, 3, 4, and 5 (appendix p 18).
Overall, health expenditures as a proportion of non-food
spending decreased (from 3-1% in 2003, to 2-4% in 2011).
For the lowest-income quintile, a small increase from
2-4% to 2-8% occurred (appendix p 18).

Importantly, expansion of the Green Card scheme
helped to reduce catastrophic health expenditures. In
2003, the mean head count, which measures the
incidence of spending, at 15%, 25%, and 40% of total
non-food health expenditures was 0-050, 0-022, and
0-009, respectively, and decreased two-to-threefold by
2011 to 0-029, 0-012, and 0-003, respectively (figure 8).

Human resource management

To address absolute shortages and inequitable distri-
bution of health staff in the health system, the HTP
introduced four major human resources initiatives. The
first initiative, which was implemented after agreement
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Figure 8: Head count for out-of-pocket health spending as a share of non-food household expenditure, at
different budget thresholds

Data are from the Turkey Household Budget Survey 2003-2011, and the Turkish Social Security Institute
(appendix pp 2-

with the higher education council, increased the number
of places at universities and higher institutions to train
doctors, nurses, midwives, and other health personnel.
The annual intake of medical students increased from
5253 in 2003, to 8438 by 2010, with similar increases for
nurses, pharmacists, and other health professions. In

Figure 7: Population by nominal per capita expenditure decile reporting any type of health insurance, 2003 and 2011
(A) 2003. (B) 2011. Data are from the Turkey Household Budget Survey 2003-2011, and the Turkish Social Security Institute (appendix pp 2-13). The analysis is updated from reference 27.

2007, training of nurses was restricted to universities.
New medical graduates and newly qualified specialist
doctors had to undertake compulsory service and spend
300-500 days in different regions of Turkey that had
a high need for doctors, especially in rural areas, east,
and southeast Turkey. The second initiative introduced
higher salaries and performance-related incentives in
hospitals and for primary health-care providers, with the
opportunity to substantially increase remuneration of
health workers. The third initiative introduced new
personal contracts with health staff and outsourcing of
health services, underpinned by new decrees introduced
in 2003 to expand staff availability in regions where
recruitment and retention of health workers was difficult.
New contracts offered higher salaries and performance-
related pay. Furthermore, new decrees introduced
changes to general civil service law (which governed the
employment terms and conditions for public sector
health staff), with flexibilities for health-care institutions
during recruitment of new staff.”!

The fourth initiative introduced a new law in 2010,
which required that doctors employed in public
institutions (Ministry of Health hospitals and university
hospitals) work full-time and do not engage in parallel
private practice. This new law was resisted by some
clinicians who had private practices and who also worked
in university hospitals and large public hospitals in
conurbations.” After the changes, a few clinicians
resigned from university teaching hospitals, and more
did so from large public hospitals in major cities, such as
Istanbul and Ankara.
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These human resource initiatives enabled the Ministry of
Health to rapidly increase the number of staff it employed
from 256000 in 2002, to 507000 by 2012. Between 2002 and
2012, the number of outsourced health staff increased
almost 12-fold, from 11000 to 126000 (figure 9). Between
2004 and 2010, the number of specialist physicians
increased from about 53300 to 63600, and the number of
general practitioners increased from 33300 to 38800. In
2004-10, the number of nurses increased from 82600 to
114800, and the number of midwives increased from 42700
to 50300. Similarly, the number of auxiliary personnel
increased from 57700 in 2004, to 94400 in 2010.%

The new human resource policies collectively helped to
address staff shortages in the Turkish health system and
reduce inequities. For example, in 1990, there were
856 people per specialist physician in west and central
regions of Turkey and 43 668 people per specialist in the
east region. The ratio of specialist doctors in the west and
central regions to the east region was 51:1. In the year
2000, there were 749 people per specialist physician in
the west and central regions and 25178 in the east region;
thus, the ratio of specialist physicians between the
regions decreased to 34:1. In 2010, the number of people
per specialist physician declined to 559 in west and
central regions and to 2705 persons in in the east region,
with the ratio of specialist physicians among regions
narrowing to 5:1 (figure 10).

Similarly, in 1990, the number of people covered by a
general physician in northern and eastern regions was
1745 and 6628, respectively, with a ratio of 4:1. By 2000,
the difference had widened, with 1288 and 5747 persons
covered per general physician respectively in northern
and eastern regions, with the ratio worsening to 5:1.
However, by 2010, the number of people covered in
northern and eastern regions by a general physician had
fallen to 1396 and 2291, respectively, and the ratio
narrowed to 1-6:1 (figure 11).

In 1990, the number of people covered by a nurse or
midwife was 414 in the northern region and 2404 in the
east region, with a 6:1 regional ratio between the best and
the worst served regions. In 2010, the number of people
covered per nurse or midwife was 235 people in the central
region and 826 in the east region, with the ratio between
the best and the worst served regions improving to 3-2:1
(figure 12).

Service delivery

Expansion of primary health-care services

Before the HTP, primary health-care services in Turkey
were organised as a three-tier system, in accordance with
the 1961 Law on Socialization of Medicine. The first tier
was so-called health houses, staffed by midwives (covering
a population of 2000-2500 people). The second tier
consisted of primary health-care centres (covering
500010000 people in villages; 10 000—30000 people at the
district level; or 30 000-50000 people at the provincial
level), staffed by teams comprising a physician, a nurse,
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Figure 9: Number of clinical and administrative staff employed or contracted
by the Ministry of Health in Turkey, 1993-2012

Data are authors’ analysis based on data from Ministry of Health, General
Directorate of Health Services, and The Ministry of Health of the Republic of Turkey
Health Statistics Yearbook, 2011.7

and a midwife (with a health technician and an
administrator in larger centres). The third tier, at provincial
levels, included additional health centres that catered for
mother and child health and family planning, and
dispensaries for tuberculosis control. However, an absolute
shortage of infrastructure and health staff, and variable
staff skills, characterised the primary health-care level.

In 2005, the HTP introduced a family medicine-centred
primary health-care model, with a focus on increased
resources in three areas—physical resources, human
resources, and human resource capacity.” With this
model, each family doctor or family practice offered a
larger set of services than did health houses or traditional
primary health-care centres to a maximum registered
population of 4000 citizens. About 20000 new family
medicine teams were established after 2005. Infra-
structure was upgraded and expanded—most of the
health houses were kept and, along with health centres,
refurbished or converted into family medicine centres.
By 2011, 6250 new family centres had been established.

From 2005 onwards, family physicians were engaged
in contracts to provide primary health-care services, with
expanded preventive activities, and women and child
health services. Additionally, they were responsible for
providing mobile health services to people registered
with them and living in rural areas, and homecare
services for patients unable to travel to clinics, along with
services to nursing homes, prisons, and child care
centres through regular visits.

The findings from the controlled before and after
study undertaken as part of this study (appendix
pp 2-13), which explored services provided by primary
health-care physicians before (phase 1) and after
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Figure 10: Population covered per specialist physician by province in 1990,
2000, and 2010

Provinces are grouped according to the grouping used in Demographic and
Health Survey regions. Data are authors’ analysis based on data from Ministry of
Health, General Directorate of Health Services, The Ministry of Health of the
Republic of Turkey.

(phase 2) the introduction of the new family medicine
model, showed substantial improvements in the
availability of key maternal and child health services
after the introduction of the model. The immunisation
services provided on a daily basis by the primary care
physicians surveyed increased from 60-6% in phase 1 to
91-4% in phase 2. The improvements in the availability
of in-house and mobile immunisation services were
significantly higher in pilot sites than in control sites
(p=0-04 and p=0-01, respectively). The general
availability of antenatal services on a daily basis was
97-0%. Mobile service availability for antenatal care
provided by the primary health-care physicians decreased
substantially from 78-8% in phase 1 to 54:1% in
phase 2 as the availability of daily services increased in
phase 2 (from 93-9% to 95-6% in control regions and
from 93-9% to 98-1% in pilot regions), but no statistically
significant differences were reported between pilot and
control sites. Almost all primary health-care units

Figure 11: Population covered per general physician by province in 1990,
2000, and 2010

Provinces are grouped according to the grouping used in Demographic and
Health Survey regions. Data are authors’ analysis based on data from Ministry of
Health, General Directorate of Health Services, The Ministry of Health of the
Republic of Turkey.

provided family planning services on a daily basis in
both phases (table 3).

Additional econometric analysis from the controlled
before and after study, using difference-in-difference
estimates, shows that primary health-care physicians were
more likely to be involved in first contact management of
diseases commonly encountered in primary health care
(OR 1-27, 95% CI 1-12-1-44), in the management of
maternal and child care (OR 1-70, 95% CI 1-15-2-52), and
in the diagnosis (OR 1-13, 95% CI 1-00-1-28), treatment
initiation (OR 1-41, 95% CI 1-21-1-65), and monitoring
(OR 1-45, 95% CI 1-25-1-69) of long-term disorders in
pilot provinces than in control provinces in the second
phase of the HTP family medicine rollout (table 4).

With increased staffing, improved infrastructure, and
new contracts for family physicians that included
incentives, the volume of primary health-care services
(number of visits) increased from 74-8 million in 2002 to
2443 million in 2011.%
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I 750 people or more covered per nurse and midwife
[ Between 501 and 749 people (inclusive) covered per nurse and midwife
1 500 people or less covered per nurse or midwife

Figure 12: Population covered per nurse and midwife by province in 1990,
2000, and 2010

Provinces are grouped according to the grouping used in Demographic and
Health Survey regions. Data are authors’ analysis based on data from Ministry of
Health, General Directorate of Health Services, The Ministry of Health of the
Republic of Turkey.

Expansion of emergency and hospital services to address
maternal and neonatal emergencies

During the HTP, the number and capacity of human
resources increased substantially, with a more equitable
distribution of health staff across the country than existed
previously. Family medicine-centred primary health-care
services were developed in all provinces. Emergency
ambulance services were expanded substantially,
including the air ambulance service for complex
emergencies. These emergency services, which are
provided free of charge, also responded to obstetric and
neonatal emergencies. By 2008, accident and emergency
services and intensive care services were made freely
accessible in all public and private hospitals. Moreover,
blood transfusion services were developed further, with a
rapid response system for maternal emergencies.
Collectively, these changes led to increased service access
to maternal and child health services and have helped to
reduce maternal, under-5, infant, and neonatal mortality.

Phase1(%) Phase2: Phase2:  PilotxPhase 2 (B,),
control (%) pilot (%) odds ratio (95% Cl)
Immunisation services
Services provided on a daily basis 60-6% 89-0%(%)  93-4% 4-97 (110-22-6)
A system to monitor immunised children 100-0% 95.-6% 972% NA
Mobile immunisation services 61-6% 52.7% 62:3% 2:48 (1-24-4-92)
Antenatal care services
Services provided on a daily basis 93:9% 95-6% 981% NA
A system to monitor pregnant women 100-0% 97-8% 97-2% NA
Mobile antenatal services 78-8% 62-6% 46-7% 1.01(0-49-213)

Data are authors' analysis of data from task profile survey of primary care physicians in family medicine pilot and
control regions. The specifications for the regression model that uses difference-in-differences are given in the

appendix pp 2-13. NA=not available because insufficient variation in services in the time period studied and between

control and pilot regions to estimate odds ratios.

Table 3: Key maternal and child health services provided in phases 1 and 2 of family medicine-centred

primary health-care reforms in pilot and control regions

Number of PilotxPhase 2
activities per (B), odds ratio
service category (95% Cl)

Application of medical 8 0-89 (0:73-1-08)

technologies

First contact management 26 127 (1-12-1-44)
Prevention
Patient based 6 1-24 (0-92-1-67)
Population based 6 0-87 (0-70-1-07)
Maternal and child care 5 170 (115-2-52)
Long-term disorders
Diagnosis 20 113 (1-00-1-28)
Treatment initiation 18 1-41 (1-21-1-65)
Monitoring 20 1-45 (1-25-1-69)

Data are authors' analysis of data from task profile survey of primary care physicians
in family medicine pilot and control regions. The specifications for the regression
model that uses difference-in-differences are given in the appendix pp 2-13.

Table 4: Effect of the introduction of family medicine on medical skills

and scope of health services provided by primary health-care physicians

New staff contracts, increased remuneration, and better
working conditions have helped to attract and retain staff
in poor and underserved areas.

During the HTP, the number of hospitals providing
neonatal services expanded sixfold, from 141 in 2002, to
906 in 2011. The expanded benefits in the General Health
Insurance scheme included free services (in both public
and private providers) for maternal emergencies,
neonatal services (including neonatal intensive care),
and services for management of congenital anomalies.

Expansion of hospital capacity and services

The number of hospital beds in Turkey increased
gradually from 105710 in 1990 (1-87 beds per 1000
population) to 134950 in 2000 (1-99 beds per 1000
population), and increased sharply thereafter with the
HTP to 194504 in 2011 (2-6 beds per 1000 population).
Between 1990 and 2011, the number of beds per 1000
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population rose almost twofold, from 80403 to 121297 in
Ministry of Health hospitals and from 16 817 to 34802 in
university hospitals.

In line with HTP objectives to improve emergency
services and services for complex disorders, between
2002 and 2011, the number of intensive care unit beds in
Ministry of Health hospitals increased more than tenfold
from 869 to 9581, in university hospitals from 353 to
3890, and in private hospitals from 992 to 7506. In total,
across the public and private sectors, the number of
intensive hospital beds increased ninefold from 2214 in
2002, to 20977 in 2011.*

Use of both public and private hospitals was an explicit
strategy within the HTP to expand the hospital sector
and use the country’s available capacity effectively. By
2010, the Social Security Institution had established
contracts with 421 private hospitals to provide general
diagnostic and curative hospital services, with
copayments by users. Furthermore, these private
hospitals provided free services for emergencies, burns,
intensive care, cardiovascular surgery, neonatal care,
congenital anomalies, organ transplantation, cancer care,
and renal dialysis. The volume of hospital services
(number of hospital visits) provided by the private sector
increased from 5-7 million (4-6% of the total
1243 million services) in 2002, to 591 million (17-5% of
the total 337-8 million) in 2011.* The number of private
sector hospital beds increased almost tenfold from 3361
in 1990 (0- 06 per 1000 population) to 31648 (0-42 per 1000
population) in 2011, with a rapid increase after 2005 to
accommodate the increased patient volumes after the
service contracts established by the Social Insurance
Organisation with accredited private sector hospitals to
provide services for insurance beneficiaries.

The expansion of the private sector was accompanied
by increased government regulation. Whereas the
Ministry of Finance introduced stringent financial
oversight and controls over private hospitals, especially
taxation, the Ministry of Health introduced new
regulations on the accreditation, manpower planning
(with  capacity ceilings), and quality standards.
Additionally, both ministries monitor user satisfaction
and complaints with private hospitals, and intervene
when necessary. Almost 90% of large private hospitals
established contracts with the Social Insurance
Organisation and then the Social Security Institution,
who act as the purchaser of services and monitor service
volumes and claims closely to identify excess or
unwarranted claims, with penalties and reduced
compensation against such claims. Increased oversight
and regulation by the Ministry of Finance, the Ministry of
Health, and the Social Security Institution has been
facilitated by the introduction of new government decrees
on private sector administration, health-care service
quality standards, special health services, in-vitro
fertilisation, transplantation services, and intensive care
services. Ministry of Health circulars or communiqués

have been issued in relation to implementation of health
service standards.

New regulations were introduced in 2008 to moderate
the growth of the private sector and movement of
health staff from the public to the private sector. New
regulations specified private sector hospital capacity
and annual increases in number of beds, services
provided, and staffing numbers.

Between 2002 and 2011, the average length of hospital
stay decreased in the three major groups of hospital
providers: from 8-6 to 5-8 days in university hospitals
(tertiary units treating more complex cases); from
5.7 to 4-3 days in Ministry of Health facilities (mainly
secondary care units); and from 3-1 to 2-0 days in
private sector hospitals (which cater for privately
insured patients and those with health insurance). On
average, hospital length of stay fell from 5-8 days in
2002 to 4-1 in 2011, whereas the bed occupancy rate
increased from 59-4% in 2002, to 65-6% in 2011.%
However, the effect of these efficiency gains on service
quality has not been measured.

Public health

In the aim to achieve UHC, the HTP prioritised a range
of public health interventions to address high smoking
rates and health risk factors such as physical inactivity
and obesity. New public health and community-based
programmes have been introduced to address the
growing disease burdens from mental illness and
diabetes mellitus. The HTP has also invested in the
development of rapid response capability and in
strengthening health system resilience to manage
natural and man-made disasters. We do not discuss
these initiatives and programmes in detail, but panel 5
provides a brief summary.

Effect of the HTP and UHC on access to
maternal and child health services and child
mortality

Analysis of the Turkish Demographic and Health
Survey 1993-2008 shows that the use of maternal and
child health services improved substantially throughout
Turkey in this period, and especially in 2003-08.
Improvements occurred in all regions of the country,
especially after 2003 in the less well-served east region,
rural areas, and in socioeconomically disadvantaged
groups (table 5).

Improvements in access to maternal and child health
services and enhanced equity

Antenatal care

Overall, from 1993 to 2008, the probability of receiving
antenatal care during pregnancy increased from 63-0%
to 93-4%, with the most significant increase in use
between 2003 and 2008. The use of antenatal care rose
by 3-1 percentage points from 1993 to 1998, by
8.5 percentage points from 1998 to 2003, and by
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Panel 5: Public health interventions and initiatives to develop health system resilience to natural and man-made disasters

Tobacco control

In 2004, Turkey became a signatory of the WHO Framework Convention for
Tobacco Control, which was approved by the Grand National Assembly that
year. In 2007, the Prime Minister launched the National Strategy for Tobacco
Control (2008-12). In 2008, a comprehensive tobacco control law introduced
a complete ban on smoking in public places, prohibited mass media
advertising, and banned the promotion and sponsorship of all tobacco
products.” In 2010-11, the tax on tobacco products was increased to 78% of
cigarette costs, meeting the levels recommended by WHO.* These
interventions have helped to reduce daily smoking prevalence in the Turkish
adult population (those aged 15 years or older) from 32-1% in 2003, to 23-8%
in 2012 Turkey was the first country to fully implement the WHO Empower
strategy for tobacco control, with initiatives targeting behaviour change of
tobacco users.*

Obesity management

In 2010, about 34-6% of the population in Turkey was overweight and 30-3%
was obese.” As part of the Health Transformation Program, the Ministry of
Health introduced the Healthy Diet and Active Life Program of Turkey
2010-14 and for 2013-17, to raise population awareness of obesity, to
promote a healthy diet, and to encourage reqular physical activity. Specialist
teams have been established under the auspices of the Ministry of Health to
fight obesity and in each province, directly accountable to provincial
governors, to encourage active lifestyles and healthy nutrition.

Mental health

In 2007, Turkey had the lowest number of psychiatrists per 100 000
population (one per 100 000), the third lowest number of psychiatric beds
(12 per 100 000 population), and the fourth lowest number of admissions
(115 per 100 000 population) in Europe. Mental health nurses accounted for
only 1% of the total nurse workforce.” The management of mental health has
focused on hospital-based care, with 4000 of the 6000 beds for mental illness
located in eight specialised regional psychiatric hospitals.®

According to the Global Burden of Disease Study, in Turkey, between 1990
and 2010, major depressive disorder and anxiety disorders increased by
roughly 50%. In 2010, major depressive disorder was the third largest cause of
disease burden in terms of disability-adjusted life-years, and anxiety disorders
were in the top ten leading disorders for disability-adjusted life-years.*

In 2011, the Ministry of Health launched a National Mental Health Action Plan
2011-23,% with the aim to establish 240 community mental health centres by
2015, each serving a population of 300 000 people.® The plan aims to
strengthen the provision of mental health services for adults, children, and
adolescents; to reduce stigma associated with mental illness; to eliminate
violence against women; to stop child abuse; and to prevent suicides and
prevent post-traumatic distress and mental disorders after natural disasters
and trauma. Its objectives for 2011-16 are to: improve rational prescribing for
mental illness; increase the number of psychiatric beds (reducing beds in

specialised psychiatric hospitals and increasing beds in general hospitals);
shift hospital-based services to the community by expanding community-
based mental health centres and outpatient services; expand the number of
secure psychiatric beds in newly planned hospital campuses; increase the
number of mental health professionals; and integrate mental health services
within primary health care.®

Development of health system resilience to natural and man-made
disasters

The 1999 Marmara earthquake in western Turkey caused unprecedented
death, damage, and suffering, with immense economic, political and social
consequences. The government, severely criticised by the population for its
inability to mount an effective response, established a General Directorate of
Turkish Emergency Management in 1999.%

In 2004, the Ministry of Health developed Disaster and Emergency
Coordination Centers, equipped with portable facilities and systems for
communicating with 81 provinces and international rescue teams. From
2004, new national medical rescue teams were formed, with 4847 volunteers
trained and certified by 2011.% In 2009, the Prime Minister’s Disaster and
Emergency Management Presidency was created, focusing on disaster
preparedness and rescue operations,® while the Ministry of Health
concentrated on medical management of rescued people, establishing a
comprehensive and integrated response capability to manage natural and
man-made disasters.

In contrast to the Marmara disaster, the responses to the Van earthquake in
2011 (which measured 7:2 on the Richter scale) was rapid and
comprehensive—the first emergency and rescue teams arrived in the
affected area within 30 min, the Minister of Health arrived within 3 h to
supervise the response, and within a few hours the Ministry of Health had
established a hotline to coordinate communication flow with patient
relatives. About 250 people were rescued from the collapsed infrastructure
and rubble, mostly within 24 h of the earthquake,” with around

1700 patients with major physical and psychological trauma evacuated to
regional hospitals by airlift and land transport.” More than

13 000 households were provided with tents and screened for injury, and
around 5000 people were provided with psychosocial counselling. Public
health interventions were implemented to prevent the emergence of
communicable diseases, with a strict disease surveillance regime for
foodborne and waterborne diseases.”

From 2011 onwards, an effective response was also mounted to address
the Syrian refugee crisis, coordinated by Prime Minister's Disaster and
Emergency Management Presidency and the Turkish Red Crescent
Society.”” By March, 2013, almost 230 000 Syrian refugees were housed in
purpose-built facilities in southeast Turkey and provided with food, shelter
and free medical assistance,” as well as a weekly subsistence allowance for
each refugee.™

18-8 percentage points from 2003 to 2008. Striking
increases occurred in rural areas, in eastern Turkey, and
in low-asset quintiles. For example, although the use
rate for the poorest quintile was 36-1% in 1993, this rate
increased to 36-8% in 1998, to 44-9% in 2003, and then
leapt to 84-1% in 2008. Between 2003 and 2008, the

increase in use of antenatal care for the poorest quintile
was a striking 39-2 percentage points. For the richest
asset quintile, the use rate was 90-9% in 1993 and
increased to 99-0% by 2008. Similarly, in women living
in the east region or rural areas, those who do not speak
Turkish as their mother tongue, and those women with
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Antenatal visit (%) Proportion of births in a health Proportion of births attended by ~ Immunisation uptake (all) (%)
facility (%) trained staff (%)
1993 1998 2003 2008 1993 1998 2003 2008 1993 1998 2003 2008 1993 1998 2003 2008
Location
Urban 732% 744% 836% 96:4% 73:0% 76:4% 842% 91.8% 80-8% 81.9% 851% 941% 74-8% 495% 62:6% 784%
Rural 488% 512% 56:8% 877% 422% 61.0% 60-9% 741% 52:8% 67:6% 622% 762% 523% 383% 340% 63-8%
Region
West 854% 837% 897% 972% 80-4% 867% 92:0% 934% 88:0% 892% 90-4% 958% 765% 503% 643% 793%
South 755% 73:6% 834% 959% 64:0% 693% 79:0% 90-1% 759% 842% 834% 905% 811% 56:8% 632% 755%
Central 59-4% 71-8% 82:1% 956% 642% 82:6% 901% 942% 722% 856% 91.0% 961% 649% 52:5% 597% 82:1%
North 631% 585% 825% 93:3% 66-:8% 779% 873% 922% 71.6% 831% 81.6% 911% 62:5% 60-0% 605% 77:3%
East 351% 433% 541% 84.0% 303% 47-8% 541% 61.8%  414% 534% 571% 658% 41.6% 251% 353% 51.9%
Mother’s education
No education 36:9% 36:0% 450% 817% 322% 413% 427% 61.1% 42:7% 49-8% 471% 658% 47-8% 31.6% 22:5% 580%
Primary education 69:7% 701% 784% 941% 681% 759% 836% 893% 766% 823% 850% 912% 699% 451% 59:9% 755%
Secondary education or higher 89:9% 911% 962% 99-0% 86:5% 92:5% 94-6% 93-5%  93:5% 94.0% 91.6% 951% 81.9% 612% 653% 781%
Mother tongue
Non-Turkish 39:-0% 439% 532% 867% 27:7% 42:6% 500% 66-8% 393% 51.9% 53.9% 712% 373% 257% 331% 59:6%
Turkish 700% 759% 86:0% 96-4% 69-6% 834% 90-4% 94.0% 777% 879% 90-0% 954%  722% 53:6% 62:9% 793%
Asset quintile
Asset quintile 1 361% 36:8% 449% 841% 330% 457% 504% 67-1% 431% 522% 53:-0% 70-4% 480% 303% 29:0% 54:9%
Asset quintile 5 90-9% 94-8% 97-0% 99-0% 90-0% 951% 96:9% 92:4%  94:0% 932% 93-8% 946% 84:4% 704% 711% 79-0%
Mother’s health insurance
SI0 77:0% 831% 914% 97-0% 76-8% 855% 92:6% 92:3% 837% 895% 911% 93-8% 764% 551% 675% 787%
Green Card 297% 556% 56:6% 87-4% 37-8% 673% 630% 722% 56-8% 717% 63:0% 771% 20-0% 327% 388% 60:0%
None 52:8% 555% 643% 90-0% 477% 611% 647% 832% 57:.9% 684% 688% 835% 562% 411% 425% 72:8%
Total 63:0% 661% 74-6% 93-4%  601% 70-9% 763% 857% 69-0% 76:8% 774% 880% 650% 453% 532% 737%
Data are authors’ analysis of data from the from the Turkish Demographic and Health Survey 1993, 1998, 2003, and 2008 (references 12-15 in appendix and appendix pp 2-13). Sample consists of children
younger than 5 years for the first three analyses, and children between 12 months old and 24 months of age for immunisation. A fully immunised child has received the following vaccines: BCG; diphtheria-
tetanus-pertussis 1, 2, and 3; polio 1, 2, and 3; and measles. SI0=Social Insurance Organisation.
Table 5: Use of health services analysed by location, region, socioeconomic groups, and health insurance (1993-2008)
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no formal education, use of antenatal care increased
substantially from 2003 to 2008 (table 5 and figure 13A).

Use of health services during birth

Analysis of health-care use during birth (defined as
whether birth took place at a public or private hospital
and whether it was attended by skilled health
personnel—a doctor, midwife, or nurse) showed that
the percentage of births taking place at a health facility
increased from 60-1% in 1993 to 85-7% in 2008. Use of
health services during birth increased most sub-
stantially for the poorest asset quintile and in rural or
remote areas. In rural regions, the probability of
delivering at a public or private health facility was
42-2% in 1993, increased to 61-0% in 1998, remained
stable at that level in 2003, and then underwent a large
increase to 74-1% in 2008. Similarly, for the poorest
asset quintile, use of health facilities during birth
increased from 33-1% in 1993 to 45-7% in 1998, with
most of the improvement from 50-4% to 67-1%
occurring between 2003 and 2008 (16-7 percentage
points; see table 5 and figure 13B). In 1993, only 69% of

births in Turkey were attended by skilled staff, but by
2008 this proportion had increased to 88%. For the
poorest quintile, the probability of the birth being
attended by skilled staff increased from 43-1% in 1993,
to 70-4% in 2008, with the largest change (a
17-4 percentage point increase from 53-0%) between
2003 and 2008. Similar improvements were noted for
mothers with no education and for those whose mother
tongue was not Turkish (table 5 and figure 13B).

Childhood immunisations

The probability of having a complete set of childhood
immunisations deteriorated in Turkey between 1993 and
1998 from 65-0% to 45-3%, and then improved to 53-2%
in 2003, with a large increase to 73-7% in 2008. In rural
areas, immunisation rates decreased through 2003, and
then improved substantially from 34-0% coverage in
2003 to 63-8% in 2008 (table 5 and figure 13C).

From 2003, in the most disadvantaged and remote
areas, we find a convergence in access to services across
quintiles and across urban-rural regions. In addition to
poorer households, women living in the east region of
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Turkey, less well educated women, and women whose
mother tongue is not Turkish (and these women’s
children) experienced substantial rises in use of maternal
services and immunisation coverage (table 5 and
figures 13A, 13B, and 13C).

Changes in under-5 mortality, infant mortality, and
neonatal mortality

Improvements in equity of access to health services in
Turkey have emulated the sharp and significant reductions
in under-5, infant, and neonatal mortality. The under-5
mortality rate decreased from 52-7 per 1000 livebirths in
1993, to 18-9 in 2008. For the overall population, for the
poorest quintile, and in rural or remote areas, the largest
percentage point reductions in under-5 mortality rates
occurred between 2003 and 2008 (table 6).

In 1993-2008, under-5 mortality in urban areas decreased
from 44-4 per 1000 livebirths in 1993, to 18-0 in 2008. In
rural areas, the fall was more notable, from 63-9 per 1000
livebirths in 1993, to 20-7 in 2008. In the richest quintile
(quintile 5), the wunder-5 mortality rate fell from
180 per 1000 livebirths in 1993, to 11-4 in 2008, whereas
that for the poorest quintile (quintile 1) decreased sharply
from 84-5 per 1000 livebirths in 1993, to 23-6 in 2008.
Between 1993 and 2008, and especially after 2003, the
differences in under-5 mortality rates between rural and
urban areas, between the poorest and the richest quintiles,
and between women with no education and those with
secondary or higher education, narrowed substantially,
with convergence to similar rates (figure 14).

The under-5 mortality rate in Turkey decreased in all
Turkish Demographic and Health Survey regions. In the
North region, the rates fell from 39-6 per 1000 livebirths
in 1993, to 10-6 in 2008. In the East region, the mortality
rate declined from 62-8 per 1000 livebirths in 1993, to
27-7 in 2008 (table 6).

The reductions in infant mortality resembled those
reported for under-5 mortality, falling from
48-2 per 1000 livebirths in 1993, to 16- 6 in 2008. Between
1993 and 2008, and especially after 2003, the differences
in infant mortality rates between rural and urban areas,
between the poorest and the richest quintiles, and
between women with no education and those with
secondary or higher education narrowed substantially,
with convergence to similar rates (figure 14).

Between 1993 and 2008, infant mortality rates fell in all
of the five Turkish Demographic and Health Survey
regions of West, Central, North, South, and East Turkey.
The infant mortality rate fell in the West region from 40-8
per 1000 livebirths in 1993, to 9-4 in 2008. In the East
region, the level decreased from 56-1 per 100 livebirths in
1993, to 22-9 in 2008. Similarly, from 1993 to 2008, the
neonatal mortality rate fell from 27-1 per 1000 livebirths in
1993, to 13-3 in 2008. In the North region, the neonatal
mortality rate fell from 15-5 per 1000 livebirths in 1993, to
none in 2008. In the East region, the rate fell from
31-4 per 1000 livebirths in 1993, to 181 in 2008 (table 6).

Under-5 mortality per Infant mortality per 1000  Neonatal mortality per
1000 livebirths livebirths 1000 livebirths

1993 1998 2003 2008 1993 1998 2003 2008 1993 1998 2003 2008

Location
Urban 444 385 269 180 403 344 228 163 270 237 155 133
Rural 639 623 458 207 589 528 389 174 273 300 207 132
Region

West 433 331 276 117 408 307 212 94 293 272 148 86

South 523 382 237 221 483 290 237 221 268 168 169 181

Central 605 488 270 201 542 436 211 190 290 282 106 142

North 396 457 536 106 379 406 402 106 155 152 268 00

East 628 633 417 277 561 555 376 229 314 312 215 181
Mother’s education

No 667 643 533 196 598 572 464 147 265 374 266 114
education
Primary 553 464 295 187 509 398 243 171 318 232 146 144
education

Secondary 154 271 205 189 154 241 178 170 120 195 133 123
education
or higher

Mother tongue

Non- 684 531 448 276 627 458 406 239 319 256 248 203
Turkish

Turkish 479 444 270 150 438 390 216 134 257 261 132 102
Asset quintiles

Asset 845 678 478 236 749 563 398 205 317 264 167 144
quintile 1

Asset 180 207 116 114 180 207 87 95 90 187 58 76
quintile 5

Mother’s health insurance

SI0 442 387 231 172 417 364 191 157 284 279 141 123

Green 270 701 498 263 270 607 417 228 270 280 202 183
Card

None 602 516 367 149 540 433 317 116 263 253 186 100
Total 527 471 332 189 482 411 282 166 271 260 172 133
Data are authors' analysis of data from the Turkish Demographic and Health Survey 1993, 1998, 2003, and 2008

(references 12-15 in appendix and appendix pp 2-13). Sample consists of children who were born in the 5 years
preceding the survey year. SI0=Social Insurance Organisation.

Table 6: Under-5 mortality, infant mortality, and neonatal mortality rates (1993-2008)

Effect of household characteristics and health insurance
on access to maternal and child health services, and on
under-5 and infant mortality rates

To ascertain the effect of the HTP and UHC on access to
maternal and child health services and on under-5 and
infant mortality, we extended our analysis of the
Demographic and Health Survey and ran a multivariate
regression analysis, controlling for household socio-
economic and geographic characteristics (such as rural vs
urban location; region of Turkey; income quintile;
education of mother; and whether mother tongue is
Turkish or not) and access to health insurance at the
household level, to see whether the links between
household circumstances and use rates weakened over
time. We would expect the effect of household
characteristics to weaken over time and health insurance
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Figure 13: Access to maternal and child health services, 1993-2008

(A) Antenatal visits (% of women who had at least one antenatal care visit to a physician or nurse/midwife). (B) Proportion of births in a health facility.
(C) Immunisation uptake. Data are authors’ analysis of data from the Turkish Demographic and Health Survey 1993, 1998, 2003, and 2008 (references 12-15 in

appendix and appendix pp 2-13).

(Green Card coverage) to increase if access to insurance
affected access to services. We ran this multivariate
regression analysis for four cross-sections of the
Demographic and Health Survey data in 1993, 1998,
2003, and 2008 (see table 7).

Table 7 shows that the most disadvantaged group of
children (represented by the constant term in the

regression) had a baseline probability of being born out
of pregnancies where the mother received antenatal care
16-1% of the time, and this value increased for this group
of children to 74-9% by 2008, up from 25-4% probability
only 5 years previously in 2003. In the regressions, being
in eastern Turkey is an omitted reference category: a
child born in western Turkey was 25-9 percentage points
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Figure 14: Under-5 mortality and infant mortality, 1993-2008

(A) Under-5 mortality rates per 1000 livebirths. (B) Infant mortality rates per 1000 livebirths. Data are authors’ analysis of data from the Turkish Demographic and
Health Survey 1993, 1998, 2003, and 2008 (references 12-15 in appendix and appendix pp 2-13).

more likely than a child in eastern Turkey to have been in
a pregnancy in which the mother received antenatal care
in 1993. By 2008, a child in western Turkey was only
4-4 percentage points more likely to have been in a
pregnancy where the mother received antenatal care
than a child in eastern Turkey. A mother’s amount of
education was one of the most important determinants
of reception of antenatal care in earlier years: for example,
a woman who had a secondary school education or
higher education degree was 20-7 percentage points
more likely in 1993, and 20-3 percentage points more
likely in 2003, to have received antenatal care than a
woman with no formal education. However, in 2008, the
association between a woman'’s educational attainment
and her probability of receiving antenatal care was much
weaker, with women with secondary school or higher
education degrees being only 7- 6 percentage points more
likely to have received antenatal care than was a woman
with no formal education in 2008.

Similarly, the association between poverty status
(proxied in this case by being in the poorest asset quintile
in the Demographic and Health Survey data), and
antenatal care use also weakened in 2008. A child

born into a household in the top quintile was
26-1 percentage points more likely to be born out of a
pregnancy where the mother received antenatal care in
1993 than was a child in the poorest quintile. This
association remained strong and positive until 2003.
In 2003, the coefficient in the regression for being in the
top quintile was 25-3 (ie, a child in the top quintile was
25-3 percentage points more likely to have received
antenatal care than was a child in the bottom quintile in
2003). However, the coefficient for being in the top
quintile declined to 9-0 in 2008.

We found similar results for the health-care use variables
during birth (table 7). In 1993, for the most disadvantaged
group of children (ie, those without health insurance and
living in rural areas of eastern Turkey in households in the
poorest asset quintile, whose mothers do not speak
Turkish as mother tongue or had no formal education),
the probability of being born in a private or public health
facility was not statistically significantly different from
zero. However, by 2008, this probability for this most
disadvantaged group of children rose to 50%. Again, we
found that the partial correlation coefficient on being in
western Turkey, in urban areas, and in the richest asset
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Antenatal visit attended by health staff

Delivery in a health facility

Immunisation uptake (all)

1993 1998 2003 2008 1993 1998 2003 2008 1993 1998 2003 2008
Constant (average for 0-161* 0-150* 0-254* 0749* 0027 0-214* 0-243* 0-500* 0-216* 0-165* 0-057 0-399*
omitted category)
Location
Rural Omitted Omitted Omitted Omitted Omitted Omitted Omitted Omitted Omitted ~ Omitted ~ Omitted ~ Omitted
Urban 0-0447 0-044t 0-096* NS 0-149* 0-050* 0-099* 0-052* 0-108* 0-015 0-153* NS
Region
East Omitted Omitted Omitted Omitted Omitted Omitted Omitted Omitted Omitted ~ Omitted ~ Omitted ~ Omitted
West 0-259* 0177* 0-088* 0-044* 0-180* 0-121* 0-085* 0-055* 0-128t 0.072 0-057 0-138*
South 0-241* 0-157* 0-118* 0-061* 0-114* NS 0-040t 0-067* 0-226* 0-238* 0-1281 01371
Central 0-086* 0-108* 0-058* 0-034* 0-122* 0-113* 0-078* 0-046* NS 0-167* 0-080 01241
North 0-144* 0-090* 0-057* 0-041* 0-187* 0-136* 0-072* 0-059* NS 0-183t 0-097 0-117%
Mother’s education
No formal education ~ Omitted Omitted Omitted Omitted Omitted Omitted Omitted Omitted Omitted ~ Omitted ~ Omitted ~ Omitted
Primary education 0-143* 0177* 0-149* 0-053* 0-137* 0-121* 0191* 0-115* NS NS 0-216* 0-092%
Secondary education 0-207* 0-247* 0-203* 0-076* 0-155* 0-186* 0191* 0112* NS NS 0192* NS
or higher
Mother tongue
Non-Turkish Omitted Omitted Omitted ~ Omitted Omitted Omitted  Omitted Omitted Omitted ~ Omitted ~ Omitted ~ Omitted
Turkish NS 0-051f 0-074* NS 0-154* 0-206* 0-172* 0-138* 0-188* 0-160* 0-056 0-024
Welfare indicator
Asset quintile 1 Omitted Omitted Omitted ~ Omitted Omitted Omitted ~ Omitted Omitted Omitted ~ Omitted ~ Omitted ~ Omitted
Asset quintile 2 0-097* 0-125* 0-169* 0-065* 0-066* 0-108* 0-087* 0-111* NS 0-028 0-074 0-095%
Asset quintile 3 0-191* 0-244* 0-228* 0-105* 0-148* 0-169* 0-142* 0117 NS 0172* 0-088 0-189*
Asset quintile 4 0-258* 0-268* 0-254* 0-088* 0216* 0-183* 0-153* 0-104* 0117 0-201* 0-154* 01711
Asset quintile 5 0-261* 0-309* 0-252* 0-088* 0-219* 0-200* 0-154* 0-0591 0-127% 0-336* 0-192* NS
R 0-246 0-274 0-298 0-085 0-277 0-276 0319 0192 0-166 0-136 0213 0-092
Observations 3516 3392 4331 3747 3516 3392 4331 3747 710 699 802 802

Data are authors’ analysis of data from the Turkish Demographic and Health Survey 1993, 1998, 2003, and 2008 (references 12-15 in appendix and appendix pp 2-13). Dependent variables are binary values,
taking a value of 1 if the incident has been realised, and 0 if the incident has not been realised. Reference categories are having no insurance, rural location, east region, mother has no education, non-Turkish
mother tongue, and asset quintile 1. Sample consists of children younger than 5 years for the first three analyses, and children between 12 months old and 24 months of age for immunisation. A fully immunised
child has received the following vaccines: BCG; diphtheria-tetanus-pertussis 1, 2, and 3; polio 1, 2, and 3; and measles. The regression analysis controls for health insurance status of the household. NS=non-
significant (coefficient is not significantly different from 0 for that year). *p<0-01. tp<0-05. $p<0-1.

Table 7: Use of maternal and child health-care services—multivariate regression analysis results (linear probability model)
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quintile all fell over time. In 2008, a child in the richest
asset quintile was only 5-9 percentage points more likely
to be born in a health facility than was a child in the
poorest quintile, whereas only 5 years previously, this
value was 15-4 percentage points (table 7).

The probability of being born with the attendance of
skilled health staff also improved over time. Overall, we
found that for all variables for use of health services
during pregnancy and birth, the association between the
circumstances into which children were born became
delinked from actual use of services over time as a result
of services becoming more widely available to children
and households, irrespective of assets and location
(table 7). Appendix p 19 reports the results of the linear
probability model regression analysis in detail,

For a robustness check, we also ran the same regression
analysis with a logistic regression functional form and
estimated odds ratios for various population categories
(eg, rural/urban, education level, welfare indicator) using

services. The odds ratios were similar to those in the
linear probability model. In the logistic regression, we
omitted the most advantaged group from the regression
and compared the odds ratio of the disadvantaged groups
with this advantaged reference group. Consistent with
the findings in the linear probability model, we found
that rural households had increasing odds of using
health facilities over time (especially between 2003 and
2008). Similarly, women with low amounts of education
(no formal education) had increased odds of delivering at
a health facility or their births being attended by trained
staff as time progressed. For example, in 1993, a woman
with no formal education had odds of 0-317 for her
delivery being attended by trained staff compared with a
woman with a secondary school or higher education
degree. These odds increased to 0-709 by 2008 in
comparison to the more educated group. Similarly, for
immunisations, we found that in rural areas and among
non-Turkish speaking mothers, the odds of completing
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Under-5 mortality Infant mortality
1993 1998 2003 2008 1993 1998 2003 2008
Constant (average for omitted categories) 0-089* 0-085* 0-058* 0-037* 0-081* 0-072* 0-050* 0-032*
Health insurance
No insurance Omitted Omitted Omitted Omitted Omitted Omitted Omitted Omitted
Social Insurance Organisation NS NS NS NS NS NS -0-001 NS
Green Card NS NS 0-0211 NS NS NS 0-018% NS
Private NS NS NS -0-025* NS NS NS -0-022*
Location
Rural Omitted Omitted Omitted Omitted Omitted Omitted Omitted Omitted
Urban NS NS NS NS NS NS NS NS
Region
East Omitted Omitted Omitted Omitted Omitted Omitted Omitted Omitted
West NS -0-025% NS NS NS NS NS NS
South NS -0-023% NS NS NS -0-0251 NS NS
Central NS NS NS NS NS NS NS NS
North NS -0-028% NS NS NS -0-023% NS NS
Mother’s education
No formal education Omitted Omitted Omitted Omitted Omitted Omitted Omitted Omitted
Primary education NS -0-024% -0-020t NS NS -0-026F -0-016% NS
Secondary education or higher -0-023% -0-028% -0-0241 NS NS -0-0301 -0-018% NS
Mother tongue
Non-Turkish Omitted Omitted Omitted Omitted Omitted Omitted Omitted Omitted
Turkish NS 0-021% NS NS NS 0-021% NS NS
Welfare indicator
Asset quintile 1 Omitted Omitted Omitted Omitted Omitted Omitted Omitted Omitted
Asset quintile 2 -0-039* NS NS NS -0-034* NS NS NS
Asset quintile 3 -0-0311 NS NS NS -0-024% NS NS NS
Asset quintile 4 -0-048* NS NS NS -0-043* NS NS NS
Asset quintile 5 -0-056* -0-028% -0-020t NS -0-048* NS -0-017t NS
Observations 3638 3474 4483 3852 3638 3474 4483 3852
R 0-013 0-010 0-011 0-003 0-011 0-009 0-010 0-003
Data are authors’ analysis of data from the Turkish Demographic and Health Survey 1993, 1998, 2003, and 2008 (references 12-15 in appendix and appendix pp 2-13).
Dependent variables are binary values, taking a value of 1 if the incident has been realised, and 0 if the incident has not been realised. Reference categories are having no
health insurance, rural location, east region, mother has no education, non-Turkish mother tongue, and asset quintile 1. Sample consists of children who were born in the
5 years preceding the survey year. NS=non-significant (coefficient is not significantly different from zero for that year). *p<0-01. f p<0-05. f p<0-1.
Table 8: Under-5 mortality and infant mortality—multivariate regression analysis results (linear probability model)

immunisations were 0-584 and 0-432 in 1993, which
increased by 2008 to a level that was not significantly
different from 1. Thus, by 2008, the odds of these
disadvantaged groups receiving a full set of
immunisations were on a par with the advantaged groups
in the sample (see appendix p 20 for logistic regression
analysis results and odds ratios).

The multivariate regression analysis results, controlling
for household characteristics and estimating the
probability of under-5 and infant mortality for cross-
sections of data in 1993, 1998, 2003, and 2008, show that
none of the child circumstance variables (except for having
access to private health insurance) were significantly
correlated with low mortality rates in 2008. Although in
1993, and even in 2003, the mother’s educational
attainment and the asset quintile of the household were

significant determinants of under-5 and infant mortality
(with a child in the top quintile and born to a mother with
secondary school or university degree being 7-9 percentage
points less likely to die before the age of 5 years in 1993),
we found that the association between these variables and
child mortality was reduced to practically zero by 2008. The
results of the multivariate regression analysis with the
linear probability model are reported in table 8 and in
appendix pp 21-22. As a robustness check, we undertook
logistic regression analysis and report findings as odds
ratios in appendix pp 23-24.

Effect of UHC and the HTP on access to maternal and child
health services, under-5 mortality, and infant mortality

Comprehensive supply-side and demand-side inter-
ventions were introduced by the HTP to achieve UHC.
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Antenatal Delivery  Delivery Immunisation Under-5  Infant
visit inahealth attendedby uptake (all) mortality mortality
facility trained staff
Year effects (supply side)
1993 Omitted Omitted ~ Omitted Omitted Omitted ~ Omitted
1998 0-011 0-134* 0-103* -0-160* -0-005 -0-008
2003 0-108* 0-181* 0-117* -0-104* -0-022* -0-021*
2008 0-355* 0-325* 0-235* 0-092% -0-030* -0-028*
Health insurance (demand side)
No insurance Omitted Omitted ~ Omitted Omitted Omitted ~ Omitted
Green Card (in -0-106 -0-015 0-099 -0-375F -0-041 -0-034
1993)
Interaction between Green Card and year
Green Card in 0-1931 0-133 0-001 0361t 0-045 0-042
1998
Green Card in 0-125% 0117 -0-039 0364t 00611 0-051%
2003
Green Card in 0-215* 0-092 -0-001 0-442t 0-028 0-022
2008
Household Included Included  Included Included Included  Included
characteristics
Observations 8302 8302 8302 1610 8583 8583
R 0237 0-255 0240 0-165 0-011 0-010

Data are authors' analysis of data from the Turkish Demographic and Health Survey 1993, 1998, 2003, and 2008
(references 12-15 in appendix and appendix pp 2-13). Dependent variables are binary values, taking a value of 1 if the
incident has been realised, and 0 if the incident has not been realised. Other independent variables included in the
regression but not shown here are: location, region (five levels), mother’s education (three levels), mother tongue, asset
quintiles (five levels), and constant term. Samples for the first three dependent variables consist of children younger
than 5 years. Sample consists of children who were born in the past 5 years for mortality calculations, and children
between 12 months and 24 months of age for immunisation. A fully immunised child has received the following
vaccines: BCG; diphtheria-tetanus-pertussis 1, 2, and 3; polio 1, 2, and 3; and measles.* p<0-01.  p<0-05. ¥ p<0-1.

Table 9: Effect of universal health coverage and Health Transformation Program on service use, under-5
mortality, and infant mortality—pooled differences in differences (linear probability model) regression

analysis results

82

On the demand side, the Green Card scheme successfully
targeted non-contributory health insurance programmes,
increased access to health insurance for the poorest
deciles, expanded benefits, and reduced cost-sharing.
Expansion of the primary health care and hospital
services across the country improved access to health
services for insured citizens.

Through difference-in-differences estimation with
pooled cross-sections of the Turkey Demographic Health
Survey data, we assessed the relative importance of the
demand-side and supply-side interventions included in the
HTP on the use of maternal and child health services,
under-5 mortality, and infant mortality, which we have
used as tracers for health system performance. The supply-
side effects of the HTP were classified in regressions as the
year effect for 2008 (web appendix pp 2-13).

Supply-side effects

For all maternal health service use variables, we show
strong and significant year effects for 2008 (table 9).
When all household characteristics are controlled for, a
child whose information was collected in 2008 was
36-1 percentage points more likely to have their mother

receive antenatal care during pregnancy than was a child
in 1993. The child was 33 percentage points more likely
to be born in a health facility, and 24 percentage points
more likely to have had their birth attended by skilled
health-care personnel than a child whose data were
collected in 1993. Although the year effects for 1998 and
2003 were also significant for these variables, compared
with the baseline year of 1993, the correlation coefficient
for being born in 2008 showed the largest increase.

For immunisation coverage, under-5 mortality, and
infant mortality rates, we also found significant year effects
in 2008. In fact, because of deteriorations in immunisation
outcomes during 1998 and 2003, negative correlation
coefficients were associated with these years for
immunisation uptake, whereas that for 2008 was positive.
A child whose data were collected in 2008 was 10 percentage
points more likely to have a complete set of immunisations
at 1 year of age than a child whose data were collected in
1993, when all other child and household characteristics are
controlled for. This child was also 2-9 percentage points
less likely to die before the age of 1 year, and 3-2 percentage
points less likely to die before the age of 5 years (table 9).

Demand-side effects

The interaction between the Green Card and the 2008
year variable was significant for antenatal care use and
for immunisations (table 9). This finding suggests that
in the presence of Green Card, and in 2008 after the
expansion of health services, households were even
more likely to benefit from maternal and child health
services.

When we used multivariate analysis to assess the effect
of the Green Card scheme alone, back in the baseline year
of 1993, we found that the effect of the scheme alone was
insignificant on many of these outcomes and use
indicators (tables 8 and 9). For immunisations, we even
found a negative correlation coefficient. Hence, although
an effect on use was likely because of improved access
through the demand side—through the Green Card
scheme—this effect was stronger in the presence of
supply-side interventions, for which we found the most
significant coefficients on the Green Card, in its
interaction with the 2008 year variable, after the service
expansion introduced by the HTP (table 9).

The effect of UHC and the HTP on user satisfaction

Our analysis of annual life satisfaction surveys
undertaken by the Turkish Statistical Institute showed
that from 2003 (when the surveys began), user
satisfaction with health services increased substantially.
In 2003, only 39-5% of the population was satisfied with
health services, whereas by 2011 this proportion had
increased to 75-9%.

Increase in satisfaction with health services outstripped
increases in satisfaction for public services related to
social insurance, education, legal and judiciary, and public
security and order. Whereas in 2003 the population was
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least satisfied with health services compared with other
public services, by 2011 the amount of satisfaction with
health services had increased the most (36-4 percentage
points) as compared with social insurance (21-4 percentage
points), education (15-5 percentage points), legal and
judiciary (—6- 8 percentage points), and public security and
order (21-5 percentage points). By 2011, health services
had reached similar satisfaction levels to services for
public and security order, for which satisfaction was the
highest (figure 15).

Discussion

The HTP accelerated six decades of efforts in Turkey to
achieve UHC. With sustained leadership from
a committed transformation team, Turkey successfully
introduced changes in key health system functions of
organisation and governance, financing, resource
management, and service delivery. These changes helped
to address three major problems faced by the Turkish
health system: inadequate and inequitable health
financing; inadequate and inequitably distributed health
infrastructure and health human resources (and
consequent inequalities in health service access); and
inequities in health outcomes.

Our analysis shows that UHC, underpinned by the
HTP, expanded health insurance coverage, especially for
the poorest population decile, and provided financial
risk protection. UHC has led to substantial improve-
ments in use of key maternal and child health services,
especially for the most disadvantaged population groups,
and has helped to reduce under-5, infant, and neonatal
mortality, especially in socioeconomically disadvantaged
households. New Ministry of Health data suggest that
the improvements shown in the analysis of the
Demographic and Health Survey for improved service
access, and under-5, infant, and neonatal mortality, have
continued beyond 2008.” The Ministry of Health is
planning a new Demographic and Health Survey study
in 2013 to quantify the improvements between 2003 and
2013 (ie, when the HTP was implemented).

The case of Turkey clearly shows the effectiveness of
UHC as a platform to achieve health system goals and
improve equity. Our results suggest that UHC had
quantifiable and beneficial effects on all health system
goals: improved level and distribution of health, fairness
in financing with better financial protection, and
increased user satisfaction. Since 2003, population
satisfaction with the health services has increased
steadily, and has outstripped that for all other public
services. These achievements were possible because of
simultaneous improvements in both the demand side
(increased health insurance coverage, expanded
benefits, and reduced cost-sharing) and the supply side
(expansion of infrastructure, health human resources,
and health services—with more free health-care
services, especially those that are likely to trigger
catastrophic expenditures).
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Figure 15: Satisfaction with health services and other public services in Turkey, 2003-11
Data taken from reference 24.

Key achievements of the HTP

Organisation and governance

Structural changes introduced in 2003-10 enabled the
separation of stewardship, financing, and service
provision roles within the Turkish health system, with
the Ministry of Health undertaking stewardship duties,
and focusing on policy and strategy development, for
which new directorates were established. Health service-
related operational and supervisory roles were delegated
to new quasi-public agencies charged to oversee delivery
of public health and personal health services, and the
pharmaceutical and medical devices sectors. The newly
established Social Security Institution has assumed
financial pooling (of funds from health insurance
contributions and the government budget) and strategic
purchasing functions, with a focus on improving the
quality and efficiency of the services contracted from
both private and public sector health-care providers.
New laws and mechanisms have increased
empowerment of citizens in relation to health service
providers, with clear articulation of rights to health
insurance and services and what citizens should expect
from the health system.

Health system financing

The fiscal space created by sustained economic growth
in Turkey enabled the government to substantially
increase health expenditures. From 2003, total health
expenditures as a proportion of GDP increased from
5-3% to reach 6-1% in 2008, with almost three-quarters
of this amount coming from the public sector. Private
sector investment in the health sector also rose.
Furthermore, the fragmented and inequitable health
insurance system, which consisted of five insurance
schemes each with different benefits, was consolidated
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to establish a unified general health insurance scheme
with harmonised benefits.

In addition to these improvements, perhaps the most
notable achievement of the financial reforms was the
rapid expansion of the Green Card scheme and its
establishment as an insurance mechanism. The number
of people enrolled in the scheme rose from 2-4 million
in 2003, to 10-2 million in 2011. Targeting of the Green
Card scheme to cover the poorest groups of the
population also improved. By 2011, roughly 85% of the
poorest decile was covered by the Green Card or another
insurance scheme, and 96% of the wealthiest deciles
were covered by contributory insurance. Patient cost-
sharing for health services was reduced for insurance
beneficiaries, with expansion of free health-care services,
especially for complex interventions likely to cause
catastrophic expenditures, such as intensive care,
cardiovascular surgery, renal dialysis, and cancer care.
Consequently, out-of-pocket expenditures generally did
not rise and catastrophic expenditures decreased.

Human resources and service delivery

The number of health staff almost doubled with the
HTP, which enabled expansion of health system capacity.
Increased university intake of medical and nursing
students and other health professions, raised salaries,
performance incentives, new contracting mechanisms
for health human resources, and outsourcing of health
services underpinned this expansion. The compulsory
service for newly qualified doctors and specialists, and
the elimination of dual practice among hospital
physicians helped to address staff shortages in the public
sector and expand capacity of clinical services in
hospitals. Regulations, which moderated private sector
capacity and growth, ensured public sector staffing needs
were met.

The doubling of the number of health human
resources in 2002-12 was accompanied by improved
service access across the country, especially in eastern
Turkey. By 2010, almost 20000 family medicine teams
were established to scale up family medicine-centred
primary health care in 81 provinces, to offer a wider
range of services than was previously possible. Both
public and private organisations now provide health
services for Social Security Institution beneficiaries,
with better use of the available capacity and resources
in the country. Maternal and child health services,
including neonatal intensive care, emergency services,
air ambulance, and transfusion services, were
expanded to further reduce maternal and neonatal
mortality.

Our findings suggest that in 2003-08, the simultaneous
introduction of comprehensive demand-side (health
insurance) and supply-side (human resources and
service delivery) changes were more instrumental than
socioeconomic and cultural determinants in improving
service access and reducing under-5 and infant mortality

rates. With the HTP, population coverage of health
insurance rose, health benefits for insured people
expanded, and out-of-pocket expenditures fell. The
uptake of key health services by poorer population
segments, and previously underserved populations in
eastern and rural areas of Turkey, rose substantially.

Challenges and opportunities for Turkey in further
expansion and maintenance of UHC

Many goals have been achieved during the HTP to reach
UHC, but much remains to be done to reinforce the
gains and sustain UHC underpinned by an equitable,
efficient, effective, and responsive health system. A focus
on sustainability is crucial, as Turkey and the world
follow a post-Millenium Development Goal agenda that
emphasises sustainable development.”

We have focused on maternal and child health
services as tracers to measure the success of the HTP
and UHC. These areas, which were a priority for the
HTP, had the largest inequities and underachievement,
but also had the most reliable data over time. This focus
is also an important limitation of our analysis. Data
weaknesses in relation to chronic diseases and services
for them have hindered systematic analysis of changes
in relation to diseases such as diabetes mellitus,
hypertension, heart disease, mental illness, and
cancers. As is the case for other middle-income
countries, chronic illnesses pose a major future
challenge for Turkey that needs to be comprehensively
addressed in the next phase of UHC.

Upkeep of health insurance coverage and benefits

With the HTP, health insurance coverage in Turkey
expanded rapidly. Whereas in 2003 only 24% of the
poorest decile was covered by health insurance, by 2011
this proportion had increased to 85%. For the richest
decile, health insurance coverage has increased from
90% in 2003, to 96% in 2011. Further expansion has
occurred since, but efforts need to be intensified to
expand coverage to 100% (for both the Green Card
scheme and obligatory insurance). However, as UHC
reaches 100% population coverage, appropriate
regulatory systems will be necessary to clarify the role of
voluntary and additional health insurance.

Turkey has effectively introduced UHC to address
unmet need and reduce inequities, especially in relation
to maternal and child health. The future scope and scale
of UHC need to be aligned with changing health needs,
since chronic illnesses, especially diabetes mellitus,
cancer, and mental illness, are increasing. As the steward
of the health system, the Ministry of Health needs to set
clear strategic priorities, with transparent mechanisms to
efficiently allocate resources to costeffective inter-
ventions to meet emerging challenges. The newly created
Ministry of Health directorates, with responsibility for
generation of intelligence and for formulation of strategic
policy direction, are well positioned to identify emerging
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needs and set priorities in line with international best
practice. Useful lessons can be learned from international
experience—for example, from the National Institute for
Health and Care Excellence in the UK, which has
successfully extended its role beyond health technology
assessment to the development of effective guidelines for
health and social care.”

The unfinished equity agenda

The HTP emphasised citizens’ rights to health, social
justice, and equity, and reduced stark inequalities
between the east and west, the poor and rich, uneducated
and educated, and rural and urban populations. However,
despite improvements in access to women’s health
services and maternal mortality ratios, women still face
inequalities in other sociocultural aspects of life.”

In relation to women’s health and gender, Turkey ranks
below what should be achieved in view of its degree of
socioeconomic development. Future efforts should
prioritise women, especially women’s education, health
literacy, reproductive health rights, social empowerment,
and labour participation. Unacceptable violence against
women must be stopped. Emerging risk factors related to
obesity, heart disease, and women’s cancers should be
government priorities. The development of the National
Action Plan—Gender Equality 2008-13 is an important
step in relation to efforts aimed at further improving
women’s health and reducing gender inequalities.”

Quality and safety

The next phase of UHC needs to focus on quality and
safety in health care, with use of the regulatory powers of
the Ministry of Health and the strategic purchasing power
of the Social Security Institution. Both organisations
should establish clear quality parameters and undertake
transparent benchmarking of health-care providers
across the country. Information about the quality of
services provided by health-care institutions should be
made publicly available by the Social Security Institution,
which contracts with these providers and has data for
services purchased. Benchmarking and public provision
of information about the quality of health services will
empower citizens and help to increase accountability of
health-care providers. Initiatives by the Ministry of Health
that began in 2012 to improve the clinical quality of
health-care services, including those for chronic illnesses,
are an important step in this direction.

Revival of public health and the health system to manage
chronic diseases

Turkey has achieved substantial improvements in
maternal and child health and communicable diseases,
but the Global Burden of Disease 2010 analysis suggests
that the country faces an emerging burden of chronic
illnesses, which in disability-adjusted life-year terms has
increased by more than 50% between 1990 and 2010.
Ischaemic heart disease, cerebrovascular disease, major

depressive illness, and cancers account for the top
disease types by disability-adjusted life-years. The burden
of cancers, mental illness, diabetes mellitus, and
musculoskeletal disorders is increasing rapidly. Dietary
risk factors, smoking, high body-mass index, high blood
pressure, physical inactivity, high fasting plasma glucose,
ambient pollution, and high total cholesterol—which
contribute variously to cardiac disease, circulatory and
respiratory illnesses, and cancer—were the major risk
factors accounting for most of the disease burden in
2010.” These interacting risks and chronic diseases will
bring multimorbidity that needs to be managed in new
ways that focus on wellness, risk identification, and
mitigation, and primary health care-based long-term
prevention, treatment, and care.®

An efficient health system is crucial to sustain UHC as
Turkey goes through this epidemiological transition with
a rising burden of chronic illnesses, disability, and risks
of illnesses. To effectively manage future health risks and
chronicity, Turkey needs to strengthen its primary health-
care system further. Additional investments are needed
to increase the number of family physicians and nurses,
develop the skill set of staff, and improve the physical
and technical resources within primary health care to
establish a comprehensive system that provides high-
quality services with well-functioning referral and
counter-referral systems. In particular, Turkey needs to
expand access to community-based prevention and
screening programmes for breast and cervical cancer; for
chronic illnesses (eg, hypertension, heart disease,
diabetes mellitus, and mental illness); and for physical,
nutritional, and metabolic risk factors.

To monitor emerging risks for non-communicable
diseases, Turkey should consider investment in popu-
lation data systems. In addition to profiling biological
risks, Turkey should develop systems to better measure
and manage physical and environmental risks that affect
progression of chronic diseases. The high availability of
mobile telephone and internet technologies in the
country offers opportunities to efficiently capture
individual data for prevention, risk modification, and
self-management of chronic illnesses.**

Expansion of fiscal space to continue investments in health

The political and economic stability achieved by Turkey
since 2002 looks likely to continue in the near future.
Thus far, Turkey has successfully withstood the global
economic crisis and has continued to achieve healthy
economic growth, which has provided the necessary fiscal
space to increase health expenditures, which rose rapidly
from 5-4% of GDP in 2000, to 6-7% in 2009, and stabilised
thereafter at 6-7% in 2010 and 2011.* However, instability
in neighbouring Middle East countries is worrying.
Combined with the global economic crisis, especially in
Europe, the risk of economic volatility is real. Sustained
investment in the health sector will need maintenance of
government tax and the revenue base. Further tax
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increases for tobacco and alcohol products, which have
adverse health effects and whose consumption is highly
sensitive to price increases, could provide additional
revenues for increased investments in the health sector.®

Management of public expectations
The transformation in the health system and advances in
citizens’ rights have increased public expectations, which
will probably rise further with increased health literacy
and availability of information. In addition to effective
regulation to ensure safety and quality of services, the
public will probably expect greater transparency and
responsiveness from the government, the Ministry of
Health, Social Security Institution, health-care providers,
and the new agencies involved in the health sector.
Improvements in accountability, a core stewardship
responsibility, should be a priority for the Ministry of
Health, which needs to ensure independence,
objectivity, and transparency, perhaps through the
establishment of an independent agency for
accountability and responsiveness, which could be
based on new effective models such as the Independent
Expert Review Group on Information and Accountability
for Women’s and Children’s Health® and the Office for
Budget Responsibility in the UK.¥

Cultivation of the health workforce

The HTP achieved rapid expansion of the health
workforce, with the introduction of contracting, new
employment conditions, and outsourcing. The full-time
work regulation eliminated dual practice and expanded
public sector capacity to benefit patients, but increased
the workload for clinicians in hospitals. Investments are
now needed to expand opportunities for professional
development and research, to create a committed and
well-trained health workforce, especially in the public
sector that provides almost 83% of all health services in
Turkey.

Although the HTP is supported by most of the health
workforce, the Turkish Medical Association has opposed
many of the changes introduced. Although the
association is a long-time opponent of private practice
in the Turkish health system, contrary to this position it
also expressed opposition to the changes to dual
practice, which introduced full-time work and abolished
private practice. They also asked for a reversal of several
changes introduced by the HTP—specifically, for the
Ministry of Health to provide doctors employed in the
public sector with higher fixed salaries without
performance-related pay, guaranteed employment, a
national health system paid for by general taxation and
not health insurance, and free health care at the point of
delivery. The Ministry of Health’s attempts to include
the Turkish Medical Association in policy dialogues and
stakeholder meetings have not always been successful,
but this organisation’s opposition has not hindered the
transformation process.

Turkey's role in global health

With sustained economic growth since 2003, in 2012
Turkey emerged as the 17th largest economy (in
nominal GDP terms) in the world.*® Turkey is now a
member of the Group of 20 (G20) and E7 countries. To
achieve the ambition of becoming the tenth largest
economy in the world and to remain competitive as a
top-tier economy, Turkey needs to develop a knowledge-
based economy that fosters innovation, knowledge
creation, and knowledge translation.

A health system for innovation

Like other industrialised countries that have undergone
economic transformation, Turkey is transitioning from
an agricultural-intensive agrarian economy and labour-
intensive manufacturing economy to a knowledge
economy that relies on innovation and clusters of
knowledge to create industries.¥ During this transition,
the health sector, which accounts for an increasing
proportion of the GDP and a large share of the
government budget, needs to be reconceptualised as a
dynamic sector that creates economic development and
wealth for Turkey, and is not just an expenditure that
brings benefits of improved health, financial risk
protection, and user satisfaction.” Transition from a
delivery-oriented health system to a health sector thatis a
dynamic driver of economic growth needs investment in
research, development, and innovation.” To create an
environment that fosters innovation and knowledge
generation, Turkey will need to increase investments in
the life sciences sector, especially to build a substantial
research infrastructure by bringing together the life
sciences industry, universities, and the Turkish health
system.””

Investments in life sciences need to be combined with
efforts to raise the profile of research and development
among health staff and create incentives for them to
engage in such research. Establishment of an innovative
and globally competitive pharmaceutical industry will
need substantial investment to develop scientific know-
how. In view of Turkey’s strong manufacturing and
service industries, initial health research and develop-
ment efforts in the country could target innovations in
health service delivery and medical technologies to
develop low-cost and effective innovations in health-care
delivery.

Turkey is well positioned to develop cross-border
health (health tourism) because of its geographical
location, strong hotel and service industry, new
investments in the health sector, and growing private
sector. Turkey has already established a presence in
cross-border health with a Ministry of Health directorate,
which has a target of 500000 patients by 2015, and
$7 billion in revenues. To encourage health tourism, the
government has decided to establish free trade areas
that provide tax and research and development
incentives.”
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A leading role in global health

In view of Turkey’s success in introducing UHC, and the
country’s early experience in international health, as a
G20 member and an E7 country, Turkey has the
opportunity to assume a new role in global health,
particularly in relation to development, diplomacy, and
security. Since 1992, the Ministry of Health, through the
Turkish ~ Cooperation and Coordination Agency
Presidency within Prime Minister’s Office,” has actively
engaged in technical and financial cooperation with
countries in the Balkans (Bosnia and Herzegovina, and
Kosovo), Central Asia (Azerbaijan, Kyrgyzstan,
Kazakhstan, Turkmenistan, Uzbekistan, Afghanistan,
and Tajikistan), the Middle East (West Bank and the Gaza
Strip, Egypt, and Yemen), and Africa (Sudan, Somalia,
and other African countries through its Africa Health
Programme). Turkey cooperates mainly with other Turkic
or Islamic territories or countries. Additionally, Turkey
has actively supported global water and sanitation
projects, reproductive health and infrastructure
programmes, and has provided rescue teams to
earthquakes, most notably in Haiti, Indonesia, Iran, and
Pakistan. These experiences provide opportunities for
Turkey to have an increased role in development, by using
the know-how gained in the health sector, especially in
relation to UHC. Turkey can also further extend the
experience gained from effective management of the
Syrian refugee crisis to other countries in the region
affected by conflict, to reinforce the country’s roles in
diplomacy and security. The country’s effective
management of the avian influenza epidemic in 2006 and
successful implementation of pandemic preparedness
plans® provides a further platform for international
cooperation in global health, and for Turkey to have a
more active role in health and human security.

Lessons learned
In previous studies, investigators have identified several
factors that are crucial for health systems to achieve
health and social outcomes, including good governance
and political commitment, institutions (including
bureaucracies for institutional memory), ability to
innovate (especially in service delivery), and capacity to
respond to population needs and resilience.” In relation
to UHC, the importance of political economy has been
emphasised in cross-country studies. In particular,
political commitment (expressed as a legal mandate),
ability to raise higher tax revenues, and greater democracy
have been identified as important factors that enable a
greater share of GDP being allocated to public health
spending, which is crucial to achieve UHC. Evidence also
suggests that UHC is more difficult to introduce in
divided societies with ethnic, religious, linguistic, or
income inequalities."”

Several lessons emerge from Turkey’s experience of
UHC. These lessons are useful for Turkey as the country
moves to the next phase of transformation to sustain

UHC, but also for other countries that have embarked on
a journey to achieve UHC.

Creation of a receptive context

In Turkey, interaction of several contextual factors,
including demographic, economic, political, sociocultural,
and technological factors, created a receptive context, in
which the policy and service delivery innovations
introduced through the HTP were considered by the
population to be legitimate and timely to address the
range of problems in the Turkish health system.”***

Health as a fundamental right

The core principle of HTP, which emphasised human
rights and in particular citizens’ right to health, resonated
well with the public, who wanted improvements in their
rights—democracy, education, and health. This focus on
human rights probably helped to increase the legitimacy
of the HTP and generated widespread public support.

Political stability

The political stability achieved by the Turkish Govern-
ment, which benefited from a majority in the Grand
National Assembly, was an important factor that enabled
the transformation. The Grand National Assembly was
able to enact many transformative laws developed by the
government—in stark contrast with many years of
fragile coalition governments characterised by their
inability to implement policies. The government, with a
mandate from the population, was able to rapidly
develop and enact legislations, which were implemented
quickly. A committed transformation team at the
Ministry of Health, strong prime ministerial support for
change, and the leadership and continuity of the
Minister of Health and senior management provided the
opportunity to execute laws that had been legislated by
the Grand National Assembly.

Economic growth and stability

The economic stability and the rapid GDP growth
achieved by Turkey in 2003-12 created the much-needed
fiscal space for the government to invest in social sectors.
In this period of growth, the government could increase
health expenditures and investments in the health sector
in both absolute and relative terms, while enjoying growth
in investments from the private sector. Along with the
sustained growth in GDP, new legislation and practices to
improve tax collection and balanced economic policies
enabled increased tax receipts, a fall in inflation, and
reductions in unemployment. Increased government
revenues from tax, privatisation proceeds, and foreign
direct investment enabled the government to provide
financing from general budget revenues to expand Green
Card coverage and create a unified general health
insurance scheme. Increased employment also helped to
expand obligatory insurance beyond the Green Card
scheme.
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The transformation team

A crucial success factor for the HTP and UHC was the
transformation team—a highly committed team that
remained together for almost 10 years from
2003 to 2013. The transformation team had an active
role in the conception, design, implementation, and
monitoring of the HTP, and provided strategic
direction, continuity, and institutional memory for the
transformation. The team engaged closely with
international experts and agencies and provided a
bridge between the strategic and operational stages of
the implementation. Regular field visits helped to
establish strong communication channels between
provincial leadership, local implementation teams, and
the Ministry of Health.

Sustained leadership

Findings suggest that sustained leadership with high-
level support from the Prime Minister," the Council of
Ministers, and the Minister of Health was important
for the success of the HTP and UHC. Although
ministerial differences arose during the design and
implementation of the HTP, with strong opposition
from some parts of the bureaucracy, these differences
lessened as the success of the programme became
evident and support for transformation policies
increased. As the HTP progressed, broad and sustained
support from the cabinet ensured institutionalisation
of the changes introduced by the HTP, rather than it
being seen as an initiative of the health ministry. This
widespread support also helped to anchor health in all
policies.

Enhanced role of health within government
A key feature of the HTP was the emphasis placed on
gathering of systematic information about population
perceptions of general living conditions and public
services. Regular focus groups and annual household
surveys undertaken by the Turkish Statistical Institute
provided comprehensive intelligence to the government
so that it could fine-tune its policies. Health services, the
worst performing in 2003 of all public services surveyed
regularly, were to improve substantially with the
introduction of the HTP and UHC. Improved satisfaction
levels increased the legitimacy of the HTP, providing a
receptive context for change, and also increased the
standing of the Ministry of Health and its minister
within the Cabinet of Ministers. In 2003-12, health
transitioned from being a marginal ministry (as was the
case in the 1980s and 1990s, with Ministry of Health
offered as a ministerial portfolio to the weakest coalition
member with ministerial changes on almost an annual
basis) to a strong and assertive ministry, with annual
budget increases.

The success of the HTP enabled health policies to
affect the country politics. Health became a major
political agenda item for all political parties. The lessons

from the HTP were used to inform other major
government initiatives. The success of the programme,
which led to a rise in user satisfaction, was probably
a success factor in the re-election of the government.

Flexible implementation approach with ongoing learning

The flexible implementation approach adopted by the
government combined strategic and tactical actions to
introduce policies as windows of opportunity arose.”
As broader strategic and structural changes in the
health system were pursued, these changes were
combined with highly visible tactical changes that
improved user experience of, and satisfaction with, the
health system.

The field coordinator model and regular focus groups
and surveys enabled rapid identification of imple-
mentation challenges. Regular gathering of intelligence,
with information sharing between the transformation
leadership, the Ministry of Health, and the imple-
mentation teams, created feedback loops for effective
communication. Many discussion meetings, both locally
and centrally, fostered continuous learning and
improvement. This learning environment and the
flexible implementation approach helped the trans-
formation leadership to continuously modify the scope,
speed, and sequence of the transformation, while staying
within the strategic framework of the HTP.

Speed of implementation

A crucial factor in the success of the HTP was the speed
at which policies were implemented. Once a decision
was made or a law enacted, implementation progressed
rapidly, according to ambitious implementation time-
lines that the transformation team monitored weekly.
When delays occurred, implementation strategies were
changed and local groups or special Ministry of Health
teams were assigned tasks to address bottlenecks.
Rapid implementation prevented the formation of
organised opposition to the changes and helped to
overcome bureaucratic resistance. The speed of
implementation was legitimised by rapid demonstration
of benefits to the users and the public.

Combination of comprehensive demand-side changes with
supply-side transformation

An important lesson from the UHC experience in
Turkey is that comprehensive health system changes on
the demand side (health insurance) and the supply side
(human resources and service delivery) were instru-
mental in expanded insurance coverage and in
translation of UHC to expanded service access,
especially for the most disadvantaged segments of the
population.

Our evidence suggests that although improved
insurance coverage enhances access, benefits are more
likely to be realised and are stronger in the presence of
supply-side interventions. Importantly, our results also
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show that the combination of demand-side and supply-
side changes were instrumental, beyond other deter-
minants, in improving service access and in reducing
under-5 and infant mortality rates.

Towards 2023: the 100th anniversary of the Turkish
Republic

Turkey aims to become a top-ten country in the world in
terms of GDP size by 2023. These economic ambitions
need to be represented in relation to health care, in view
of the recent UHC experience. As Turkey enters the
decade leading to the 100th anniversary of the Turkish
Republic, UHC, achieved through the HTP, provides
remarkable possibilities for the population’s health and
wellbeing to improve further. Turkey has developed a
strategic plan for the health sector for 2013-17, with
targets for 2023. When implementing this plan to further
improve the health of the country’s citizens, Turkey also
has the opportunity to contribute to global health by
sharing the experience and know-how gained during the
introduction of UHC—a role befitting the country’s
global economic ambitions.
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Turkiye’de genel saglk kapsami: Hakkaniyetin artirimasi

Rifat Atun, Sabahattin Aydin, Sarbani Chakraborty, Safir Stimer, Meltem Aran, Ipek Giirol, Serpil Nazlioglu, Senay Ozgiilcii,
Ulger Aydogan, Banu Ayar, Ugur Dilmen, Recep Akdag

Tiirkiye saghk sisteminde basarih degisiklikler getirmis ve genel saghk kapsamini gerceklestirmek igin
vatandaslarina saghk hakki saglamms, bu da finansmandaki, saghk hizmetlerine erisimdeki ve saghk
sonuclarindaki hakkaniyetsizliklere egilmeye yardimci olmustur. Tiirkiye’de saghk sistemi reformlarimin
gelisimini izlerken Saghkta Doéniisiim Programm (SDP) ile cakisan 2003-2013 tarihleri arasinda ozellikle
durmaktayiz. SDP, genel saghk kapsamina erismek icin tiim vatandaslar 6zellikle de en fakir niifus gruplar icin
saghk sigortasi kapsamim ve saghk hizmetlerine erisimi hizlica genisletmistir. Bu makalede, saghk sistemindeki
doniisiimleri sekillendiren baglamsal unsurlar tarafimizca analiz edilmis, SDP’nin tasarim ve uygulanisi
incelenmis, basarili olmasim saglayan faktorler belirlenmis ve bunlarin etkileri arastirilmistir. Bulgularimiz
SDP’nin hakkaniyeti artirmak icin genel saghk kapsamina erismede dnemli bir ara¢ oldugunu, saghk sisteminin
tiim amaclan iizerinde olgiilebilir ve yararh etkilere yol actigimi, saghk diizeyini ve dagilimim iyilestirdigini,
finansmanda daha ¢ok adalet ve daha iyi risk koruma sagladiZim1 ve kullamici memnuniyetini 6nemli 6l¢iide
artirdiZim1 gostermistir. SDP sonrasinda, uyumlastirilmis ve genisletilmis yararlari olan, birlestirilmis bir Genel
Saghk Sigortas1 program olusturmak icin bes saghk sigortasi program birlestirilmistir. Tiirkiye’deki en fakir
niifus gruplari i¢in sigorta kapsam 2003 yilinda 2.4 milyon kisiyken, 2011 yihinda 10.2milyon kisi olmustur. Tiim
yurtta saghk hizmetlerine erisim, 6zellikle de kilit anne ve cocuk saghg1 hizmetlerine erisim ve bu hizmetlerin
kullanimm artarak, ozellikle sosyo-ekonomik a¢idan dezavantajh gruplarda, anne 6liim orani ve 5 yas alti, bebek
ve neonatal o6liim hizlarinin biiyiik olciide azalmasina katkida bulunmustur. Genel saghk kapsamimn
gerceklestirilmesine ve sonuclarinin iyilestirilmesine yardimer olan birkag¢ faktér vardir. Bu faktorler arasinda
ekonomik biiyiime, politik istikrar, bir doniisiim ekibinin 6nciiliik ettigi kapsamh bir doniisiim stratejisi, hizh
politika doniistiirme, siirekli 6grenme iceren esnek bir uygulama ve saghk sisteminde hem talep tarafinda (saghk
sigortast kapsaminin artirilmasi, yararlarin genisletilmesi ve maliyet paylasimimin diisiiriilmesi) hem de arz
tarafinda (altyapimin, saghk insan kaynaklarimin ve saghk hizmetlerinin genisletilmesi) es zamanh iyilesmeler
sayilabilir.

bilgi bosluguna’ ve saglik hizmetine erisim, mali riskten
koruma, saglik c¢iktilar1 ve kullanict memnuniyeti
iizerindeki etkilerine egilmede son derece Onemlidir.

Giris

Genel saglik kapsami (GSK) etkin saglik hizmetlerine
erisimi genisletme, hastaliklar sirasindaki mali zorluklar1
azaltma ve saglik sonuglarini iyilestirmede 6nemli bir
yoldur.!! GSK’nin gerekli saglik hizmetlerine erisimi
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ekonomik, erisilebilir ve etkin saglik hizmeti saglayan ve
iyi calisan Dbir saglik sistemiyle desteklenmesi
gerekmektedir.

Cin,* Meksika* ve Tayland®® dahil, orta gelirli iilkelerden
gelen son bilgiler 6nceden fon toplanarak olusturulan,
saglik sigortasi ya da sosyal sigorta gibi mali
mekanizmalarin genisletilmesinin saglik hizmetlerine
erisimin iyilesmesine yardimci oldugunu ve mali
koruma sagladigini gostermektedir. Ulkelerin
biitiiniinde yapilmis analizler genel olarak daha genis
saglik kapsaminin ve fon havuzlu finansmanin gerekli
saglik hizmetine erisimin genislemesine ve Ozellikle
fakir bireyler icin, toplum saghiginda iyilesmelere yol
actigini gostermektedir.’

Bunlara ek olarak, Brezilya, Endonezya, Filipinler,
Tiirkiye ve Giiney Afrika gibi orta gelir diizeyine sahip
birgok iilke o6nceden havuz olusturularak uygulanan
sigorta programlar1 ve saglik sistemini gili¢lendirici
programlar getirerek saglik hizmetlerine erisimdeki ve
GSK saglik sonuglarindaki esitsizliklere egilmeye
caligmugtir.

Diisiik gelir ve orta gelir diizeylerine sahip 22 iilke
GSK’ya wulagsmaya c¢alismaktadir.! Dolayisiyla, farkli
ortamlardan gelen deneyimler GSK’nin olugturulmasindaki
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Trkiye'deki Saglikta Doniistim Programi genel saglik kapsamini (GSK) gerceklestirmek
icin, saglik sisteminin mali idare ve organizasyon, finansman, kaynak yonetimi ve
hizmet sunumu islevlerinde biiyiik degisiklikler getirmistir.

GSK, tiim vatandaslar, dzellikle de en fakir niifus gruplari igin saglik sigortasi
kapsaminin ve saglik hizmetlerine erigimin hizla genislemesini getirmistir. Ozellikle kilit
anne ve gocuk sagligi hizmetlerine erisim ve bu hizmetlerin kullanimi artarak
sosyo-ekonomik agidan dezavantajli ailelerde, 5 yas alti, bebek ve neonatal 6llim
hizlarinin biiyuk élglide azalmasina katkida bulunmusgtur.

Tuirkiye, saglik diizeyi ve dagilimini ve finansman adaletini artirarak ve yikici saglik
harcamalarini azaltarak, saglik sisteminin amaglarinin gerceklestiriimesi ve hakkaniyetin
iyilestirilmesi icin bir platform olarak GSK'nin etkililigini gostermis ve kullanicilarin saglik
sistemi konusundaki memnuniyetlerini énemli dlglide iyilestirmistir.

Kullanimda ve ciktilarda iyilestirme saglamada, saglik sisteminde hem talep tarafinda
(sadlik sigortasi kapsaminin artiriimasi, yararlarin genisletiimesi ve maliyet paylasimmnin
dstrtilmesi) hem de arz tarafinda (altyapinin, saglik insan kaynaklarinin ve saglik
hizmetlerinin genisletimesi) es zamanli iyilesmeler gerceklestiriimesi 6nemli olmustur.
Ekonomik biyime, GSK'ya ulasmada saglik harcamalarindaki artis igin gereken mali
alani saglamistir. Politik istikrar, stirekli liderlik, kendini adamis bir dontistim ekibi,
sagligin temel bir hak olarak konumlandirilmasi, yenilikci ortam yaratma, kapsamlii bir
dénistm stratejisi, hizli politik dontistim, stirekli 63renmeye dayali esnek bir uygulama
ile talep ve arz taraflarindaki degisikliklerin birlestirilmesi GSK'nin olusturulmasini
saglayan en 6nemli faktorlerdendir.
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Tiirkiye’den edinilen kanitlar GSK’y1 gergeklestirmek
icin reformlar uygulayan iilkeler agisindan ozellikle
onemlidir; ¢linkii Tiirkiye, 30 yillik yavas bir ilerleme
sonunda, 2003  yilindan bu yana GSK’y1
gerceklestirme yolunda saglik finansmaninda, saglik
hizmetlerine erisimde ve ¢iktilarda hakkaniyetsizligi
azaltacak genis kapsamli saglik sistemi reformlar:®
tasarlamis ve uygulamistir.

Turkiye’'nin GSK’ya dogru yaptigi yolculuktaki
degisimlerin izlerini takip ettik. Tiirk saglik sistemindeki
degisikliklerin, saglik sisteminin islevlerine getirilen
doniisiimlerin ve bunlarin saglik sisteminin amaglari
iizerindeki etkilerinin baglamsal unsurlarmin bir sistem
bakismi' " olusturmak i¢in, ge¢mis calismalarit temel
alan”'® 6zel bir analitik cer¢eve (sekil 1 ve ek s 1) kullandik.
Tiirk saglik sistemindeki ve GSK’y1 ger¢eklestirmedeki
etkinsizliklere ~ ve  hakkaniyetsizliklere  egilmeyi
amaglayan kilit saglik sistemi iglevlerindeki dontigiimleri
analiz etmek ig¢in, belge ve politika analizleri ve kilit
paydaslarla (ek s 2—13) goriismeler dahil, niteliksel ve
niceliksel arastirma yontemleri kullandik. Ozellikle, 2003
yilindan bu yana (Saglikta Doniistim Programi (SDP) ile
cakisan ve GSK’ya yonelik ¢abalar1 hizla yogunlastiran
donem) ydnetim ve organizasyon, finansman, kaynak
yonetimi ve hizmet sunma islevlerindeki doniistimleri
analiz ettik.

SDP ve GSK’nin Tiirkiye’deki ii¢ ana saglik sistemi
problemini ¢6zmeye nasil yardimei oldugunu arastirmak
icin ekonometrik yontemler (ek s 2-13) igeren,
niceliksel analiz kullandik. Bu problemler pargalara
ayrilmig bir saglik sigortasi sistemiyle, yetersiz ve
hakkaniyetsiz saglik finansmani, en fakir niifuslar ic¢in
diisiik sigorta kapsami ve cepten yapilan harcamalarin
yiiksek olmasi; saglik altyapisinin ve insan kaynaklarimin

Baglam
Demografik Epidemiyolojik Politk
Saghk Sistemi
Yoénetimve | _‘ Saglik
organizasyon ! Hakkaniyet Etkinlik ! _
7y ; ; )
: Toplum i
' sagligt i
Ekolojik v | L) 3 i Yasal
! : . diizenlovici
Finansman i‘? < i k(l)\f:,]-:,a B
A i v i A
! Saglik i
i Hizmetleri i
v i ; v
1 Etkililik Cevap Verebilirlik ! Kullanicr
Kaynak Yonetimi [— *------------mooomooooooo | Memnuniyeti
Teknolojik Sosyo-kiiltiirel Ekonomik

Sekil 1: Analiz gergevesi
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hakkaniyetsiz dagilimmin saglik hizmetlerine erisimde
esitsizlige yol agmasi ve dogu-bati, fakir-zengin ve
kentsel-kirsal ayrimlariyla saglik ¢iktilarinda
hakkaniyetsizlikti. Saglik sisteminin performansmin
izleyicileri olarak anne ve cocuk sagligi hizmetlerini
(egitimli personel tarafindan dogum oncesi bakim, bir
saglik kurumunda dogumlar, egitimli personelin hazir
bulundugu dogumlar ve asilanma seviyesi) ve ¢ocuklar
icin saglik ¢iktilarint (5 yas alti 6liim hizi, bebek 6lim
hiz1 ve neonatal 6liim hizi) kullandik; ¢iinkii bu alanlar
SDP icin oncelikliydi ve bu alanlarla ilgili gilivenilir,
zamana bagli kesitsel niifus verileri mevcuttu. Onemli
olmalarina karsm kronik hastaliklardaki degisiklikleri
inceleyemedik; ¢linkii bu konuda giivenilir kesitsel veriler
ve egilim verileri son derece enderdi.

Bu rapor, alti bdlimde diizenlendi. Bu girig
bolimiinden sonra, Tiirk saglk sistemindeki Kkilit
degisikliklere tarihsel bir bakisin ve SDP 6ncesindeki
durumun bir analizinin verildigi bir bolim gelmektedir.
Uciincii  boliimde, SDP’nin  planlanmasini  ve
uygulanmasint inceledik. Dordiincii boliimde, saglik
sisteminin organizasyonu ve yOnetimi, saglik finansmani
(saglik sigortast kapsami ve toplumun daha fakir
kesimlerinin hedeflenmesi, cepten yapilan harcamalar ve
mali koruma) insan kaynaklart yodnetimi ve hizmet
sunumuna iliskin olarak SDP’nin basarilarma ydnelik
kilit bulgular1 sunduk. Besinci boliimde, kullanicinin
saglik  sistemi konusundaki ~memnuniyetinin  bir
degerlendirmesi dahil, GSK ve SDP’nin saglik hizmeti
kullanimi ve saglik ¢iktilar1 tizerindeki hakkaniyet
etkilerinin bir analizini sunduk. Son olarak, SDP’nin kilit
bulgular1 ve basarilarini 6zetledik ve bunlarin daha genis
olan GSK literatiiriindeki yerini belirledik ve Tiirkiye’de
GSK’nin  siirdiiriilebilirligini  tartisarak  gelecekteki
Onemli riskleri, tehlikeleri ve firsatlar1 belirledik. GSK
deneyiminden edinilen dersleri tartistik ve 2023 yilinda
Tirkiye Cumbhuriyeti’'nin 100. Kurulus yildoniimii
yaklasirken Tirkiye'nin kiiresel saglik ¢ercevesinde
nasil konumlandirilabilecegini inceledik.

Tiirkiye: Durum analizi

Tiurkiye: Kilit olgular

Kokleril299’a kadar giden Osmanli Imparatorlugunun
sona ermesinden sonra, 1923 yilinda Tirkiye
Cumbhuriyeti kuruldu. Osmanli Imparatorlugu en genis
oldugu dénemde Avrupa, Asya, Ortadogu ve Afrika’nin
boliimlerini kapsamaktaydi. Giiniimiizde Tirkiye, Asya
ve Avrupa’yr birlestiren, iist-orta diizey gelirli, farkl
sosyo-ekonomik kalkinma asamalarindaki 81 ilde (sekil
2) 75.6 milyon kisinin yasadig1 bir iilkedir. Tiirkiye, son
on yil igerisinde hizli bir ekonomik biiyiime
gergeklestirmistir  ve {ilke iginde sosyo-ekonomik
farkliliklar olsa da, geng¢ ve biiyiimekte olan bir niifusun
demografik avantajina sahiptir (ek s 14).

1980’li ve 1990°l1 yillardaki ekonomik ve politik
giicliikklere karsin, Tiirkiye’deki niifus saglik gostergeleri
1990’1arda pozitif bir yoériingede devam etti. Tiirkiye’de
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[ Dustik kalkinma endeksi

Sekil 2: Sosyo-ekonomik gelismiglik endeksine gore gruplanmis olarak Tiirkiye'deki iller

Sosyo-ekonomik gelismislik endeksi karma bir endeks olusturmak igin, sekiz kategoride gruplandiriimis 61 parametre lzerinde, 2009 ve 2010 yillarinin niifus bazli temsil niteligine
haiz etiid verilerini bir araya getirerek bilesen analizini kullanir: Demografik (bes parametre); egitim (alti); saglik (bes); istihdam (sekiz); rekabetgilik ve yenilikcilik kapasitesi (15);
mali kapasite (yedi); erigim (alti); ve yasamdan memnuniyet (dokuz). lller sosyo-ekonomik gelismislik endeksi puanina gére dért kategoriye aynimistir: En yiiksek, yiiksek, orta ve
diisiik gelismiglik endeksi. Veriler, Tiirkiye Cumhuriyeti, Kalkinma Bakanli§i, Bélgesel Gelisme ve Yapisal Uyum Genel Miidiirligti; izleme, Degerlendirme ve Analiz Dairesi, Diizey

2 bolgeleri, sosyo-ekonomik gelismislik siralamasi, 1 Mayis 2013.

dogumdaki ortalama yasam beklentisi 1990°da 65 yilken,
2009°da %15 .4 artarak 75 yil oldu ki bu da benzer sosyo-
ekonomik gelismislik diizeyindeki diger gelisen
ekonomilerde (E7 iilkeleri) elde edilen yiizde artigindan
daha yiiksektir: Hindistan (%+12.1, 58 yildan 65 yila),
Brezilya (%+9.0,67 yildan 73 y1la), Cin (%+8.8,68 y1ldan
74 yila), Meksika (%+7.0, 71 yildan 76 yila), Endonezya
(%+4.6, 65 yildan 68 yila), ve Rusya (%—1.4, 69 yildan 68

1990’da, kombine difteri, tetanos ve bogmaca asisi;
agizdan cocuk felci asis1 ve kizamik agist i¢in agilama
kapsamu sirastyla %74, %74 ve %67 olmustur ve 1995’te
sirastyla %66, %65 ve %67’ye diismiistiir. 2000 yilinda
kapsam sirasiyla %85, %85 ve %86 ve 2005 yilinda
sirastyla %90, %90 ve %91 olmustur. 2010 yilina
gelindiginde her ii¢ as1 i¢in kapsam %97’ye ulagsmistir.”®

yila; sekil 3)." Kiiresel Hastalik Yiikii 2010 tar

yapilan son c¢aligmalarda, Tiirkiye’de tahmini ke
beklentisi (saglikli yasam beklentisi) 1990°da erkek 16 15.4
63.7 yil (55.3 y1l) ve kadmlar igin 70.9 y1l (60.1 y1
2010°da erkekler igin 71.2 yil (61.8 yil) ve kadin | ]
77.7 yil (66.0 yil) olmustur.” c 1o 121
Diinya Saglik Orgiitii (DSO), Diinya Bankasi, Bi | &
Milletler Cocuk Fonu ve Birlesmis Milletler E 109 g9 68
Fonu’ndan ajanslar arasi tahminlere gore,'® Tiirki 2 8- ] ]
her 100 000 canli dogumda anne 6liim oran1 1990y | & 70
67.0 iken, 1995 yilinda 51.0, 2000 yihnda 39( | §
yilmda 28.0 ve 2010 yilinda 20.0’a diismiist | § 46
rakamlar Tirkiye Cumhuriyeti Saghk Bakai | 3 47
verileriyle Dbiiyiik 0olgiide benzesmektedir.” é o
Bakanligi da her 100 000 canli dogumda ann¢ | § "
orant 2003’te 61.0, 2011 yilinda ise 15.5 0
vermektedir. Sekil 4, Tiirkiye’de 1990 ile 2010 I_,
arasindaki anne Olim oranmnin dislis ylizdesini 2
donemde Cin (% 69.2, 120’den 37’ye), Hindistan ( 4 : : : :
600°den 200’6), Endonezya (% 63.3, 600°den 2 Brezilya Gin Hindistan Endonezya Meksika Rusya Tiirkiye

Rusya (% 54.1, 74’ten 34’e), Brezilya (% 53.3, !

Sekil 3: Brezilya, Gin, Hindistan, Endonezya, Meksika, Rusya ve Tiirkiye’de dogumdaki yagam

56’ya), ve Meksika (% 45.7, 92°den 50’ye) dahil, d peklentisindeki (yi) degigim yiizdesi, 1990-2010

iilkelerinde  raporlanandan  daha

gdstermektedir.'®

yiiksek

ol Veriler referans 14ten alinmigtir.
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AOO'de degisim (dislis) %
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49.2 487 487
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Sekil 4: ET iilkelerinde anne 6liimii oranindaki degisim yiizdesi, 1990-2010
AGO=anne éliim orani. Veriler referans 16'dan alinmistir.
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Birlesmis Milletler Cocuk Fonuna gore, Tiirkiye’deki 5
yas altt 6lim hizi 1990 yilinda 1000 canli dogum
basina 72 iken 2011 yilinda 15’e ve bebek 6liim hizi ise
1990 yilinda 1000 canli dogum basma 60 iken 2011
yilinda 12’ye diismiistiir.”

Tirkiye’'nin  1990-2010 arasinda 5 yas alti Oliim
hizt ve bebek o6lim hizindaki diistisler diger E7
iilkelerinde elde edilenlerden daha fazladir (sekil 5).*
Bebek oliimlerine iliskin ajanslar aras1 tahminler
biiylik 6lciide Tiirkiye Cumhuriyeti Saglik Bakanligi

verileriyle benzerdir (en son tahminler diginda); bu
da Tirkiye’deki bebek 6lim hizinin 2003 yilinda her
1000 canli dogumda 29.0’dan 2011 yilinda her 1000
canli dogumda 7.7’ye diistiigiini géstermektedir.'

1990 ve 2010 yillari arasinda Tiirkiye’deki tim nedenler
icin hastalik yiikii siirekli olarak diigmiis, 100000 niifus
bagma 1990 yilinda 40 000 sakatliga ayarlanmis yasam
yilt iken, 1995 yilinda 36 000, 2000 yilinda 30000, 2005
yilinda 28000, 2010 yilinda 27000 olmustur. Bulasic,
anne, neonatal hastaliklarin ve beslenme bozukluklarinin
yiikii hizla azalmis, 1990 yilinda 100 000 niifus basina
15000 sakatliga ayarlanmuis yasam yili iken, 2010 yilinda
100000 niifus basina yaklasik 4000 olmustur. Bulasict
olmayan hastaliklardaki azalma daha az olmus, 1990
yilinda 100 000 niifus basina 22 000 sakatliga ayarlanmis
yasam yil1 iken 2010 yilinda 20000 olmustur.”!

Tiirk saghk sistemindeki kilit degisikliklere tarihsel
bir bakis
Tiirkiye’de GSK’ya dogru ilerleme 1945 yilinda mavi
yakali isciler i¢in Sosyal Sigorta  Kurumunun
kurulmasiyla basladi. Bunu 1949 yilinda emekli
memurlar ve onlara bagimli olanlar i¢in kurulan Emekli
Sandig1 takip etti. 1946 yilindan sonra Saglik ve Sosyal
Isler Bakanligi Onleyici ve tedavi edici saglik
hizmetlerinin saglanmasinda aktif bir rol benimsedi ve
1954 yilinda hastanelerin ve birinci basamak saglik
merkezlerinin idari sorumlulugunu {istlendi (panel 1).
1960 yilindan sonra, GSK 5-y1llik devlet planlarinda bir
devlet amact oldu. 1961 yilinda ¢ikarilan Saglik
Hizmetlerinin ~ Sosyallestirilmesi hakkinda Kanun,
Saglik ve Sosyal Isler Bakanligi tarafindan yonetilen
biitiinlestirilmis ticayakli bir saglik sistemi igeren bir
saglik hizmeti programinin olusturulmasmi saglad.
1971 yilinda, Bag-Kur kuruldu (kendi isinde galisanlar,

60.0 4
56.0

52.5 51.9 524

Bebek 61iim hizinda (BOH) % distis
5A00 diististi (%)

2000-10

1990-2000

I Breziya [ Cin [ Hindistan [ Endonezya

[ Meksika [ Rusya [ Tiirkiye

70.0

2000-11

1990-2000

Sekil 5: ET lilkelerinde bebek dliimii ve 5 yas alti 6limii hizlarindaki degisim yiizdesi, 1990-2010
(A) bebek lim hizindaki degigim yiizdesi. (B) 5 yas alti 6liim hizindaki degisim yiizdesi. BOH=bebek 8liim hizi. 5A00=5 yas alti 8liimi orani. Veriler referans

20'den alinmigtir.

www.thelancet.com Published online June 27, 2013 http://dx.doi.org/10.1016/50140-6736(13)61051-X



Health Policy

Panel 1: Turk saglik sisteminde kilit gelismeler - tarihsel bir bakig

1920-1929

+ 1920: 1920 yilinda Tiirkiye Buyik Millet Meclisinin
acilisindan sonra (3 sayili yasa) halk saghgi tizerine
odaklanan Tirkiye Cumhuriyeti Saglik ve Sosyal
Yardim Bakanligi (SSYB) kuruldu.

1930-1949

+ 1945: Maviyakalilaricin Sosyal saglik sigortasi (Sosyal
Sigorta Kurumu) kuruldu.

» 1946:Birinciulusal 10-yillik saglik plani gelistirildi.

» 1949: Emekli memurlar icin sosyal saglik sigortasi

1950-1959

+ 1952: Saglik Bakanliginda Anne ve Cocuk saglgi
bolimi kuruldu.

+ 1953: DSO ve Birlesmis Milletler Gocuk Fonu destegiyle,
anne ve gocuk sagligi gelistirme merkezi kuruldu

» 1953:Turk TabiplerBirligikuruldu.

» 1954: SSYB tedavi hizmetlerinin saglanmasinda rol aldi,
SSYB tarafindan gelistirilen model hastanelerle baslandi ve
saglik isgiciintn egitimi yapildi.

+ 1954: il ve belediye idarelerine ait saglik tesisleri SSYB
idaresi altina alindi ve iller tarafindan yonetildi.

+ 1954: Birinci ulusal 10 yillik saglik programi agiklandi. (bu,
Turk ulusal sadlik hizmetinin planlanmasinda ve
organizasyonunda bir kdse tasidir.)

1960-1979

» 1961: Saghgin Hizmetlerinin Sosyallestirilmesi hakkinda
Kanun kabul edildi ve butlinlestirilmis bir saglk hizmeti
programina yol agildi ve SSYB tarafindan yonetilen G-
ayakli bir sadlik sistemi kuruldu. (saglik ocagi, saglk
merkezi ve bolge hastanesi)

esnaf ve organize gruplar icin sosyal saglik sigortasi
programi) ve sigorta kapsamini daha Onceleri dahil
edilmeyenleri de kapsayacak sekilde genisletti. 1982
yilinda, yeni anayasa vatandaglarin saglik sigortasi ve
saglik hizmetleri haklar1 i¢in devlet garantisi sagladi.
Bu, GSK’y1 gerceklestirme yoniindeki inisiyatifleri
hizlandirmay: amagliyordu ve takiben bu haklart isler
hale getirmek ic¢in 1987 yilinda Saglik Hizmetleri
Temel Kanunu ¢ikarildi; fakat bu kanun sadece kismen
uygulanabildi (panel 1).

SDP dncesinde politik ve sosyo-ekonomik durum

1990°1arda Tirkiye zayif ve belirleyici olamayan bir dizi
koalisyon hiikiimetiyle karakterize edilmekteydi. Bunun
bir sonucu olarak 1990’larda ger¢ek gayrt safi milli
hasilanin  (GSMH) biiyliimesiyle 6lgiilen  ekonomik
kalkinma kararli ya da siirekli degildi, ani yiikselis ve
diisiis cevrimleri yasanmaktaydi. Ornegin, 1990 ile 2002
arasinda, gercek GSMH 3 yil icinde Snemli diizeyde
geriledi, 1994, 1999 ve 2001 yillarinda sirastyla  %5.5,
%3.4 ve %5.7 disiis oldu. 1990 ile 2002 arasinda, kisi
basina GSMH geliri yavas yavas artt1 fakat 1997 ile 2002

» 1965: Dogumu tesvik eden politikalarla, Nifus
Planlamasi hakkinda Kanun kabul edildi.

+ 1971:Bag-Kur kuruldu. (kendi isinde galisanlar, esnaf ve
organize gruplar igin sosyal saglik sigortasi)

1980-1989

+ 1982: Yeni anayasa, devletin birlestirilmis bir sosyal saglk
sigortas yoluyla halkin saghgini korumadaki ve genel saglk
kapsamini saglamadaki 6nemini tekrar gdsterdi.

» 1987: Saglik Bakanligina hizmet saglamada daha dar bir rol
veren ve diizenleme isine odaklanmasini getiren Saglik
Hizmetleri Temel Kanunu ydrirlige girdi, fakat kanunun
Anayasa Mahkemesi tarafindan kismen reddedilmesi
lizerine tam olarak uygulanamadi.

1990-1999

» 1992: Genis paydas katilimiyla Ulusal Politika Forumu
toplandi.

» 1992: Birlestirilmis bir saglik sigortasi programi olusturulana
dek, gegici bir 6nlem olarak Yesil Kart programi getirildi.
(resmi saglik sigortasi programlari disindaki haneler igin
saglik sigortasi)

+ 1993:SaglikYasasi, SadlikBakanliginin Teskilat ve
Gorevleri hakkinda kanun, Il Saglik idaresi, Genel
Saglik Sigortas yasasi gelistirildi.

* 1996: Saglik finansmani kurumu kurulusu ve sireci, birinci
basamak saglik hizmetleri ve aile hekimligi, hastaneler ve
saglik organlari hakkinda yasalar gelistirildi.

» 1998: Kisisel saglik sigortasi sistemi ve saglik sigortasi daire
baskanligi gelistirildi.

»  1999: Saglik fonu kurumu kanun tasarisi gelitiriliyor.

+ Ancak, yukaridaki yasalar Tirkiye Byik Millet Meclisindeki
bir siyasi tikaniklik nedeniyle yiirirliige konulamadi.

arasinda, Tirkiye’de asir1 enflasyon yasanip yillik
enflasyon oranlarinin %20 ile %70 arasinda degismesiyle
durakladi. 1995 yiliyla baslayarak issizlik artt1 ve 6zellikle
1999 sonrasinda hizla artti, 1999’da %6.5 iken 2002’de
%10.5 oldu. 1995 ile 2002 arasinda, 25—54 yas grubundaki
isi olanlarm orant %60.5’ten %54.6’ya diistii (tablo 1).%

2000’lerin baslarinda, Tiirkiye’nin ortalama Gini
katsayist 0.43 oldu ki bu da biiyiik gelir esitsizliklerine
isaret etmekteydi ve 30 Ekonomik Isbirligi ve Kalkinma
Orgiitii  iilkesi iginde sonuncu olan Meksika’nin
iizerinde, 29. siradaydi. 1998 yilinda, en diisikk %20’lik
gelir diizeyindeki kadmlarin yaklasik %60’1 ilkokulu
bitirmemis ya da hi¢ okumamist1 ki bu da en iist %20°lik
gelir diizeyindeki kadimnlar i¢in raporlananin neredeyse
bes misliydi. Kadinlarda istihdam orani 1990 yilinda
%329 iken, siirekli diiserek, 2002 yilinda %26.6 oldu ve
bu da esitsizlikleri daha da artird1 (tablo 1).2

1990’larda, birbirini izleyen hiikiimetler siyasal
kararsizlik, ekonomik soklar, asir1 enflasyon, artan
issizlik ve toplumsal uyusmazliklarla ugrasirken saglik
sektorii oncelikli olamadi. Dolayisiyla, sadece birkag ana

www.thelancet.com Published online June 27, 2013 http://dx.doi.org/10.1016/50140-6736(13)61051-X



Saglik Politikasi

Gergek Kisi bagina Tiiketici fiyat lgsizlik 25-54yasgrubu  Kadinlarda
GSMH GSMH endeksi (tim orani (%) igin istindam istihdam
Biiyiime (gliniimiiz kalemler) orani (%) orani (%)
(%) ABDS fiyatlari)
1990 93 5744 0.3 8.2 61.6 329
1991 0.9 5885 0.6 85 61.6 337
1992 6.0 6261 1.0 9.0 61.0 31.9
1993 80 6793 1.6 8.6 58.0 258
1994 -55 6440 3.3 7.6 59.8 30.4
1995 7.2 6922 6.3 6.6 60.5 30.2
1996 7.0 7441 114 6.8 60.1 30.3
1997 75 8181 212 6.9 59.0 280
1998 3.1 8439 39.2 7.7 59.2 285
1999 -34 8046 64.6 6.5 58.2 28.9
2000 6.8 8724 100.0 8.4 56.7 26.2
2001 =57 8178 154.4 10.3 55.5 26.3
2002 6.2 8217 2238 10.5 54.6 26.6
Veriler referans 22'den alinmigtir. GSMH=gayr safi milli hasila.
Tablo 1: Tiirkiye'de ana ekonomik gostergeler, 1990-2002
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saglik politikas1 uygulanabildi. 1993 yilinda, Bakanlar
Kurulu, Saglik Bakanliginin saglik sektdriinde etkin bir
idareci olmasini1 amaglayarak genel saglik sigortasi, aile
hekimligi, hastane Ozerkligi ve kurumsal reformlar
konularinda bes ayr1 yasayr onayladi. Bununla birlikte,
bu yasalar Tirkiye Biiyiikk Millet Meclisindeki siyasal
farkliliklar nedeniyle yiirtirliige konulamadi (panel 1).

1992 yilinda, hiikiimet, gelirleri ulusal minimumun
altinda olan haneler ve sosyal yardim alan aileler igin,
genel biitge gelirlerinden karsilanmak iizere, Yesil Kart
programini getirdi. Bu program Sosyal Sigortalar Kurumu
(formel sektorden aktif ve emekli is¢ileri kapsayan), Devlet
Calisanlar1 Emekli Sandig1 (emekli memurlar1 kapsayan),
Bag-Kur (kendi isinde galisanlar1 kapsayan) ve Calisan
Memurlar Sigorta Fonu (caligmakta olan memurlar1 ve
onlara bagimli olanlar1 kapsayan) gibi diger sigorta
programlariyla biitlinlestirilmemisti. Yesil Kart programi,
yatan hastanin hastane bakiminin bir miktarmi kapsiyordu,
fakat ayakta hasta konsiiltasyonlarmi, tani testleri ya da
ilaglar1 kapsamiyordu. Diger dort sigorta programinin
tersine, Yesil Kart Programi Saglik Bakanligi tarafindan
idare edilmekteydi, fakat bu saglik sigortasina hak kazanan
kisileri belirleyecek bir sistem yoktu. Yesil Kart programi
niifus bazli bir sigorta sistemi olmak yerine, sigortasiz,
fakir, yatan hastanin hastane masraflarmi karsilayamayacak
bireyler i¢in fon saglama yolu olarak iglev gordii. Bununla
birlikte, organize bir sigorta sistemi olmamas: birgok
ailenin bu programa erisimi olmamasi anlamma
geliyordu. Dolayisiyla, birgok fakir ailenin saglik
hizmetlerine erisimi az oldu ve ayakta hasta ilaglarmin
yiiksek masraflarma gogiis germek zorunda kald1, halbuki
programlardan biri tarafindan kapsananlar i¢in karma bir
sigorta kapsami ve sigorta hakki sistemi gelistirildi.

1999 yilinda, Tirkiye'nin batisinda, Marmara bdlgesinde
biiyiik bir deprem oldu ve tahminen 17000 o&limle

sonuglandi, 500 000 insan evsiz kaldi,” ve bu, hiikkiimetin
dogal ve insan eliyle yapilan afetleri yonetmede
yetersizligini  gostererek  yaygin  bir  toplumsal

memnuniyetsizlige yol acti. Tiirkiye, yeni binyila toplumun
hiikiimetten beklentilerinin gittikge biiylimesiyle girdi.
Halk hiikiimetten vatandaslarm demokratik haklarim gelistirecek;

saglik ve 6grenim hizmetlerini iyilestirecek ve toplumsal

huzursuzluga, yiiksek enflasyona ve artan igsizlige
egilecek kararli politikalar talep etti. Halkin sosyo-
ekonomik durumla olan uyumsuzlugu saglik sistemine

kars1 olan memnuniyetsizliginde gézlenmekteydi. Tiirkiye
Istatistik Kurumu tarafindan 2003 yilinda yapilan

yasam memnuniyeti arastirmasi niifusun  sadece
%39.5’inin saghik hizmetlerinden memnun oldugunu
gosterdi; bu,sosyal sigortaya duyulan memnuniyetsizlikten
(%40.2), yasama ve yargtya duyulan memnuniyetsizlikten

(%45.7), kamu giivenligi ve diizeni hizmetlerine duyulan

memnuniyetsizlikten (%57.9) daha diistiktii.*

1990’larin sonlarinda ve 2000’lerin basinda, Tirkiye
saglik sistemi Ozellikle {i¢ alanda biiyiik sorunlarla kars1
karsiya kaldi. Bu sorunlarin birincisi saglik sistemindeki
yetersiz ve hakkaniyetsiz finansmandi. Tirkiye’de,
1990’larin  biiyiik bir kisminda, saglik harcamalar1
GSMH’nmn ortalama %3.8 kadar1 oldu ki bu da
Ekonomik Isbirligi ve Kalkinma Orgiitii iilkelerindeki
(GSMH’nin % 7.4’i) ve benzer gelir diizeyine sahip
iilkelerdeki diizeylerin ¢ok altindaydi.”

Diisiik saglik harcamalar1 hakkaniyetsiz ve pargali bir
saglik sigortas1 sistemi ile birlesmisti. Bes sigorta
programmin farkli yarar paketleri ve saglik hizmeti
saglayan kuruluslarla yaptig1 farkli sdzlesmeleri vardi ve
bu, etkin olmayan ve hakkaniyetsiz bir uygulamaya yol
aciyordu. Bunlara ek olarak kendi 6zel sektdr sigorta
sistemi ve saglik hizmeti saglayicilari olan kiigiik bir 6zel
sektor vardi. Ancak, sigortali insanlar i¢in bile, saglik
hizmetlerine erisim zor oluyordu; ¢iinkii saglik insan
kaynaklarimda mutlak bir eksiklik vardi. Ayrica,
hastanedeki uzman doktorlarin hem devlet hem de 6zel
sektordeki ikili calismalar1 sigortalilara verilen kamu
hizmetlerinin kapasitesini diisiirmekteydi; birgok hasta
sigorta kapsaminda hak ettikleri miidahaleler i¢in bile
0zel doktora bagvurmaktaydi. 1990’larda cepten yapilan
harcamalar toplam saglik harcamalarinin = %?28-30
kadarini olugturmaktaydi ve bu hig sasirtici degildi.** 2003
yilinda, niifusun sadece %66.3’i saglik sigortast
kapsamindaydi. En fakir %10’luk kesimin sadece %12’si
Yesil Kart programindan yararlanmaktaydi; bu uygulama
2003 y1linda 2.5 milyon kisiyi kapsamaktaydi.”’

Turk saglik sistemindeki ikinci problem fiziksel altyap1
ve saglik insan kaynaklarmdaki esitsiz dagilim ve mutlak
yetersizlikti. 1990’11 yillarda ve 2000°lerde, Tiirkiye’de 100
000 niifus basina doktor sayist ve hemgsire sayist en diisiik
diizeydeydi; bu Avrupa’daki en diisiik hemsire/doktor
oranlarindan biriydi.* 1990 yilinda, 1000 niifus basma 0.9
hekim vardi, bu rakam 2000 yilinda 1000 niifus basmna
1.3%e yiikseldi. Bu oran E7 iilkeleri olan Brezilya, Cin,
Meksika ve Rusya’dakinden daha dusiiktii, fakat
Hindistan ve Endonezya’dakilerden yiiksekti Insan
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kaynaklarindaki yetersizlik, dogu-bati, kirsal-kentsel ve
fakir-zengin ayrimlariyla birlikte, saglik hizmetlerinin
verilmesinde ve erigiminde esitsizliklere yol agti. Mutlak
personel yetersizligi, diisiik ticretler ve az sayida tesvik,
saglik iscilerini iilkenin daha fakir dogu bdlgelerine
¢ekmekte giicliikler olusturmaktaydi. Etkili olamayan
performans yonetimi, verimliligin diisiik olmasmna ve
mevcut  kapasitenin  etkin  olmayan bir sekilde
kullanilmasina yol agti. Hekimlerin yaygm olarak hem
devlet hem de ozel sektordeki ikili caligmalari, 2002
yilinda hastanedeki uzman doktorlarin yaklasik %89 unun
kamusal gorevlerine ek olarak gelirlerini artirmak i¢in dzel
olarak da caligtiklar1 anlamina geliyordu.*

Uciincii ve en ciddi sorun, 6zellikle iilkenin mahrum
kalmis dogu bolgeleriyle daha gelismis bati bolgeleri,
niifusun fakir ve zengin kesimleri ve kentsel alanlarla
kirsal alanlar  arasinda  saglik  ¢iktilarindaki
hakkaniyetsizliklerle ilgiliydi (sekil 2). Ornegin, 1998
yilinda, 5 yas alti 6liim hizi, Tirkiye’nin dogusunda
1000, canli dogum basina 75.9 ve batisinda 38.3’tli ve
2003 y1linda bu esitsizlik hala vardi.*'*

Ekonomik istikrarsizlik ve saglik sektoriindeki diigiik
performans, saglik sisteminde biiyiikk degisiklik
yapilmast beklentisini olusturdu. Bununla birlikte,
muthemelen, saglik sistemindeki en 6nemli degisim
dinamigi, islevlerini yitirmis olan ve hizla
evrimlesmekte olan {ilkenin gereksinimlerine yanit
veremeyen politik ¢evreydi. 2002 yilinda yapilan genel
secimler Adalet ve Kalkinma Partisine parlamentoda
¢ogunluk sagladi ve bu da on yil siiren ve kotii galisan
koalisyon hiikiimetlerine son verdi. Kriz iginde bir
ekonomi devralan yeni hiikiimet, ekonomide yapisal
bir donlisim plant getirmek icin acil bir eylem plani
olusturdu ve bu planda saglik, oOncelikli bir alandi.
2003 yilinda, Saglik Bakanligi vatandasligin ayrilmaz
bir parcast olarak GSK’y1r ve iyi saglik hakkimi
yerlestirmeyi amaglayan SDP’yi tasarladi ve sundu.*

Tiirkiye’de GSK’ya dogru yapilan yolculugun
hizlanmasi: SDP’nin uygulanmasi

SDP, 1960’larda baslayan ¢abalarin iizerine yapilanmak ve
bu c¢abalart hizlandirmak i¢in, saglk sisteminin kilit
sistem iglevleri olan yonetim, finansman ve hizmet
sunumu islevlerini giiglendirerek GSK’y1 gerceklestirmek
lizere, kapsamli bir strateji olusturdu. SDP, haklar1 temel
alan bir felsefe benimsedi ve halk sagligmi iyilestirmek,
tiim vatandaslar i¢in saglik sigortasina erigimi genisletmek,
kaliteli saglik hizmeti verilmesini saglamak ve ozellikle
kadinlar ve cocuklar i¢in saglik hizmetlerine erigimde ve
saglik ¢iktilarindaki esitsizlikleri diizeltecek hasta odakli
bir saglik sistemi gelistirmek lizere ise koyuldu. Simdi
SDP’nin tasarimi, uygulanmasi ve izlenmesinde Tiirk
Hiikiimeti’'nin benimsedigi yaklagim tartisacagiz.

Liderlik ve politik adanmiglik

Baslangicindan itibaren, SDP’nin planlanmasinda,
tasarlanmasinda, uygulanmasinda, izlenmesinde ve
gelistirilmesinde, Saglik Bakanini, Saglik Miistesarlarini
ve yardimcilarini ve daire bagkanlarint igeren bir

lider doniisiim ekibi rol aldi. Basbakanin ve kabinenin
destegini alan bu ekip, hemen hemen 10 yil SDP i¢in
calisarak degisiklikler i¢in siireklilik ve kurumsal bellek
sagladi. Saglik Bakanliginda operasyonel degisim
ekibi, lider ekibi destekledi. Bu lider ekip SDP ile
stirekli ilgilenilmesini sagladi, Bakan, isin baslangicinda
il yoneticileriyle ve saglik miidiirleriyle tanismak ve
SDP uygulama planlarimi tartisarak fikir birligi
olusturmak tizere 81 ili ziyaret etti. Bu ilk ziyaretleri
saha koordinatorlerinin ve yerel paydaslarin da katildigi,
SDP uygulamasinin ayrmtili tartigildigi  diizenli il
toplantilari izledi. illere yapilan yaklasik 340 ziyarette,
Bakan ve ist diizey doniisiim ekibi uygulamadaki
glicliklere dogrudan sahit oldular, uygulamanin
darbogazlar1 ve Saglik Bakanligi ekiplerinin sagladigi
destek konularindaki yerel kaygilari dinlediler.

Il miidiirleriyle olusturulan dolaysiz iletisim kanallari,
uygulama gruplariyla doniisiim liderleri arasinda iki
yonlii bilgi paylasimini mimkiin kildi. Alinan bilgiler
ilgili Saglik Bakanlig1 ekipleri tarafindan hizla eyleme
dontstiiriildii; bu da bir gliven ortami olusturdu.
Problemlere verilen hizli yanit bilgi paylasimmi tesvik
etti, slirekli Ogrenerek siirekli iyilesmeyi artirdi ve
SDP’nin hizla uygulanmasina yardimci oldu.

Kanitlarin bilgi sagladigi kapsamli bir strateji

SDP’nin tasarimina ve uygulanmasina sistem boyutunda
bir yaklasim destek oldu. Baslangigtan itibaren, SDP
liderligi saglik sisteminin islevlerinde ve saglk
¢iktilarindaki problemleri belirlemeye ¢alisti. Bundan
sonra da yOnetim ve organizasyonu iyilestirmek igin
kapsamli ve dikkatle zamanlanmis degisiklikler
tasarland1. Saglik sisteminin islevlerindeki degisiklikler
10 yillik bir siire iginde, getirilen degisikliklerin
kapsammimn kavranmast konusunda diizenli istihbarat
yoluyla diizenlenen, esnek bir uygulama yaklasimiyla,
sistematik olarak uygulandi (panel 2).

SDP’nin tasarimi i¢in Belgika, Kiiba, Danimarka,
Estonya, Finlandiya, Meksika, Tayland ve BK gibi
iilkelerden gelen kanitlar ve kiiresel deneyimler bilgi
sagladi. Saglik Bakanlig1 uluslararasi ajanslarla ve ulusal
ve uluslararasi uzmanlardan olusan bir kadroyla siirekli ve
basarili bir isbirligi yapti. Uluslararas1 kanitlara ek olarak
SDP, yeni yerel kanitlarn olugturulmasi konusunda ¢aba
sarf etti; ornegin Tiirk saglik sektoriiniin erigsim ve etkinlik
caligmalari saglik sistemindeki darbogazlarin belirlenmesi
icin kullanildi.34 Ulusal Saglik Hesaplar1 Caligmast
(2002-03)35 Tiirkiye’de, cepten yapilan harcamalar dahil,
saglik finansmani ve harcamalarinda yeni ve kapsamli bir
tablo sagladi. Artan hastalik yiikii 2004 Tiirkiye Hastalik
Yikii Calismast ile  haritalandirildi.36 ~ SDP’nin
baslangicinda temel degerleri belirlemek i¢in yapilan
caligmalara ek olarak, donisiim liderligi SDP
uygulamasint ve saglik sistemi performansinit diizenli
olarak degerlendirecek ¢alismalara yatirim yapt1. Ornegin,
2008 yilinda, ortaklasa yapilan bir Ekonomik Isbirligi ve
Kalkmma Orgiitii-Diinya Bankasi ¢alismasi, 37 ve 2011
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Panel 2: Genel saglik kapsamina dogru: SDP’de kilit gelismeler, 2002-2012

2002: Adalet ve Kalkinma Partisi secim platformuna
“sagdlik hizmetlerine erisimin iyilestirilmesi” (acil eylem
plani) konusunu dahil etti.

2002: Adalet ve Kalkinma Partisi, Turkiye Buytk Millet
Meclisinde guiclui bir parlamento ¢ogunludu ile segildi.
2002: Saglik harcamalarini kargilayamayan hastalarin
hastanelerde zorunlu olarak tutulmasini ortadan kaldiracak
Saglik Bakanhgi Karari (yeni hiikiimetin ilk giiniinde). Bu
Karar, aileler hastane masraflarini kargilayamadiginda,
hastanelerin 6lmiis hastalarin bedenlerini tutmalarini
yasaklamaktaydi.

2003: Saglikta Donlistim Programi (SDP) gegmis on yil
icerisinde yapilan gabalarin iizerine, Saglik Hizmetleri Temel
Kanununun 6gelerini de dahil ederek, tasarlaniyor.
SDP’ninin uygulanmasina baglandi.

2003: Hastane klinisyenlerinin ikili calismadan tam zamanli
calismaya gonulli olarak gecmelerini tesvik etmek icin maas
artislari ve performans tesviklerinin getiriimesi. Gondlli
geciste ana artis 2005 yilinda.

2003-2004: Aktif ve emekli memurlarin 6zel hastaneleri
kullanabilmesi saglandi. Ambulans hizmetleri iicretsiz hale
getirildi.

2003-2004: Yesil Kart ayakta hastalari ve ilaglari da
kapsayacak sekilde genisletildi. Anne, neonatal ve gocuk
saglik hizmetlerinin kullanimini tesvik igin, nifusun %6'sini
kapsayan (en dezavantajli hanelerin hamile kadinlari ve
cocuklari icin) sartl nakit transferi getirildi.

2004: Kirsal ve daha az gelismis bélgelerdeki saglik personeli
icin sozlesme temelinde istihdam getirildi. Performans
temelinde 6demeler Saglik Bakanldi hastanesinde pilot
uygulamaya konuldu.

2004: Farmasétik politikada, fiyatlandirma ve katma deger
vergisi dahil, biiyiik degisiklikler yapildi. llag fiyatlarini
dustirmek icin, maliyet-arti modeli yerine Uluslararasi
referans fiyat sistemi getirildi.

2004: 2003 yilinda gikartilan Hasta Haklari Yonetmeligi
uygulandi. Hastanelerde Hasta Haklari Birimleri kuruldu.
Hasta sikayetleri ve onerileri igin elektronik sistemler
getirildi.

2004: Saglik hizmeti verenlerin kullanici tarafindan
segcilebilmesi saglandi (hastaneler, birinci basamak saglik
merkezleri ve hekimler).

2005: Sosyal Sigortalar Kurumuna ait hastaneler (146
hastane) Saglik Bakanliginin hastaneleriyle birlestirildi.
Saglik Bakanligi tarafindan yonetilen hastanelerin sayisi
2011 yilinda 840’a ulasti.

2005: Diizce ilinde performansa dayali sézlesmeli aile
hekimligi pilot uygulamaya konuldu.

yilinda yapilan bir birinci basamak saglik hizmeti diizeyi
degerlendirme caligmasi,®  SDP’nin ilerleyisini
degerlendirmek i¢in kullanildi. Tallinn  Sozlesmesi
tavsiyelerine® paralel olarak, Tiirk saglik sisteminin

100

+ 2006: Genel sadlik sigortasi daha genis sosyal glivenlik
reformlarinin bir pargasi olarak yasayla benimsendi.
Saglik harcamalari bliylimeye bagladi ve karsilanmamis
ihtiyaclara egilmek tizere, hizmetlerde buyimeyi
saglamak icin Saglik Bakanligi kurumlarinda diinya
capinda bitce (blitce tavani) getirildi.

+ 2006-2010: Sozlesme temelindeki aile hekimligi
Tarkiye'nin 81 iline yayildi.

+ 2007: Birinci basamak saglik hizmetlerinde maliyet
paylasimi kaldirildi. Tum vatandaslar igin birinci basamak
saglik hizmeti, hizmet verme noktasinda Ucretsiz hale
getirildi.

» 2008: Mali havuz olusturma ve satin alma igin tek orgut
olarak Sosyal Glvenlik Kurumu kuruldu. Sosyal Sigortalar
Kurumu, Bag-Kur ve Genel Calisanlar Emekli Sandigi Sosyal
Givenlik Kurumuna katildi.

» 2008: Acil servis ve yogun bakim servislerinin (neonatal
yogun bakim dahil) tim ntfus igin Ucretsiz olmasi, kamu
hastanelerinden Sosyal Glivenlik Kurumu ile sozlesmeli
olsun olmasin, 6zel hastaneler dahil, tiim hastanelere
yayginlastirildi.

» 2008: Ulusal Hava ambulansi hizmeti getirildi ve tim
nufus igin Ucretsiz saglandi. Ana genisleme 2010
yilinda.

+ 2008: Ozel hastanelerde kompleks durumlar igin (6rnegin
yaniklar, bobrek diyalizi, konjenital anormaliteler, kanser,
kalp damar cerrahisi ve transplant cerrahisi) maliyet
paylasimi kaldirildi.

* 2009: Kirsal alanlarda erisimi iyilestirmek i¢in mobil
eczacllik hizmeti getirildi.

* 2009: ilaglar igin takip sistemi getirildi.

* 2009: Merkezi hastane hasta randevu sistemi getirildi.

* Ana genisleme 2011 yilinda.

» 2010: Aktif memurlar Sosyal Glivenlik Kurumuna katild!.

» 2010: 2010-2014 icin Saglhk Bakanligi stratejik plani
gelistirildi.

+ 2010-2011: Sigara ve alkol vergileri artirildi.

» 2010-2012: Daha gliclii bir mali idare iglevi i¢in, Hastane
Ozerkligi ve Saglik Bakanliginin Yeniden Yapilandiriimasi
Yasalari kabul edildi. Kamu Hastaneleri Kurumu ve Halk
Sagligi Kurumu kuruldu; tiniversitede ve Saglik
Personelinde Tam Giin Yasasi ve bunun Degisikleri kabul
edilerek, tam giin galismanin yasal temeli atild.

» 2012: Yesil Kart programi Sosyal Guivenlik Kurumu ile
birlestirildi ve birlesik bir sosyal sagdlik sigortasi tam olarak
uygulamaya konuldu.

+ 2013:2013-2017 icin Saglik Bakanligi stratejik plani
gelistirildi.

performansi, saglik sistemi islevleri, ara saglik ¢iktilart ve
saghk sistemi amaclartyla ilgili, DSO tarafindan
belirlenmis bir dizi gosterge kullamlarak, DSO ve Saglik
Bakanlig: tarafindan sistematik olarak degerlendirildi.*'
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Siirekli izleme ve 6grenme
Ekonomik Isbirligi ve Kalkinma Orgiitii, Diinya Bankasu,
DSO ve akademik kurumlarla birlikte yapilan
degerlendirmeler SDP’nin ilerleyiginin nesnel olarak
degerlendirilebilmesini ve ortaya c¢ikan giigliklerin
belirlenmesini ~ saglamistir. Bu  calismalar  -yerel
degerlendirmeyi, isbirligine dayali miizakereleri, problem
¢O6zmeyi ve ders almay1 igeren, ¢ok sektorlii bir yaklasim
olan- saha koordinatérii modeli dogrultusunda SDP
uygulamasinin siirekli olarak izlenmesiyle tamamlanmistir.

Saha koordinatorii modelinde, bir hekim ekibi tlke
capindaki uygulama alanlarinda hizla gérevlendirilmistir.
Birincil amaglar1 saglik ¢iktilarinin ve hakkaniyetin
iyilestirilmesi olan bu saha koordinatdrlerinin iki ana
rolii vardr: fllerde i¢ denetim islevini yiiriitmek ve Tiirkiye
¢apinda SDP’nin uygulanist i¢in kurumsal kapasite
olusturulmasima katkida bulunmak. Bu hekimler, ortaya
¢ikan sorunlar hakkinda bilgi toplamak ve farkli uygulama
alanlarinda ilerleyisi belirlemek icin il yonetimleriyle,
profesyonel derneklerle ve yerel saglk yOnetimi
personeliyle isbirligi yapmislardir. Saha koordinatorlerinin
ziyaretleri birinci basamak saglik tesislerinin (saglik
noktalari, verem savas dispanserleri, anne ve c¢ocuk
sagligi merkezleri, aile hekimligi merkezleri ve topluluk
saglik merkezleri), hastaneler ve dis saglig1 merkezlerinin
degerlendirilmesini igermistir. Hasta odakli bir yaklagim
hizmete erisimi genisletmis ve degerlendirmelerin
odagi birinci basamak saglik hizmeti kalitesinin
iyilestirilmesi olmustur. Her ilde, degerlendirmelerin
bulgularini tartismak, ilerlemeyi gézden gegirmek, diger
illerin deneyimlerinde Ogrenmek ve uygulamadaki
darbogazlar1 ¢6zmek igin yerel ¢ozliimler iiretmek igin
diizenli toplantilar yapilmistir.

Saha koordinatorii modeli uygulama giigliiklerinin

hizla  belirlenmesinde  ve  uygun  ¢oziimlerin
saglanmasinda  etkili  olmustur. Ornegin, SDP
uygulamasmin ilk asamalarinda saha aktorlerinin

SDP’nin karmasik i¢erigini yorumlama ve siki uygulama
zamanlamasina uyma kapasitelerinde kisitlar ortaya
cikmistir. Il idarecileriyle ve yerel profesyonel derneklerle
yakin isbirligi saglik hedeflerini yerine getirmek iizere
hareketlenmesine yardimci olmustur.

Saha izlemesinden elde edilen bulgular, doniisim
liderligine belirlenen giicliikler ve uygulama alanlarindan
edinilen dersler konusunda verilen aylik raporlarda
kullanilmistir ve liderlik illerde uygulanan SDP’nin hiz1
ve kapsamini degistirebilmistir.”

Esnek uygulama: Stratejik ve taktik eylemler

SDP’nin  6nemli bir 0Ozelligi, stratejik ve taktik
eylemleri dengeleyen, esnek uygulamaya verdigi dnem
olmustur. Tki catalli bir uygulama yaklasimi SDP’yi
karakterize etmektedir: Birinci ¢atal, saglik sektoriinde
hizli ve goriniir iyilestirmeleri hedefleyen kademeli ve
taktik degisiklikleri vurgulamaktadir. ikinci ¢atal, Biiyiik
Millet Meclisi tarafindan mevzuat c¢ikarilmasini
gerektiren  sektdrliniin ~ GOtesindeki ek  kapasitenin
uygulanmasindaki ana yapisal reformlar1 hedefleyen

stratejik etkinliklere odaklanmistir. Bu yaklagim taktik
hamlelerdeki hizli  kazanmimlar1  saglamis  ve
vatandaslarin yararlardan derhal faydalanabilmesini
mimkiin kilmistir ve boylelikle paydaslardan Snemli
kamu destegi saglanmigtir. Buna paralel olarak,
politik ve yasal firsat pencerelerinden yararlanabilmek
igin, stratejik olarak sirayla kurumsal degisiklikler ve
yapisal reformlar gergeklestirilmistir. Ornegin, yeni
hikkiimetin  ilk giininde Saghik Bakani saglik
harcamalarmi karsilayamayan hastalarin hastanelerde
zorunlu olarak tutulmasini ortadan kaldiracak bir karar
¢ikartmistir. Bu karar, ayni zamanda aileler hastane
masraflarini  kargilayamadiginda, hastanelerin  lmiis
hastalarin bedenlerini tutmalarint yasaklamaktayd: ve
genel niifus tarafindan hosnutlukla karsilanan bir
degisimdi.

2004 yilinda, Yesil Kart uygulamasi ayakta hastalar1 ve
farmasétikleri de kapsayacak sekilde genisletildi ve diger
saglik sigortast programlarinin sagladigi yararlarla
hizalanarak, sigortasiz fakir halki kapsayacak sekilde
hizla genisletildi. 2005 y1ilinda, Sosyal Sigortalar Kurumu
tarafindan yonetilen hastaneler Saglik Bakanliginin mali
idaresi altina alindi. Bu, Sosyal Sigortalar Kurumunun
finansman ve hizmet saglama islevlerini ayirarak, bir
alici-saglayici ayrimi olusturmay1 amaglayan ana yapisal
reformlar i¢in temel bir adimdi. Yonetsel kontroldeki bu
doniisiim, Sosyal Sigortalar Kurumu ve is¢i sendikalarinin
kuvvetle kars1 ¢ikmasina ragmen gergeklestirildi.

Bu taktik hamlelerle SDP konusunda kazanilan kamu
onaymnin artist SDP’nin mesrulagtirilmasma yardimci
oldu, Bagbakan ve Bakanlar Kurulunun programa olan
destegini artirdi ve Saglhk Bakanliginin hiikiimet
igerisindeki konumunu gii¢lendirdi.

Kullanict memnuniyeti lizerine odaklanma ve degisim

ortaminin algilanmasi

Doniisiim liderligi, SDP’nin getirdigi degisikliklerin
cesitli niifus kesimlerinde kabul edilebilirligini ve
bunlarin degisimi algilayislari1 degerlendirmek igin
diizenli odak grup arastirmalari ve paydas analizleri
yaptirmistir. Bu odak grup ve paydas analizlerinin
sonuglart SDP’nin  kapsamini, halkla iletisimi ve
uygulama hizini diizenlemek i¢in kullanilmistir.

Odak grup arastirmalari ve paydas analizleri Tiirk
Istatistik Enstitiisii tarafindan iilkede istatiksel olarak
temsil niteligine haiz numuneler temelinde yapilan yillik
hane arastirmalariyla desteklenmistir. Bu etiitler;
hanelerdeki yasama sartlarini, bireysel mutlulugu,
yasamdan memnuniyeti ve kamu hizmetlerinden
beklentileri (saglik hizmetleri, sosyal hizmetler, sosyal
sigorta, 6grenim, yasama be yargt ve kamu giivenligi ve
diizeni) degerlendirmistir. Bu etiitler; tlkedeki genel
memnuniyet dilizeylerinin ve g¢esitli  bakanliklar
tarafindan getirilen reformlara halkin verdigi tepkinin
gostergelerini saglamigtir.®

Saglik Bakanhgi, ayrica Tiirk Istatistik Kurumundan
halkin saglik sistemi konusundaki memnuniyetini ve
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halkin saglik hizmetinin kalitesi konusundaki goriisleri,
saglik hizmetlerine erigimi ve sistemin yanit verebilirligini
degerlendirmek i¢in ayrmtili saglik memnuniyet etiitleri
yapmasini istemistir. Bu saglik memnuniyet -etiitleri,

aynt zamanda saglik hizmetlerindeki darbogazlar,
giiclikler ve kullanict memnuniyetleri hakkindaki
kullanic1 algilarmi  da ortaya ¢ikarmistir® Saglik

Bakanligi ve kabine, SDP’nin uygulanisin1 ayarlamak,
saglik hizmetlerinin yanit verebilirligini iyilestirmek ve
kullanict beklentilerini karsilamak i¢in bu bulgular
diizenli olarak tartismiglardir.

SDP: Saglik sistemindeki degisiklikler ve basarilar

Saglik sisteminin yonetimi ve mali idaresi

Vatandaslarin saghk haklarinin tanimlanmasi ve hizmet

saglayicinin hesap verebilirliginin artinimasi

Hasta Haklar1t Yonergesi® 2003 yilinda getirilmis,
2005 yilinda etkin olarak uygulanmis ve 1998 yilinda
kabul edilen fakat uygulanamayan Hasta Haklar
Mevzuatin*® igler hale getirmeye yardimci olmustur.
Bu direktif hastalarin saglik sigortast ve saglik hizmeti
haklarin1 tanimlamis ve hizmet saglayicilarin hasta
haklarma, bilgi vermeye, gizlilige ve saglik
midahalelerinde hasta rizasina iliskin yiikiimliiliiklerini
belirlemistir ve ayrica vatandaslara saglik kurumlarmni,
hastane doktorlarini ve aile hekimlerini se¢ebilme hakki
saglamistir.

Bu Yonerge yoluyla olusan birka¢ yeni mekanizma
hizmet kullanicilarinin  ve vatandaslarin karsilasilan
giicliikler, memnuniyet dereceleri ve beklentileri dahil,
saglik hizmetlerinin kalitesi, yanit verebilirligi ve erisimi
konusundaki goriislerini dogrudan ifade edebilmelerine
imkan saglamistir. Bu yeni mekanizmalar bir telefon
yardim hatti yoluyla sikdyetlerin ve Onerilerin Saglik
Bakanhig1 Iletisim Merkezine (SABIM), Basbakanlik
[letisim Merkezine (BIMER) (2010 y1linda sosyal medyay1
daigine alacak sekilde genisletildi),devlethastanelerindeki
hasta haklar1 birimlerine ve birinci basamak saglik
hizmeti birimlerindeki hasta haklar1 iletisim birimlerine
dogrudaniletilebilmesini saglamistir. BIMER ve SABIM’e
yapilan  sikayetler ilgili hastanede yerel olarak
¢ozlimlenmek {izere hasta haklari birimine iletilir ya da
ne yapilacagi konusunda tavsiye almak iizere her ilde
kurulmus olan hasta haklar1 kurullarma gotiiriiliir—
Ornegin, eger Yonerge hiikiimlerine iligskin bir ihlal
varsa, sikayeti ¢coziimlemek tizere idari ya da yasal yollar
aranir. Bu degisiklikler farkindalik olusturma etkinlikleri
ve vatandaslarin saglik haklar1 konusunda egitilmeleriyle
birlestirilmis, 2010 yilinda yaklagik 2 milyon ve 2011
yilinda da 3.6 milyon vatandasa egitim verilmistir. Bu
yeni mekanizmalar hizmet saglayicilarmm vatandaslara
hesap verebilirligini artirmistir. SDP 6ncesinde ise hicbir
hesap verebilirlik olmamustir.

Kullanicilarla Saglik Bakanligi arasinda dogrudan
iletisim kurulabilmesini saglayan bu yeni mekanizmalar,
kullanict memnuniyeti ve beklentileri konusunda gok
ihtiya¢ duyulan istihbarati saglamistir. Bununla birlikte,

kimi saglik personeli bu yonetim degisikliklerini mesleki
ozgiirliiklerini sinirlama olarak algilamakta, doktorlarm
hasta iizerindeki otoritelerinin bozuldugundan sikayet
etmektedirler.  Saglik  ¢alisanlar1  da  hastalarm
gosterdikleri saygida azalma oldugundan sikayet
etmektedirler. Saglik Bakanligi, buna yanit olarak
saglik personelinin  kaygilarint  dogrudan  Saglik
Bakanina iletmelerini, yeni politikalar1 sorgulamalarini,
¢0zim Onermelerini ve deneyimlerini paylasmalarini
saglayacak web bazli bir sistem getirmistir. Bununla
birlikte, bu ¢abalara karsin, bazi saglik personeli
arasinda Saglik Bakanligmin egilmesi gereken bazi
memnuniyetsizlikler devam etmektedir.

Saghk Bakanliginin roliiniin yeniden tanimlamasi

SDP’nin ana amaglarindan biri Saglik Bakanliginin,
mali idare islevini giiglendirerek ve islemsel
sorumluluklar1 yeni organlara devrederek roliiniin
yeniden tanimlanmasi olmustur. 1987 ile 2002 arasinda,
Saglik Bakanlig1 1954 yilinda baslayan genisleme yoluna
devam ettigi i¢in bu roliin diizene sokulmasi g¢abalari
sonug vermemistir (panel 1). Saglik Bakanligmin yeniden
yapilanmasma  yonelik  ¢ercevenin  SDP’nin  ilk
agsamalarinda Biiyiik Millet Meclisi tarafindan onaylanmis
olmasmna karsm, bunun uygulanmasinda mesafe
almamamistir; ¢linkii  Cumhurbagkani, uygulamanin
temelindeki Kamu Idaresi Yasasini veto etmistir.

2003 ile 2010 arasinda, Saglik Bakanliginin rolii Sosyal
Giivenlik Kurumunun ve Yesil Kart programinin yonetim
sorumlulugunu iistlenmesiyle daha da genisledi. Ancak,
2010 y1linda, Saglik Bakanlig1 Yeniden Yapilanma Yasast
ve Ozerk Hastaneler Yasasimin getirilmesiyle Bakanligin
rolii politika ve strateji gelistirme, istihbarat, saglik
sisteminin ~ performansmni  degerlendirme,  hesap
verebilirligin gozetimi ve sektorler arasi koordinasyon
tzerine odaklanarak diizenlendi. Toplum saghgi,
sozlesme yapma, saglik hizmeti verme ve teknoloji
degerlendirme ile iliskili islemsel sorumluluklar yeni,
ozerk, Bakanligin ¢ok yakininda calisan yari-kamusal
organlara devredildi (ek s 15). Birlestirilmis Genel Saglik
Sigortas1 programmin getirilmesiyle, yeni kurulmus
olan Sosyal Giivenlik Kurumu Yesil Kart programimin
yonetimini iistlendi (panel 2).

Saglik sisteminin finansmani

SDP, iki ana mali eksikligi ¢6zmeye calisti. Birinci
eksiklik, diisiik saglik harcamalariyla ilgiliydi. Tkincisi
niifusun  en yoksul kesimlerini tam anlamiyla
kapsayamayan, hakkaniyetsiz ve pargali, cepten
O0denen masraflarm ¢ok yiiksek harcamalara yol
actig1 saglik sigortasisistemiyleilgiliydi.

Saghk harcamalarinin artmasi

1990 yilinda, Tirkiye’de toplam saglik harcamalar
GSMH’nin (satin alma giicli paritesi birimleriyle 155
ABD Dolar1) %2.7’siydi, fakat 2008 yilina gelindiginde
GSMH’nin (913 ABD Dolari) %6.1’ine yiikselmis oldugu
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Sekil 6: Kigi bagina toplam saglik harcamasi, 1990-2008 (ABD Dolari satin alma giicii paritesi)

Veriler referans 25'ten alinmistir.

gortiliiyordu ki bu da ortalama saglik harcamalarinin
GSMH’nin %5.2’si oldugu E7 iilkelerine benzer bir
rakamdi (sekil 6).“ Saglik harcamalari, 0&zellikle
SDP’nin getirilmesiyle ve kamu sektorii yatirimlarinin
artirilmasi i¢in mali alant*® saglayan stirdiiriilebilir bir
ekonomik biiyime donemiyle ¢akisan 2003-08
doneminde artt1 (sekil 6), (panel 3). 2003—-08 arasinda,
saglik harcamalarinda yillik biiylime oranlar1 2003-04
ve 2004-05 mali yillarinda %10, 2005-06 mali yilinda
%14, 2006—07 mali yilinda %8.7 ve 2007—08 mali y1ilinda
%1.3 oldu. 2000-08 arasinda, saglik harcamalarindaki
bliylimenin itici giicii biiyilk o0l¢iide kamu sektori
finansmanmin  artmasi  olmustur; kamu  sektori
finansman1 2000 yilinda toplam saglik harcamalarinin
%63’ iken, 2008 yilinda %73 olmustur. 2000-08
arasinda, sagliga yonelik kamu sektorii fonlar1 yillik
ortalama %9.1 (%4.7-14.8 aralig1) biiyiime hiziyla
artmistir. 2010 yilinda, E7 dilkeleri arasinda kamu
kaynaklarindan gelen toplam saglik harcamalarinin
orani kiyaslandiginda, Brezilya’da 47.0%, Cin’de %53 .6,
Hindistan’da %29.2, Endonezya’da %49.1, Meksika’da
%48.9 ve Rusya’da %62.1 iken, Tirkiye (%75.2)" en
yiiksek orana sahiptir. Saglik altyapisma yapilan kamu
yatirimlar1 2003 yilinda 603 milyon Tiirk lirasindan (TL)
2008 yilinda 5.4 milyar T’ye, nominal olarak dokuz
misli artmistir. Ayni sekilde, saglik altyapisina yapilan
ozel sektor yatirimlart 2003 yilinda 100 milyon Tiirk
lirasindan 2008 y1linda yaklasik 1.3 milyar TL’ye nominal
olarak neredeyse 13 misli artmigtir.*

Saglik sigortasi programlarinin birlestirilmis genel saglik sigortasina
konsolidasyonu

SDP’nin getirilmesinden once, Tiirkiye’de bes saglik
sigortast programi vardi (Sosyal Sigortalar Kurumu,
Devlet Calisanlart Emekli Sandigi, Bag-Kur, Calisan
Devlet Memurlart Sigorta Fonu ve Yesil Kart programi).
Bu programlarin her biri zaman i¢inde ayr1 ayri, farkli
katki miktarlariyla ve degisen yarar paketleriyle gelisti (ek
s 16). Yesil Kart programinin kapsam oranlari
diisiiktii; clinkii hem gergek bir sigorta programi
olarak degil, yatan hasta hastane masraflarini
karsilayamayan fakir hastalar i¢in bir mali kurtarma
operasyonu olarak isliyordu hem de potansiyel
yararlanicilar1 belirleyip programa katilmaya aktif
olarak tesvik edecek bir sistem yoktu. Yesil Kart
tarafindan sunulan yetersiz faydalar bu programin
vatandaglar icin cazip olmadigi anlamina geliyordu.
2004 ile baslayarak, GSK’y1 ger¢eklestirmek i¢in SDP,
programa alinmaya hak kazanan vatandaslar
belirleyecek, en fakir yilizde onluk kesim igerisinde
sigorta kapsamini artiracak ve programin yararlarimi
genisletecek mekanizmalar olusturdu.

2006 yilinda, Biiyiik Millet Meclisi bes saglik sigortast
programini birlestirilmis bir Genel Saglik Sigortasi
programi igerisinde senkronize yararlarla bir araya
getirecek Sosyal Sigortalar ve Genel Saglik Sigortasi
Kanununu onayladi (panel 2). Tiirk Tabipler Birligi ve
tip profesyonellerini temsil eden sendikalar bu Yasaya
kars1 ¢iktilar ve Anayasa Mahkemesine gittiler. Yasa ii¢
kere degistirildi ve uygulama 2008 yilinda baslatilabildi;
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Panel 3:Birlestirilmig Genel Saglik Sigortasininkapsadigi
yarar paketinin kilit 6geleri

Yarar paketi sunlar icermektedir:

+ Kisisel dnleyici saglik hizmeti (Bedelsiz ve genel hiikiimet
biitcesinden finanse edilir.)

» Tibbi muayene, tani testleri ve prosedirler; taniyi takip
eden tiim tibbi miidahaleler ve tedaviler; izleme ve
rehabilitasyon hizmetleri; organ, doku ve kok hiicre
transplantasyonu, acil servis ve tibbi bakimlar igeren
yatan hasta ve ayaktan hasta hizmetleri,

+ Yatan hasta ve ayakta hasta ana sagligi hizmeti (dogum
oncesi bakim, dogum, neonatal bakim ve dogum
sonras! bakim, tiim tibbi muayeneler, tani testleri ve
prosed(irler)

» Kadin hastaliklarinin tanisini takiben tim tibbi
miidahaleler ve tedaviler; izleme hizmetleri, kiirtaj,
cerrahi sterilizasyon, acil servis ve tibbi bakim

* Yatan hasta ve ayakta hasta oral saglik hizmeti, agiz ve dis
muayeneleri, tani testleri ve prosedurler, taniyi takiben
tim tibbi miidahaleler ve tedaviler, dis ¢ekimi, konservatif
dis tedavisi ve endodontik tedavi, izleme hizmetleri, oral
protez, acil servis ve ortodontik tedavi dahil olarak

* In-vitrofertilizasyon hizmetleri, ikitedavi siklusuna
kadar

+ Kan ve kan uriinleri, kemik iligi, asilar, ilaglar, protezler,
tibbi mallar ve tibbi ekipman, bunlarin kurulmasi, bakimi,
onarimi ve yenileme hizmetleri dahil

* Yurt disinda tedavi gerektiren hastaliklar

» 18 yas altindaki tim gocuklar igin, sigorta durumlarina
bakilmaksizin hizmetin veriime noktasinda (icretsiz saglik
ve dental bakim servisi

+ Farmasétikler ve tibbi aygitlar

Yarar paketi sunlari icermemektedir:

+ Is kazalari ya da konjenital anormalliklerle iliskili olmayan
estetik midahaleler

+ Saglik Bakanliginca tip hizmeti olarak siniflandiriimamig
tim mudahaleler

+ Onceden var olan kronik hastaliklardan mustarip
yabancilarin tedavisi

Sosyal Sigortalar Kurumu, Bag-Kur, ve Devlet Calisanlar:
Emekli Sandigr yeni kurulmus olan Sosyal Giivenlik
Kurumuna aktarildi. Ocak 2010’da, Calisan Devlet
Memurlar: Sigorta Fonu da Sosyal Giivenlik Kurumuna
aktarildi ve 2012 yilinda Yesil Kart programi da yarar
paylasimi ile bunu izleyerek, birlestirilmis Genel Saglik
Sigortasi programi kurulmus oldu (ek s 16).

Saglik harcamalarindaki artig, yararlanicilarin genel
primlerini karsilamak tizere devlet gelirlerinden gelen
katkilar (Sosyal Sigortalar Kurumuna ve sonra da
Sosyal Giivenli Kurumuna) ve kamusal ve 6zel saglik
hizmeti saglayicilarmin yayginlastirilmas:t Yesil Kart
kapsami ve yararlarinin genisletilmesine destek olan
unsurlar olmustur.

Panel 4: Saglikta Doniigiim Programinin kadinlar ve
cocuklar igin getirdigi yeni, hedefli saghk programlari

» 2005 yilinda baglayan ve 2010 yilina gelindiginde
Tirkiye'nin 81 iline yayilmis olan, 5 yas alti gocuklar
arasinda yliksek asilama oranlarina erisim igin performans
bazli bir 6deme getiren aile hekimligi merkezli birinci
basamak saglik hizmeti modeli yoluyla asilama alimini
iyilestirmek icin gosterilen ¢abalarin hizlandiriimasi

» 2002 yilinda yedi olan antijen sayisinin (BCG, karma
difteri-bogmaca- tetanoz, oral gocuk felci, kizamik, ve
hepatitis B) Haemophilus influenzae tip B, kizamikgik,
kabakulak, pnédmokokal konjuge asl, varicella, ve
hepatitis A eklenmesiyle 2012 yilinda 13’e ¢ikariimasi

* Ana saghigi birimlerinin yakininda ve ulagilmasi glic yerlerde
kadinlar igin bedelsiz dogum éncesi barinma hizmeti

» Antenatal, postnatal veyenidoganlarinizlenmesi
(asilamadabhil) icin sartlinakittransferleri

* Yeni neonatal hizmetlerinin uygulanmasi, neonatal acil
servis ve maternal acil durumlar i¢in hava ambulansi, yeni
doganlarda fenilketonuri ve duyma problemlerine yonelik
taramay! tamamlamak Uzere hipertiroidi ve biotinidaz igin
ek tarama dahil

» Gebelik ve erken gocuklukta besin desteginin artirilmasi,
gebe kadinlar igin folik asit ve demir takviyeleri ve gocuklar
icin vitamin D ve demir takviyeleri

» Kadinlar igin ve gocuk saghgi ve gelisimi icin dogum 6ncesi
ve dogum sonrasi donemde iyilestirilmis bir izleme
sisteminin uygulanmasi

» Genisletiimis saglik sigortasi yararlarindan finanse edilen
neonatal yogun bakim programinin genisletiimesi

Sosyal Giivenlik Kurumunun olusturulmasi, satin alict ve
saglayici rollerine netlik kazandirmig, kurum kamusal ve
ozel saglayicilardan saglik hizmetleri satin alicist olarak
olusmustur. Bes sigorta programinin konsolidasyonu
saglik hizmeti masraflart1 ve ¢ok yiiksek Gdemelerle
iligkili riskin tim gelir gruplarinda daha etkin
paylasilmasini saglayacak birlestirilmis bir risk havuzu
olusturmustur.

Birlestirilmis Genel Saglik Sigortasi simdi bir dizi
onleyici, tan1 ve tedavi hizmetleri i¢in 6deme igeren
kapsaml1 bir yarar paketi saglamaktadir (panel 3 ve ek s
16). Kullanicilara {icretsiz sunulan Onleyici saglk
hizmetleri ve sdzlesme bazli aile hekimligi hizmetleri
sigorta bazli degildir ve bunlarin masraflari genel devlet
biitgesinden saglanmaktadir (panel 3). Saglik Bakanligt
birlestirilmis Genel Saglik Sigortasi kapsamindaki
yararlara ek olarak, genel niifus—ve 6zellikle kadinlar ve
¢ocuklar—icin kullanicilara ficretsiz sunulan hedefli
saglik tesvik ve Onleme programlarimi yayginlagtirmistir
(panel 4).

Saglik sigortasi kapsaminin en fakirler igin genisletilmesi: Yesil Kart
programi igin saghk harcamalari

SDP’nin getirildigi 2004 ile 2009 arasinda, Yesil Kart
sahiplerinin harcamalari, 2004 yilinda 1.2 milyar TL iken
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hemen hemen bes misli artarak 2009 yilinda 5.51 milyar

. . Zorunlu Kayith SSK Kisi YegilKart ~ Kisi Kisi Kisi
TL  olmustur. ~Ayni do_nf;mde, Sosyal  Sigortalar sigorta YesilKart harcamasi bagina harcamasi  bagina bagina bagina
Kurumunun yararlanicilari i¢in yapilan harcamalar 2004 raporlayan sahipleri (nominal  SSK (nominal  Yegil Kart  SSK Yesil Kart

yilinda 13.2 milyar TL iken iki kat1 artarak 2009 yilinda bireylerin milyon harcamasi milyon harcamasi harcamasi harcamasi
. s tahmini TL) inal  TL inal inal inal
28.9 milyar TL olmustur (tablo 2). 2004 yilinda, Yesil sayT:lm ) g:g;;\a ) g';g;;‘ a .(Ith;mma .(If'l_(;mma

Kart kullanicilart i¢in saglik harcamasi kisi basma 176.0
TL olmustur ki bu da Sosyal Sigortalar Kurumu (SSK)
yararlanicilari i¢in harcananin yaklasik yarisidir (323.0
TL). Ancak, 2009 yilina gelindiginde, Yesil Kart
kullanicilarinin harcamalar1 kisi basma 570.7 TLye
¢ikarak, Sosyal Sigortalar Kurumu yararlanicilart igin
harcanan miktara yaklasmistir (590.3 TL) (tablo 2).

2004 40708000 6852000 13150 230.7 1206 125.7 323.0 176.0
2005 44061000 7256000 13607 237.5 1809 191.8 308.8 249.3
2006 47583000 8279000 17668 265.2 2910 2511 371.3 351.5
2007 47612000 9355000 19983 322.8 3913 321.8 419.7 418.3
2008 50103000 9338000 25404 390.0 4031 332.1 507.0 431.7
2009 48900000 9647000 28863 393.5 5506 380.5 590.3 570.7

Hakkaniyetin artirilmasi: Nominal kisi bagina harcama yiizde on
dilimleri itibariyle saglik sigortasi kapsami
En fakir yiizde onluk dilim i¢in katkisiz saglik

Verileryazarin SSKyillik raporlari ve Hanehalki Biitce Anketleri bazinda hesaplamalaridir. SSK sigortall nifus2004-2009
Hanehalki Biitge Anketleri kullanilarak tahmin edilmistir. SSK=Sosyal Sigortalar Kurumu. TL=Tiirk Lirasi.

Tablo 2: SSK ve Yesil Kart programlari igin kisi bagina harcamalar, 2004-2009

sigortasiin devlet tarafindan finansmani ve daha zengin
yiizde onluk dilimlerin katkili saglik sigortasi kapsaminin
artmasi Yesil Kart programmin yaygmlastirilmasmi ve
birlestirilmis bir Genel Saglik Sigortasi programinin
getirilmesini miimkiin kilmigtir.

2003 yilinda, en fakir yiizde onluk dilimin sadece
%24’1 sigorta tarafindan kapsanmaktaydi (aktif
istihdamda olanlar igin zorunlu sigorta ile %12 ve
Yesil Kart programi ile %12). 2011 yilina gelindiginde,
en fakir yiizde onluk dilim i¢in saglik sigortas: kapsami
neredeyse %85’¢ ulasmigti (yaklastk %60 Yesil Kart
programi ile %24 zorunlu saglik sigortasiyla ve geri
kalan1 &zel sigortayla; sekil 7).

Saglik sigortasi kapsami tiim yiizde onluk harcama
dilimleri i¢in iyilestirilmistir Ornegin, ikinci yiizde
onluk dilim i¢in kapsam 2003 yilinda %38 iken
(yaklasik olarak %8 Yesil Kart programi, %29 zorunlu
saglik sigortast ve geri kalan1 &zel sigortayla) 2011
yilinda %84 (yaklasik olarak %33 Yesil Kart programi,
%50 zorunlu saglik sigortast ve geri kalani ozel
sigortayla). Ust 4-10 yiizde onluk gelir dilimlerinde,
sigorta kapsami 2003 yilinda %47-90 iken artarak 2010
yilinda  %85-%96 olmustur (sekil 7). 2003 ile 2011
yillar1 karsilastirildiginda, saglik sigortas: kullaniminda
en fazla artis 2, 3 ve 4 ylizde onluk dilimleri igin
gergeklesmistir ve artiglar sirasiyla %29’dan %50’ye,
%40°dan  %65’e ve %53’ten %75’e gerceklesmistir
(sekil 7).

Hakkaniyetin artirilmasi: Yesil Kart programi hedeflerinin
iyilegtirilmesi

2003 yilinda, Yesil Kart programi sadece 2.4 milyon
kisiyi kapsamaktaydi (yaklasik 19 milyon kisi [niifusun
%29’u fakir olarak siniflandirilirken] Tiirkiye niifusunun
%3.6’s1).  Yararlarin  genisletilmesine  (kapsamin
derinligi, bakiniz panel 3 ve ek s 16) 200405 yillarinda
Yesil Kart yararlanicilarinin sayisinin hizla artmasi eslik
etmistir: Bu sayt 2003 yilinda 2.4 milyon kisi iken
neredeyse dort katina ¢ikarak 2005 yilinda 8.3 milyon
kisi olmus, sonra da 2011 yilinda yaklasik 10.2 milyon
kisi olmustur ki bu da toplam niifusun %13.8’idir (2011
yilinda yaklastk 11.8 milyon kisi fakir olarak

siniflandirilmaktayd: [niifusun %16’s1]). Daha fakir
ylizde onluk dilimlerin hedeflemeleri de iyilesmistir.
2003 yilinda, en fakir yiizde onluk dilimin (yiizde onluk
dilim 1) sadece %331 sigorta kapsamindayd1 fakat 2011
yilinda bu oran %42’ye c¢ikmisti. 2003 ile 2011 yillar
arasinda, yiizde onluk dilim 1 ve 2 igin, Yesil Kart hedefi
%354’ten %65’e ¢ikmustir (ek s 17).

Hakkaniyetin artiriimasi: Mali korumanin iyilegtirilmesi

ve ¢ok yiiksek harcamalar

Yesil Kart programinin genisletilmesi bir¢ok saglik
hizmeti i¢in ayakta hasta ilaclarmin kapsam igine
almmas: ve masraf paylasiminin azaltilmasi dahil,
yararlarinin  artist  ile cakigsmigti. Daha Onceleri
yararlarinin  yetersiz olmasi bireylerin  programa
katilmasini Onlemistir. SDP ile birlikte, acil durumlar,
yogun bakim ve karmagik prosedirler (¢ok yiiksek
harcamalarn tipik bir nedeni) yararlanicilar icin ticretsiz
hale getirilmistir.

Yesil Kart sahipleri i¢in, her biri ylizde onluk bes ayri
harcama dilimindeki cepten yapilan harcamalarin analizi
genelde tibbi harcamalarin (farmasoétikler, ikincil ve
tglinclil hastanelerdeki ayakta hasta hizmetleri -tibbi
cihazlar icin olanlar dahil- bunlarin hepsinde masraf
paylasimi disiiktiir) tim ylizde onluk dilimler igin
azalmistir. En diisiik gelirli ylizde onluk dilim i¢in (yiizde
onluk dilim 1), tip harcamalarinin yiizdesi olarak saglik
harcamalar1 2003 yilinda %63.2 iken hizla diiserek 2011
yilinda %494 oldu. Ayn: sekilde, fakat daha az olmak
tizere gelir ylizde onluk dilimleri 2, 3, 4 ve 5’te de disiis
kaydedildi. Bunun sonucu olarak, yiizde onluk dilim
1’deki tibbi harcamalar yiizde onluk dilimler 2, 3, 4 ve
5’teki tibbi harcamalara yaklasti (ek s 18). Genel olarak,
gida dist harcamanin  bir bolimi olarak saglk
harcamalar1 azaldi (2003 yilinda %3.1 iken 2011 yilinda
%2.4). En diisiik gelirli yiizde onluk dilim i¢in, %2 4’ten
%2 .8’¢e kiiciik bir artis goriildii (ek s 18).

Onemli olan, Yesil Kart programinin genisletilmesinin
asir1 yikksek saglik harcamalarmin  azaltilmasinda
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A 2003 B 2011
1004 @ Zorunlu sigorta kapsamindaki yiizde onluk dilim (%) 7
—&— Yesil Kart kapsamindaki yiizde onluk dilim (%)
—m— Herhangi bir tir sigorta (Yesil Kart dahil) kapsamindaki yiizde onluk dilim (%)
L
g
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q
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Kisi basina nominal harcama (yizde onluk dilim) Kisi basina nominal harcama (yiizde onluk dilim)
Sekil 7: Herhangi bir saglik sigortasina kayith nominal kisi bagina harcamaya gére niifus, 2003 ve 2011
(A) 2003. (B) 2011. Veriler 2003-2011 Tiirkiye Hanehalki Bitge Anketleri ve Tirk Sosyal Sigortalar Kurumundan alinmistir (ek s 2-13). Bu analiz referans 27 ile glincellenmistir.
006 s insan kaynaklar yonetimi
LU0 4 ° %' - . . . . . -
o %05 SDP, saglik sistemindeki eksikliklere ve saglk
= %40 personelinin hakkaniyetsiz dagilimina egilmek icin dort

0.05

0.044

0.031

0.02

0.01+

Kisi sayimi—Farkli biitge egiklerinde gok blyuk saglik harcamalarinin i
nsidansinin élgiimu

T

2003 | 2004 | 2005 | 2006 ' 2007 | 2008 | 2009 | 2010

il

2011

$Sekil 8: Farkli biitge esiklerinde, gida digi hane harcamalarinin bir parcasi olarak ceptenyapilan saglik
harcamasiigin kigi sayimi

Veriler 2003-2011Tiirkiye Hanehalki Bitge Anketleri ve Tiirk Sosyal Sigortalar Kurumundan alinmistir (ek s 2-13).

yardimct olmasidir. 2003 yilinda, harcama insidansini
Olgen ortalama kisi sayimi 15%,25%, ve 40% toplam gida
dis1 saglik harcamalar: sirasiyla 0.050, 0.022 ve 0.009
olmus ve iki ya da ii¢ misli azalarak 2011 yilinda sirasiyla

0.029,0.012 ve 0.003 olmustur (sekil 8).

106

ana insan kaynaklar1 inisiyatifi getirdi. Yiiksek Ogrenim
Kurumu ile anlagsma yapildiktan sonra uygulanan birinci
inisiyatif iiniversitelerde ve diger yiiksek Ogrenim
kurumlarinda doktor, ebe, hemsire ve diger saglik
personeli egitimi verilecek yerlerin sayisini artirmistir.
Yillik tip 6grencisi alimi1 2003 yilinda 5253 iken, 2010
yilinda artarak 8438 olmustur, hemsire, eczacit ve
diger saglik profesyonelleri i¢in de benzer artiglar s6z
konusudur. 2007 yilinda, hemsirelerin egitimi
iniversitelerle sinirlanmistir. Yeni tip mezunlar1 ve yeni
uzman doktorlara zorunlu hizmet getirilmis, Tiirkiye’nin
doktor ihtiyacmin ¢ok oldugu farkli bolgelerinde,
ozellikle kirsal alanlar, dogu ve giineydogu bolgelerinde
300-500 giinliik hizmet zorunlulugu konmustur. ikinci
inisiyatif hastanelerde ve birinci basamak saglik hizmeti
saglayicilari i¢in daha yiiksek maas ve performansla ilgili
tesvikler getirmis, saglik isgilerinin {icretlerinin 6nemli
olgiide artmasi olanagini saglamustir. Uglincii inisiyatif,
2003 yilinda getirilen yeni kararlarin destegiyle saglik
iscilerinin ise alinmasmin ve elde tutulmasinin zor
oldugu bolgelerde personel mevcudiyetini artirmak igin
saglik  personeliyle  yeni  kisisel s6zlesmeler
yapilabilmesini ve saglik hizmetlerinin dis kaynaklardan
edinilebilmesini saglamistir. Bu yeni sézlesmeler daha
yiksek maaglar ve performansla iliskili 6demeler
saglamistir™ Ayrica, yeni kararlar, genel devlet
memurlugu kanununa (bu kanun kamu sektoriindeki
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saglik personelinin isttihdam sartlarmi belirlemektedir.)
degisiklikler getirmis, saglik kurumlarma yeni personel
alimimnda esneklikler saglamistir.*'

Doérdiincii inisiyatif; 2010 yilinda kamu kurumlarinda
(Saglik Bakanligi hastaneleri ve iiniversite hastaneleri)
istihdam edilen doktorlarn tam zamanli ¢aligsmalarini
gerektiren ve paralel 6zel ¢alismalari engelleyen yeni bir
yasa getirilmesi olmustur. Bu yasa Ozel muayenehaneleri
olan ve ayn1 zamanda tiniversite hastanelerinde ve bolge
kentlerdeki biiyiik devlet fiiniversitesi hastanelerinde
calisan bazi klinisyenler, bu yeni yasaya karst
¢ikmiglardir.® Degisiklikleri takiben, birkag¢ klinisyen,
iniversite egitim hastanelerinden ve bircogu da
Istanbul ve Ankara gibi biiyiik sehirlerdeki biiyiik
devlet hastanelerinden istifa etmistir. Bu insan
kaynagi inisiyatifleri, Saglik Bakanliginin istihdam
ettigi 2002 yilinda 256000 olan personel sayisini hizla
artirarak 2012 yilinda 507 000’e ¢ikarmustir. 2002 ile
2012 yillar1 arasinda, dig kaynaklardan edinilen personel
sayst 11 000’den 126 000’e ¢ikarak yaklagik 12 katna
yikselmistir (sekil 9). 2004 ile 2010 yillar1 arasinda,
uzman hekimlerin sayist yaklasik 53300’den 63 600°e ve
pratisyen hekimlerin sayis1 33300’den 38 800’e artmustir.
2004-10 doneminde, hemsire sayist 82 600’den 114
800’¢ c¢ikmus, ebelerin sayisi da 42 700°den 50 300’e
cikmigtir. Aymi sekilde, yardimci personel sayisi 2004
yilinda 57700 iken 2010 yilinda 94400 olmustur.

Yeni insan kaynaklar1 politikalar1 Tirk saglik
sistemindeki personel eksikliklerine egilmeye yardimci
olmus ve esitsizlikleri azaltmistir. Ornegin, 1990
yilinda, Tiirkiye’nin bat1 ve orta bolgelerinde her uzman
hekime 856 kisi diiserken, dogu bolgesinde uzman
basina43 668 kisi diismekteydi. Bat1 ve orta bolgelerdeki
uzman doktorlarin dogu bolgesindeki uzman doktor
sayisina orant 51:1 kadardi. 2000 yilinda, her uzman
doktor i¢in bati ve orta bolgelerde 749 kisi, dogu
bolgesinde 25178 kisi vardi; yani bdlgeler arasindaki
uzman hekimlerin oran1 34:1’e diigmiistii. 2010 yilinda,
bat1 ve orta bolgelerde her uzman doktora diisen kisi
sayisi 559’a, dogu bdlgesindeki 2705°e¢ digmiistii.
Bu bolgeler arasindaki uzman hekim orani ise 5:1
olmustu (sekil 10).

Ayni sekilde, 1990 yilinda, kuzey ve dogu boélgelerinde
bir genel hekime diisen kisi sayisi sirasiyla 1745 ve
6628°di, yani 4:1’lik bir oran. 2000 yilinda, bu fark
artmist;, kuzey ve dogu bolgelerinde bir genel hekime
diisen kisi sayisi sirasiyla 1288 ve 5747 oldu, oran da
kotiileserek 5:1 olmustu. Ancak, 2010 yilinda, kuzey ve
dogu bolgelerinde bir genel hekime diisen kisi sayist
sirastyla 1396 ve 2291°e diismiis, oran da azalarak, 1.6:1
olmustu (sekil 11).

1990 yilinda, bir hemsire ya da ebeye diisen kisi sayist
kuzey bolgesinde 414 ve dogu bdlgesinde 2404°ti,
bolgesel oran 6:1°di. 2010 yilinda, bir hemsire ya da ebeye
diisen kisi sayist kuzey bolgesinde 1635’¢ ve dogu
bolgesinde 826’ya diismiis, oran da azalarak 3.2:1
olmustu (sekil 12).
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Sekil9:Tiirkiye’de Saglik Bakanhg kadrolu ya da s6zlesmeliklinik ve idari
personelsayisi, 1993-2012

Veriler, Saglik Bakanh§i Saglik Hizmetleri Genel Miidiirliigu ve Tirkiye
Cumhuriyeti Saglik Bakanligi Saglik Istatistikleri Yilligi, 2011

referanslarindan edinilen verilerden yazarin analizleriyle elde edilmistir.”

Hizmet sunumu

Birinci basamak saglik hizmetlerinin genisletilmesi

SDP oncesinde, Tiirkiye’deki birinci basamak saglik
hizmetleri 1961 Saglik Hizmetlerinin Sosyallestirilmesi
Hakkindaki Kanun uyarinca ii¢ ayakli bir sistem olarak
diizenlenmisti. Birinci ayak, ebelerin calistigi saglik
ocaklarryd: (2-2500 kisilik bir niifusu kapstyordu). ikinci
ayak, birinci = basamak saglik  merkezlerinden
olugsmaktaydi. (koylerdeki 5—10 000 kisiyi; ilge diizeyinde
10-30 000 kisiyi; ya da il diizeyinde 30-50 000 kisiyi
kapstyordu) Burada bir hekim, bir hemsire ve bir ebe
caligmaktaydi (daha biliyik merkezlerde bir saglik
teknisyeni ve bir idareci ile birlikte).

Ugiincii ayak, il diizeyindeydi ve anne g¢ocuk sagligi
ve aile planlamas: hizmeti veren ek saglik
merkezlerinden ve verem savas dispanserlerinden
olusmaktaydi. Ancak, birinci basamak saglik hizmeti
diizeyini karakterize eden kesin bir altyap1 ve personel
eksikligi ve degisken personel becerileriydi. 2005
yilinda, SDP, ii¢ alanda, fiziksel kaynaklar, insan
kaynaklar1 ve insan kaynaklar1 kapasitesi alanlarinda
artisa odaklanan, aile hekimligi merkezli bir birinci
basamak saglik hizmeti modeli getirdi.”* Bu modelle,
her aile hekimi ya da aile hekimligi uygulamasi
kayitlt maksimum 4000  vatandasa  hizmet
sunmaktayd: ve bu hizmetler saglik ocaklarindan ya
da geleneksel birinci basamak saglik hizmetleri
merkezlerinden daha fazlaydi. 2005 sonrasinda,
yaklagik 20000 yeni aile hekimligi ekibi olusturuldu.
Altyap1 giincellendi ve genisletildi, saglik ocaklarinin
¢ogu korundu ve saglik merkezleriyle birlikte
yenilendi ya da aile hekimligi merkezlerine
dontistiiriildii. 2011 yilinda 6250 adet yeni aile hekimligi
merkezi kurulmustu.
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Bl Her uzman hekim igin 3000 kisi ya da daha fazlasi
I Heruzman hekimigin 2001 ile 2999 kisi arasinda (dahil)
[ Heruzman hekim igin 2000 kisi

I Her genel hekim igin 3000 kisi ya da daha fazlasi
[0 Hergenel hekimigin 2001 ile 2999 kisi arasinda (dahil)
1 Her genel hekimigin 2000 kisi

Sekil 10:1990, 2000 ve 2010 yillarinda illere gére her uzman hekim igin niifus
iller, Niifus ve Saglik Arastirmasi bdlgelerinde kullanilan gruplamaya gére
gruplandiriimigtir. Veriler yazarin Tiirkiye Cumhuriyeti Saglik Bakanligi Saglik
Hizmetleri Genel Miidiirliigiinden edindigi veriler analiz edilerek hazirlanmigtir.

2005 sonrasinda, aile hekimleri, kapsamli koruyucu
hizmetleri ve kadin - ¢ocuk sagligi hizmetlerini iceren
birinci basamak saglik hizmetlerini sunmak {izere
sozlesmeli olarak istihdam edildi. Bunlara ek olarak,
diizenli ziyaretlerle kendilerine kayitlh ve kirsal
alanlarda yasayan bireylere mobil saglik hizmeti ve
bakim evleri, hapishaneler, ¢ocuk bakim merkezlerinin
yani sira kliniklere gelemeyen hastalara evde bakim
hizmeti, sunmakla yiikiimliidiirler.

Bu calismanin bir pargasi olarak yiiriitiilen ve yeni aile
hekimligi modelinin getirilmesinden &nce (asama 1) ve
sonra (asama 2) birinci basamak saglik hizmeti
hekimlerince verilen hizmetleri inceleyen, kontrollii
calisma Oncesi ve sonrasinda edinilen bulgular (ek s 2—
13), modelin getirilmesinden sonra kilit anne ve gocuk
sagligi hizmetlerinin ulasilabilirliginde 6nemli iyilesmeler
oldugunu gostermektedir. Calismada incelenen birinci
basamak saglik hizmeti hekimlerince giinliik bazda
verilen agilama hizmetleri 1. asamada %60.6 iken 2.
asamada %914’e ¢ikmistir. Evde ve mobil asilama
hizmetlerinin kullanilabilirligi kontrol grubundakilere

Sekil 11:1990, 2000 ve 2010 yillarinda illere gore her genel hekim igin niifus
iller, Niifus ve Saglik Aragtirmasi bélgelerinde kullanilan gruplamaya gére
gruplandiriimistir. Veriler yazarin Tiirkiye Cumhuriyeti Saglik Bakanlig Saglik
Hizmetleri Genel Miidiirliigiinden edindigi veriler analiz edilerek hazirlanmigtir.

kiyasla, pilot uygulama grubundakilerde ¢ok daha
ylksektir (swrasiyla p=0.04 ve p=0.01). Dogum Oncesi
hizmetlerin giinliik bazda genel kullanilabilirligi %97.0
olmustur. Giinlik hizmetlerin kullanilabilirligi faz 2’de
artarken (kontrol grubu bdlgelerinde %93.9°dan %95.6’ya,
pilot uygulama bolgelerinde %93.9°dan %98.1’e), birinci
basamak saglik hizmeti hekimlerince verilen mobil
hizmetlerin kullanilabilirligi 1. asamada %78.8 iken 2.
Asamada %54.1’e dismistiir. Ancak, pilot ve kontrol
grubu Dbolgeleri arasinda istatiksel olarak anlamli
farkliliklar raporlanmamugstir. Birinci basamak saglik
hizmeti birimlerinin hemen hepsi her iki asamada da giinliik
bazda aile planlama hizmetleri vermektedir (tablo 3).
Kontrollii 6ncesi ve sonrasi ¢alismasinda fark iginde
fark tahminleri kullanilarak yapilan ek ekonometrik
analizler, birinci basamak saglik hizmeti hekimlerinin
birinci basamak saglhik hizmetinde sik rastlanan
hastaliklarm ilk teshis yonetiminde (OR 1.27, %95 CI
1.12-1.44), anne ve c¢ocuk saghgr hizmetlerinin
diizenlenmesinde (OR 1.70, %95 CI 1.15-2.52), ve uzun
siireli hastaliklarda tan1 (OR 1.13, %95 CI 1.00 —1.28),
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mm Her hemsire ya da ebe basina 750 kisi ya da daha fazlasi
[ Her hemsire ya da ebe basina 501 ila 749 kisi (dahil)
1 Her hemsire ya da ebe basina 500 kisiya da daha az

Sekil 12:1990,2000 ve 2010 yillarinda her hemsire ya da ebe bagina
kapsanan niifus

iller, Niifus ve Saglik Aragtirmasi bdlgelerinde kullanilan gruplamaya gére
gruplandiriimistir. Veriler yazarin Trkiye Cumhuriyeti Saglik Bakanlig Saglik
Hizmetleri Genel Miidrligtinden edindigi veriler analiz edilerek hazirlanmigtir.

tedavinin baslatilmasi (OR 1.41, %95 CI 1.21-1.65), ve
izlenmesinde (OR 145, %95 CI 1.25-1.69) ikinci
asama SDP aile hekimligi pilot uygulamasinin
yapildigr illerde, kontrol grubundaki illere kiyasla
daha yiiksek oldugunu gostermektedir (tablo 4).

Birinci basamak saglik bakim hizmetlerinin hacmi
(vizit sayist) 2002 yilinda 74.8 milyon iken,
personelin artmasi, altyapinin iyilestirilmesi ve aile
hekimleriyle tesvikler igeren yeni sozlesmelerin
yapilmastyla, 2011 yilinda 244.3 milyona ¢ikmistir.”

Annelikle ilgili ve neonatal acil durumlara egilmek igin acil
servis ve hastane hizmetlerinin genisletilmesi

SDP swrasinda insan kaynaklarinin sayist  ve
kapasitesi onemli diizeyde artmistir, iilke c¢apinda
saglik personelinin dagilimi Oncekine nazaran daha
hakkaniyetli bir hale gelmistir. Aile hekimligi merkezli
birinci basamak saglik hizmetleri tim illerde
gelistirilmistir. Komplike acil durumlar igin hava
ambulans hizmeti dahil, acil ambulans hizmetleri

modelinin 6zellikleri ek s 2-13'te verilmistir.

Asamal  Asama2: Asama2: Pilot*Asama2(B3)
(%) Kontrol Pilot (%) Olasilikorani
(%) (95% CI)
Asilama hizmetleri
Gunlik bazda verilen hizmetler 60.6 89.0() 934 4.97(1.10-22.6)
Asllanmis cocuklari izleme sistemi 100.0 95.6 97.2 NA
Mobil agilama hizmetleri 61.6 52.7 62.3 248 (1.24-4.92)
Dogum oncesi bakim hizmetleri
Glnlik bazda verilen hizmetler 939 95.6 98.1 NA
Gebe kadinlari izleme sistemi 100.0 978 97.2 NA
Mobil antenatal hizmetler 788 62.6 46.7 1.01(0.49-2.13)

NA=yok, ¢linkii olasilik oranlari hesaplanirken incelenen zaman dilimi icin ve kontrol ve pilot bolgeler arasinda
hizmetlerde yetersiz degisiklikler var. Veriler, yazarin birinci basamak saglik hekimlerinin aile hekimligi pilot ve kontrol
bolgelerde gdrev profil etiidiinden elde edilen veriler analiz edilerek hazirlanmistir. fark icinde farki kullanan regresyon

1. ve 2. asamalarinda sunulan anne ve ¢ocuk sagligi hizmetleri

Tablo 3: Aile hekimligi merkezli birinci basamak saglik hizmeti reformlarinin pilot ve kontrol bdlgelerinde

Her hizmet Pilot* Asama 2 (3)
kategorisindeki  Olasilikorani
aktivite sayisi (95% CI)
Tibbiteknolojilerin 8 0.89 (0.73-1.08)
uygulanmasi
Birinci temas yonetimi 26 1.27 (1.12-1.44)
Onleme
Hasta bazinda 6 1.24(0.92-1.67)
Nufus bazinda 6 0.87(0.70-1.07)
Anne ve gocuk bakimi 1.70 (1.15-2.52)
Uzun donemli durumlar
Diagnoz 20 1.13 (1.00-1.28)
Tedavinin baglatiimasi 18 1.41 (1.21-1.65)
izleme 20 1.45(1.25-1.69)
Veriler, yazarin birinci basamak saglik hekimlerinin aile hekimligi pilot ve kontrol
bolgelerde gérev profili etiidiinden elde edilen veriler analiz edilerek
hazirlanmistir. Farklardaki farki kullanan regresyon modelinin 6zellikleri ek s 2—
13'te verilmistir.
Tablo 4: Aile hekimliginin birinci basamak saglik hekimlerince saglanan
saglik hizmetlerinin tibbi becerileri ve kapsami iizerindeki etkileri

onemli 6lciide artirilmistir.  Ucretsiz  saglanan  bu
hizmetler ayni zamanda obstetrik ve neonatal acil
durumlara da yanit vermektedir. 2008 yilinda, kaza ve
acil durum hizmetleri ve yogun bakim hizmetleri tiim
devlet hastanelerinde ve Ozel hastanelerde serbestge
erisilebilir hale getirilmistir. Ayrica, kan transfiizyonu
hizmetleri gelistirilmis, annelik acil durumlar1 igin hizl
bir yanit sistemi olusturulmustur. Bu degisiklikler
topluca diisliniildiigiinde anne ve ¢ocuk sagligi
hizmetlerine erisimin artmasia yol agmis, anne, 5 yas
altt ¢ocuk, bebek ve neonatal Oliimlerinin azalmasina
yardimci olmustur. Yeni personel sdzlesmeleri, maaslarin
artirllmas1 ve daha iyi ¢alisma sartlarinin saglanmasi,
fakir ve az hizmet giden alanlara personelin ¢ekilmesine
ve orada kalmasina yardimci olmustur.

SDP sirasinda, neonatal hizmet veren hastanelerin sayist
2002 yilinda 141 iken, alt1 kat artarak 2011 yilinda 906
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olmustur. Genel Saglik Sigortasi programinda genisletilen
haklarla annelikle ilgili acil durumlar, neonatal bakim
hizmetleri (neonatal yogun bakim dahil) ve konjenital
anomalilerin tedavisi licretsiz hale getirilmistir (hem kamu
hem de 6zel saglik kuruluslarmda).

Hastane kapasitesi ve hizmetlerinin genisletilmesi

Tiirkiye’deki hastane yatagi sayist 1990 yilinda 105 710
(1000 kisi basina 1.87 yatak) iken yavas yavas artarak 2000
yilinda 134 950 (1000 kisi bagina 1.99 yatak) olmustur ve
bundan sonra SDP ile birlikte hizla artarak 2011 yilinda 194
504 olmustur (1000 kisi bagma 2.6 yatak). 1990 ile 2011
arasinda, 1000 kisi basina yatak sayisi iki misli artarak
Saglik Bakanligimmn hastanelerinde 80 403’ten 121 297’ye
ve Uiniversite hastanelerinde 16 817’den 34 802’ye ¢ikmustir.

Acil servisleri ve kompleks hastaliklarin servislerini
iyilestirme yoniindeki SDP amaglarina paralel olarak
2002 ile 2011 arasinda, yogun bakim birimi yataklarinin
sayist Saglik Bakanlig1 hastanelerinde on misliden fazla
artarak 869’dan 9581 e, tiniversite hastanelerinde 353’ten
3890’a, ve 6zel hastanelerde 992°den 7506’ya ¢ikmuistir.
Devlet ve 6zel sektorlerde toplam yogun bakim birimi
yataklarinin sayist 2002 yilinda 2214 iken dokuz misli
artarak2011y1linda20977oldu.”

SDP i¢inde hem devlet hastanelerinin hem de 6zel
hastanelerin kullanilmasi hastane sektoriiniin
genisletilmesine ve iilkenin mevcut kapasitesinin etkin bir
sekilde kullanimina yonelik agik bir stratejiydi. 2010
yilinda, Sosyal Giivenlik Kurumu 421 6zel hastaneyle
vatandaslari katki pay1 ddeyerek genel teshis ve tedavi
hizmetlerinden faydalanabilmeleri i¢in sdzlesmeler yapti.
Ayrica, bu 6zel hastaneler acil durumlar, yaniklar, yogun
bakim, kalp damar cerrahisi, neonatal bakim, konjenital
anomaliler, organ transplantasyonu ve bobrek diyalizi
i¢in bedelsiz hizmet sagladi. Ozel sektdriin sagladig
hastane hizmetlerinin hacmi (hastane vizitlerinin sayisi)
2002 yilinda 5.7 milyon (toplam 124.3 milyon hizmetin
%4.6’s1) iken artarak 2011 yilinda 59.1 milyon oldu
(toplam 337.8 milyon hizmetin %17.5%1).% Ozel sektor
hastanelerinin yatak sayist 1990 yilinda 3361 iken (1000
kisi bagina 0.06) yaklasik on misli artarak 2011 yilinda 31
648 (1000 kisi bagma 042) oldu, 2005 sonrasinda ise,
Sosyal Sigortalar Kurumu ile akredite 06zel sektor
hastaneleri arasinda yapilan hizmet sozlesmelerinden sonra
artan hasta hacmini karsilamak, sigorta yararlanicilarina
hizmet saglamak i¢in hizl bir artis goriildii.

Ozel sektoriin genislemesine devlet diizenlemelerinin
artig1 eslik etti. Maliye Bakanligi 6zel hastaneler {izerine
sik1 bir mali gbzetim ve kontrol, dzellikle de vergilendirme
getirirken, Saglik Bakanligi akreditasyon, insan giicii
planlamas1 (kapasite tavanlari iceren) ve kalite
standartlart konularinda yeni yonetmelikler ¢ikardu.
Ayrica, her iki bakanlik da o6zel hastanelerdeki hasta
memnuniyetini ve sikayetlerini izlemekte ve gerektiginde
miidahale etmektedir. Biiyiik 6zel hastanelerin hemen
hemen %90’1 hizmet alicist olarak davranan ve hizmet
hacmini ve talepleri asir1 ya da belgelenmemis taleplere

gerektiginde ceza uygulanabilmesi ve geri ddemenin
azaltilmasi i¢in yakindan takip eden Sosyal Sigortalar
Kurumu ve daha sonra da Sosyal Giivenlik Kurumu ile
sozlesmeler yapti. Ozel sektér idaresi, saglk
hizmetlerinde kalite standartlari, 6zel saglik hizmetleri,
in-vitro fertilizasyon, transplantasyon hizmetleri ve
yogun bakim hizmetleri konularinda getirilen yeni
hiikiimet kararlar1 ile Maliye Bakanligi, Saglik Bakanligi
ve Sosyal Giivenlik Kurumunun goézetiminin ve
diizenlemelerinin artis1 kolaylagti. Saglik hizmetleri
standartlarimin uygulanmasina iliskin Saglik Bakanlig:
genelgeleri yada tebligleri ¢ikarildi.

2008 yilinda o6zel sektoriin biliylimesini ve saglik
personelinin kamu sektoriinden 6zel sektdre gecisini
diizenlemek i¢in yeni yonetmelikler getirildi. Bu yeni
yonetmelikler 6zel sektdr hastane kapasitesini ve yatak
sayisindaki yillik artislari, verilen hizmetleri ve personel
sayilarini belirlemekteydi.

2002 ile 2011 arasinda, ii¢ ana hastane hizmeti veren
grupta ortalama hastanede kalis siiresi azaldi:
Universite hastanelerinde (daha kompleks vakalari
tedavi eden ii¢lincli basamak birimler) 8.6 giinden 5.8
gline; Saglik Bakanligi hastanelerinde (esas olarak
ikinci basamak birimleri) 5.7 giinden 4.3 giine; ve 6zel
sektor hastanelerinde (6zel sigortali hastalara ve saglik
sigortast olan hastalara bakan) 3.1 giinden 2.0 giine.
Ortalama olarak, hastanede kalis siiresi 2002 yilinda 5.8
giin iken 2011 yilinda 4.1 giine diistii, 6te yandan, yatak
doluluk orani 2002 yilinda %59.4 iken 2011 yilinda
%65 .6 oldu.*®

Bununla birlikte, bu etkinlik kazanimlarinin hizmet
kalitesi lizerindeki etkileri heniiz 6l¢lilmemistir.

Halk saghg

SDP, GSK’ya ulasmak igin, yiiksek sigara igme orani,
fiziksel inaktivite ve obezite gibi saglik risk faktorlerine
yonelik bir dizi halk sagligi miidahalesine Oncelik
verdi. Ruhsal hastaliklar ve diabetes mellitusa bagli
hastalik yiikii artisina egilmek igin, yeni halk sagligi
ve toplum bazli programlar gelistirildi. SDP ayni
zamanda dogal ve insan eliyle gelisen afetlere karsi
saglik sisteminin dayanikliligini giiclendirmeye ve hizli
yanit kapasitesinin gelistirilmesine de yatirim yapti. Bu
girisimleri ve programlar tartigmayacagiz; fakat panel
5, kisa bir 6zet vermektedir.

SDP ve GSK’nin anne ve g¢ocuk saghgi hizmetlerine
erisim ve gocuk 6liimii Gizerindeki etkisi

1993-2008 Tirkiye Niifus ve Saglik Arastirmasinin
analizi bu donemde ve ozellikle 2003—08 arasinda tiim
Tirkiye’de anne ve ¢ocuk sagligi hizmetlerinin
kullaniminin 6nemli Olglide iyilestigini gostermektedir.
Ulkenin tiim bélgelerinde ve de 6zellikle 2003 sonrasinda
daha az hizmet almis dogu bolgesinde ve sosyo-
ekonomik ag¢idan dezavantajli gruplarda iyilesmeler
gerceklesmistir (tablo 5).
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Panel 5: Dogal ve insan eliyle olusan afetlere karsi saglik sisteminin direncini gelistirmek icin yapilan halk sagligi miidahaleleri inisiyatifleri

Tiitlin kontrolii

2004 yilinda, Turkiye, ayni yil Tiirkiye Biyik Millet Meclisi tarafindan
onaylanan DSO Tiitiin Kontrolii Cergeve Anlagsmasini imzalayan taraflarindan
biri oldu. 2007 yilinda, Bagbakan Ulusal Tiitin Kontrolii Stratejisini baslatti
(2008-2012). 2008 yilinda, kapsamli bir tittin kontrolu yasasi ile toplumsal
alanlarda tam bir yasaklama getirildi ve kitlesel medyada reklam yapilmasi ve
tim tdtdn dranlerinin tanitimi, reklami ve sponsorlugu yasaklandi.” 2010-
2011 yillarinda, titiin Urlinlerindeki vergi sigara maliyetinin %78'ine
clkarilarak DSO tarafindan tavsiye edilen diizeyler karsiland1.* Bu
miidahaleler Tiirk yetiskin niifusundaki (15 yasinda ya da daha yash) gtinliik
sigara icme prevalansinin 2003 yilinda %32.1'den 2012 yilinda %23.8'e
diismesine yardimei oldu.* Tirkiye titin kullanicilarinin davranis degisikligini
hedefleyen stratejilerle, DSO Tiitiin igin yetki stratejisini tam olarak uygulayan
ilk tilke oldu. %

Obezite yonetimi

2010 yilinda, Tiirkiye nifusunun yaklasik %34.6's1 asiri kiloluydu ve %30.3'l
obezdi."” Saglikta Dontisim Programinin bir pargasi olarak, Saglik Bakanligi
toplumda obezite farkindaligi olusturmak, saglikli beslenmeyi ve diizenli
fiziksel aktiviteyi tesvik etmek igin Tirkiye Saglikli Beslenme ve Hareketli
Hayat Programi 2010-2014 ve 2013-2017’yi sundu.®' Saglik Bakanliginin
yonetiminde obeziteyle savasmak ve her ilde dogrudan il valilerine bag
olarak aktif yagam tarzlarini ve saglikli beslenmeyi tesvik etmek icin uzman
ekipler olusturuldu.®

Ruh saghgi

2007 yilinda, Tirkiye, Avrupa'daki 100 000 nufus basina (100 000 kisi igin
bir tane) en disuk psikiyatrist sayisina sahipti, psikiyatri yataklari
sayisinda dordinctiydd (100 000 kisi icin 12) ve hastane kabul sayisinda
sondan dordiinctiydi (100 000 kisi icin 115). Ruh sagli§i hemsireleri
toplam hemsire isgliciiniin sadece %1'ydi. Ruh sagligi tedavisi hastane
temelinde bakim tizerine yogunlasti, 6000 ruhsal hastalik yatagindan
4000 tanesi sekiz bolgesel psikiyatri dal hastanesindeydi.”

Kiiresel Hastalik Yiikii Calismasina gére, Tiirkiye'de, 1990 ile 2010 arasinda,
major depresif bozukluk ve anksiyete bozukluklari yaklasik %50 artti. 2010

yilinda, major depresif bozukluk sakatliga ayarlanmis yasam yili birimleriyle
uctinct biiyik hastalik ytikii ve anksiyete bozukluklari sakatiiga ayarlanmis

yasam yili icin en Ustteki on bozukluklardan biriydi.*

2011 yilinda, Saglik Bakanligi, her biri 300 000 kisiye hizmet veren

240 toplum ruh sagli§i merkezi kurma amaciyla Ulusal Ruh Saglig Eylem
Plani 2011-23'0* % baglatti.® Bu plan yetiskinler, cocuklar ve ergenler icin ruh
sadligi hizmeti saglanmasini guclendirmeyi; ruhsal hastaliklarla ilgili
damgalanmayi azaltmayi; kadinlara kars! siddeti ortadan kaldirmayi; ¢ocuk
istismarini durdurmayi; dogal afetler sonrasinda ortaya gikan intiharlari,
travma sonras| stres bozuklugunu ve ruhsal bozukluklari dnlemeyi

Amaclamaktadir. 2011-2016 icin amaglari sunlardir: Ruhsal hastaliklar igin
akilci regete yazmayi iyilestirmek; psikiyatri yataklarinin sayisini artirmak
(psikiyatri dali hastanelerindeki yatak sayisini diistirmek ve genel
hastanelerdeki yatak sayisini artirmak); toplum ruh sagligi merkezlerini ve
ayaktan hasta hizmetlerini yayginlastirarak hastane bazli hizmetleri toplum
merkezlerine kaydirmak; yeni planlanan hastane yerlegkelerinde giivenli
psikiyatrik yatak sayisini artirmak; ruh sagligi uzmanlarinin sayisini
artirmak; ve ruh sagligi hizmetlerini birinci basamak saglik hizmetlerine
entegre etmek.”®

Dogal ve insan eliyle olusturulan afetlere karsi saglik sisteminin
direncini gelistirmek

Tirkiye'nin batisinda gerceklesen 1999 Marmara depremi esi gorilmemis
oliimlere, hasara ve aclya, ¢ok biytik ekonomik, politik ve toplumsal sonuglara
yol acti. Halk tarafindan etkin bir yanit verememekle suglanan hiikimet, 1999
yilinda bir Tiirkiye Acil Durum Yonetimi Genel Midirligu kurdu.”

2004 yilinda, Saglik Bakanhigi 81 ille ve uluslararasi kurtarma ekipleriyle
iletisim kurmak icin taginabilir imkanlari ve sistemleri olan Afet ve Acil Durum
Koordinasyon Merkezleri gelistirdi. 2004 ile baslayarak, yeni ulusal medikal
kurtarma ekipleri olusturuldu, 2011 yilinda gelindiginde 4847 gonuillii egitilmis
ve sertifikalandiriimisti.®*2009 yilinda, afetlere ve kurtarma operasyonlarina
hazir olma izerine odaklanan®Bagbakanlik Afet ve Acil Durum Yonetimi
Bagkanligi kuruldu, Saglik Bakanligi ise dogal ve insan eliyle olusturulan
afetleri yonetmek igin kapsamli ve entegre bir yanit kapasitesi olusturarak,
kurtarilan insanlarin tibbi tedavileri Gizerine yogunlasti.

Marmara afetinin tersine, 2011 yilindaki Van depremine (Richter élgedinde
7.2) yanit hizli ve kapsamli oldu—ilk acil durum ve kurtarma ekipleri etkilenen
alana 30 dakika icinde ulasti, Saglik Bakani midahaleyi gérmek icin 3 saat
icinde geldi, ve birkag saat icinde Saglik Bakanligi hastalarin akrabalariyla
iletisim akisini koordine edecek bir canli hat olusturdu. cogu depremden
sonraki 24 saat icinde olmak tizere yaklasik 250 kisi coken binalarin ve
enkazin iginden kurtarildi,” major fiziksel ve psikolojik travma gegiren yaklasik
1700 hasta hava ve kara yoluyla bolgesel hastanelere gonderildi.”" 13 000'den
fazla haneye ¢adir saglandi ve yaralanma taramasi yapildi, yaklasik 5000
kisiye psikolojik danigmanlik saglandi. Bulasici hastaliklarin ortaya ¢ikmasini
onlemek igin, halk saghgi miidahaleleri ve gidayla ve suyla tasinan hastaliklar
icin siki bir gozetim rejimi uygulandi.”

2011 yilindan sonra, Suriyeli siginmacilar krizine de Bagbakanlik Afet ve Acil
Durum Ydnetimi Bagkanligi ve Tirk Kizilay'i tarafindan koordine edilen etkin
bir yanit verildi.” 2013 Mart'ina gelindiginde, yaklasik 230 000 Suriyeli
siginmaci gliney-dogu Tirkiye'de bu amagla kurulmus bolgelere yerlestirilmis
ve gida, barinak ve licretsiz tibbi yardim yapilmis™ve her siginmaciya haftalik
gegim yardimi saglanmigtir.™

Anne ve ¢ocuk sagligi hizmetlerine erisimde iyilesme ve
hakkaniyetin artmasi

Dogum éncesi bakim

Genel olarak 1993 ile 2008 arasinda, gebelik sirasinda
dogum Oncesi bakim alma olasilif1 %63.0’dan %93 4’e
¢tkmig, kullanimda en o6nemli artis 2003 ile 2008
arasinda gozlenmistir. Dogum oncesi bakim kullanimi
1993 yilindan 1998 yilina yiizde 3.1 puan, 1998 yilindan

2003 yilina yiizde 8.5 puan ve 2003 yilindan 2008 yilina
ylzde 18.8 puan artmistir. Dogu Tiirkiye’de ve diisiik
varlik gruplarinda kirsal alanlarda sasirtict artiglar
gerceklesti. Ornegin, en fakir yiizde onluk dilim igin
kullanim oranmi1 1993 yilinda %36.1 olmasima karsin, bu
oran 1998 yilinda %36.8, 2003 yilinda %44.9 oldu ve
sonra da 2008 yilinda %84.1°e sigradi. 2003 ile 2008
arasinda, en fakir yiizde onluk dilim i¢in dogum Oncesi
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Antenatal vizite (%)

Birsaglikkurulugundaki
dogumlarin orani (%)

Egitimli personelin bulundugu Asilama alimi (hepsi) (%)

dogumlarin orani (%)

1993 1998 2003 2008 1993 1998 2003 2008 1993 1998 2003 2008 1993 1998 2003 2008

Yer

Kentsel 732% 744% 836% 964%  73.0% 764% 842% 918% 80.8% 81.9% 851% 94.1% 748% 495% 626% 78.4%

Kirsal 488% 51.2% 56.8% 87.7%  422% 61.0% 609% 741% 52.8% 67.6% 622% 762% 523% 38.3% 34.0% 63.8%
Bélge

Bati 85.4% 83.7% 89.7% 97.2% 80.4% 86.7% 92.0% 934% 88.0% 892% 904% 95.8% 76.5% 50.3% 64.3% 79.3%

Giliney 755% 73.6% 834% 959%  64.0% 69.3% 79.0% 90.1% 759% 84.2% 834% 905% 81.1% 56.8% 632% 755%

Orta 59.4% 71.8% 821% 95.6%  64.2% 826% 90.1% 942% 722% 85.6% 91.0% 96.1% 64.9% 525% 59.7% 82.1%

Kuzey 63.1% 585% 825% 93.3%  66.8% 77.9% 87.3% 922% 71.6% 831% 816% 91.1% 625% 60.0% 60.5% 77.3%

Dogu 35.1% 433% 541% 84.0%  30.3% 47.8% 541% 618% 414% 534% 57.1% 658% 416% 25.1% 353% 51.9%
Annenin 6grenimi

Yok 36.9% 36.0% 45.0% 817%  32.2% 413% 427% 61.1% 427% 498% 47.1% 658% 47.8% 31.6% 225% 58.0%

ilkokul 69.7% 70.1% 784% 941% 68.1% 759% 83.6% 89.3% 766% 823% 850% 91.2% 69.9% 45.1% 59.9% 75.5%

Ortaokul ya da daha yiiksek 89.9% 91.1% 96.2% 99.0% 86.5% 925% 946% 935% 935% 94.0% 91.6% 95.1% 81.9% 612% 653% 78.1%
Anadil

Tiirkge degil 39.0% 439% 532% 86.7%  27.7% 426% 50.0% 66.8% 39.3% 51.9% 539% 712% 37.3% 257% 33.1% 59.6%

Tiirkge 700% 759% 86.0% 96.4%  69.6% 834% 904% 940% 77.7% 87.9% 90.0% 954% 722% 53.6% 629% 79.3%
Varlik gruplari

Varlik grubu 1 36.1% 368% 449% 841%  33.0% 457% 50.4% 67.1%  431% 522% 53.0% 70.4% 48.0% 30.3% 29.0% 54.9%

Varlik grubu 5 90.9% 94.8% 97.0% 99.0%  90.0% 95.1% 96.9% 924% 94.0% 932% 938% 94.6% 844% 704% 71.1% 79.0%
Annenin saglik sigortas

SSK 770% 831% 91.4% 97.0% 768% 855% 926% 923% 83.7% 89.5% 91.1% 93.8% 76.4% 551% 67.5% 78.7%

YesilKart 29.7% 556% 56.6% 87.4%  378% 67.3% 63.0% 722% 568% 71.7% 63.0% 771% 20.0% 327% 38.8% 60.0%

Yok 528% 55.5% 64.3% 90.0%  47.7% 61.1% 64.7% 832% 57.9% 684% 688% 835% 56.2% 41.1% 425% 72.8%
Toplam 63.0% 66.1% 746% 934%  60.1% 709% 763% 857% 69.0% 76.8% 77.4% 88.0% 650% 453% 532% 73.7%

Veriler yazarin 1993, 1998, 2003, ve 2008 Tiirk Niifus ve Saglik Arastirmasi verilerinin analizidir (ek referans 12-15 ve ek s 2-13). Numune ilk ii¢ analiz igin 5 yas alti cocuklari ve asilama icin 12 aylik ve 24 aylik
arasindaki cocuklari icermektedir. Tam olarak agilanmis bir gocuk su asilari olmustur: BCG; difteri- tetanoz-bogmaca 1, 2, ve 3; polio 1, 2, ve 3; ve kizamik. SSK=Sosyal Sigortalar Kurumu.

Tablo 5: Yer, bolge, sosyo-ekonomik gruplar ve saglik sigortasina gére saglik hizmetlerinin kullanimi (1993-2008)

112

bakim artisi ylizde 39.2 puan oldu. En zengin yiizde
onluk dilim i¢in bu kullanim oranm1 1993 yilinda %90.9
oldu ve 2008 yilinda %99.0’a ¢ikti. Aynmi sekilde, dogu
bolgesinde ya da kirsal alanlarda yasayan ve anadili
Tiirkge olmayan kadinlarda ve Resmi egitim almamis
kadinlarda, dogum 6ncesi bakim kullanimi 2003 ile 2008
arasinda 6nemli diizeyde artmustir (tablo 5 ve sekil 12A).

Dogum sirasinda saglik hizmetlerinin kullanimi

Dogum sirasinda saglik bakimi kullaniminin analizi
(dogumun bir devlet hastanesinde ya da 0zel hastanede
yapilip yapilmadigit ve uzman saglik personelinin—
doktor, ebe ya da hemsire— katilip katilmadig:
olarak tamimlanir) bir saghik kurumunda yapilan
dogumlarin yiizdesinin 1999 yilinda %60.1 iken artarak
2008 yilinda %85.7 oldugunu gostermektedir. Dogum
sirasinda saglik hizmetlerinin kullanimi en fazla en
fakir varlik dilimi i¢in ve kirsal ya da uzak alanlarda
artmistir. Kirsal bolgelerde, bir devlet kurumunda ya
da 0zel bir kurumda dogum yapma olasiligi 1993
yilinda %42.2 iken artarak 1998 yilinda %61.0
olmustur, 2003 yilinda bu diizeyde kalmistir ve 2008
yilinda en biiyiik artis gercekleserek %74.1 olmustur.

Ayni sekilde, en fakir varlik dilimi i¢in, dogum sirasinda
saglik hizmetlerinin kullanimi 1993 yilinda %33.1 iken
artarak 1998 yilinda %45.7 olmustur, en fazla iyilesme ise
2003 ile 2008 arasinda gergeklesmis, 50.4% iken 67.1%
olmustur (yiizde 16.7 puan; bakiniz tablo 5 ve sekil 12B).
1993 yilinda, Tiirkiye’deki dogumlarin sadece %69’unda
uzman personel bulunmaktadir, fakat 2008 yilinda bu oran
%88’e ¢ikmustir. En fakir ylizde onluk dilim i¢in dogumda
uzman personel bulunmasi olasiligi 1993 yilinda %43.1
iken artarak 2008 yilinda % 704 olmustur, en biyik
degisim 2003 ile 2008 arasinda gergeklesmistir (%53.0’ten
itibaren yiizde 17.4 puan). Higcbir egitimi olmayan anneler
ve anadili Tiirkge olmayan anneler i¢in de benzer
iyilesmeler gzlenmektedir (tablo 5 ve sekil 12B).

Cocuk asilamalari

Eksiksiz bir ¢ocukluk asilamasina sahip olma ihtimali
Tirkiye’de 1993 ile 1998 arasinda %65.0’ten %45.3’e
diismiistiir, sonra da 2003 yilinda %53.2’ye cikmustur,
2008 yilinda biiyliik bir artisla %73.7 olmustur. Kirsal
alanlarda asilama oranlar1 2003 boyunca diigsmis, sonra da
2003 yilinda %34.0 kapsamdan 2008’de %63.8 kapsama
artmustir (tablo 5 ve sekil 12C).
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2003 ile baslayarak, en dezavantajli ve uzak alanlarda
yiizde onluk dilimler arasinda ve kirsal-kentsel bolgeler
arasinda bir yakinlasma gozlenmektedir. Daha fakir
hanelere ek olarak, Tiirkiye’nin dogu bolgesinde yasayan
kadinlar, daha az 6grenim gormiis kadinlar ve anadili
Tiirk¢e olmayan kadinlar (ve bu kadinlarin gocuklari)
anne hizmetlerin kullaniominda ve agilama kapsaminda
onemli artiglar gérmiislerdir (tablo 5 ve sekil 12A, 12B,
ve 12C).

5 yas alti, bebek ve neonatal 6liim hizlarindaki
degisimler

Tiirkiye’de saglik hizmetlerine erisimde hakkaniyet
degisiklikleri 5 yas alti, bebek ve neonatal Sliim
hizlarimdaki  keskin ve Onemli distsleri taklit
etmektedir. 5 yas alt1 6liim hiz1 1000 canli dogum basina
1993 yilinda 52.7 iken 2008 yilinda 18.9 olmustur. Genel
niifus i¢in en fakir yilizde onluk dilimde ve kirsal ya
da uzak alanlarda 5 yas altt 6lim oranlarindaki en
fazla yiizde puan distisi 2003 ile 2008 yillar
arasinda gerc¢eklesmistir (tablo 6).

19932008 arasinda kentsel alanlardaki 5 yas alt1 6lim
hiz1 1000 canli dogumda 1993 yilinda 444 iken 2008
yilinda diiserek 180 olmustur. Kirsal alanlarda bu
diisiis daha dikkat c¢ekicidir. 1993 yilinda 1000 canli
dogumda 63.9 iken 2008 yilinda 20.7 olmustur. En
zengin onluk dilimde (5. ylizde onluk dilim) 5 yas alti
oliim orant 1000 canli dogumda 1993 yilinda 18.0 iken
2008 yilinda 11.4°e diigmistiir, bu sirada en fakir yilizde
onluk dilim (birinci yiizde onluk dilim) i¢in 1000 canli
dogumdal993 yilinda 84.5 iken 2008 yilinda 23.6 olmustur.
1993 ile 2008 yillar1 arasinda ve 6zellikle 2003 sonrasinda,
kirsal ve kentsel, en fakir ve en zengin, grenim gérmemis
kadnlarla ortaokul ya da daha yiiksek 6grenim gormiis
kadinlar i¢in 5 yas alti 6lim hizlari arasindaki farkliliklar
onemli Olglide azaldi ve birbirine yaklastt (sekil 13).
Tirkiye’deki 5 yas alt1 6lim hizi Turk Niifus ve Saglik
Arastirmast  bolgelerinin  hepsinde  diigmiistiir. 1993
yilinda kuzey bolgesinde 1000 canli dogum basina 39.6
iken 2008 yilinda 10.6 olmustur. 1993yilinda dogu
bolgesinde 1000 canli dogumda 62.8 iken 2008 yilinda
27.7 olmustur (tablo 6).

Bebek 6lim hizindaki diisiisler 5 yas altt 6liim hiz1
i¢in verilenlere benzemektedir, 1993 yilinda 1000 canlt
dogumda 48.2 iken 2008 yilinda 16.6 olmustur. 1993 ve
2008 arasinda, ve Ozellikle 2003 sonrasinda, kentsel ile
kirsal alanlar arasindaki, en fakir ile en zengin yiizde
onluk dilim arasindaki, ve hi¢ Ogrenim gormemis
kadinlarla ortaokul ya da daha yliksek 6grenim gérmiis
kadinlar arasindaki farkliliklar 6nemli 6l¢iide kalkarak
benzer oranlara yaklasilmistir (sekil 14).

1993 ve 2008 arasinda, bebek oOlim hizlar1 Tiirk
Niifus ve Saglik Arastirmasinin Bati, Orta, Kuzey, Giiney
ve Dogu Tiirkiye bolgelerinin hepsinde diigmiistiir. Bat1
bolgesinde bebek 6lim hizi 1000 canli dogum bagina
1993 40.8 iken bu oran diiserek 2008 yilinda 9.4
olmustur. Dogu bdlgesinde, diizey, 1000 canlt dogum

1000 canli dogum bagina
neonatal 6lim hizi

1993 1998 2003 2008

237
30.0

27.2
16.8
28.2
15.2
312

374
232
19.5

25.6

26.1

26.4

18.7

27.9
28.0
253

26.0

15.5
20.7

14.8
16.9
10.6
26.8
215

26.6
14.6
13.3

24.8

13.2

16.7

58

14.1
20.2
18.6

17.2

13.3
132

8.6
18.1
14.2

0.0
18.1

114
14.4
12.3

20.3

10.2

144

76

12.3
18.3
10.0

13.3

1000 canli dogum bagina 1000 canli dogum bagina
beg yas alti 6lim hizi bebek oliim hizi
1993 1998 2003 2008 1993 1998 2003 2008
Yer
Kentsel 444 385 269 180 403 344 228 163 270
Kirsal 639 623 458 207 589 528 389 174 273
Bolge
Bati 433 331 276 117 408 307 212 94 293
Giliney 523 382 237 221 483 290 237 221 268
Orta 60.5 488 270 201 542 436 211 190 290
Kuzey 396 457 536 106 379 406 402 106 155
Dogu 628 633 417 277 561 555 376 229 314
Annenin 6grenimi
Yok 667 643 533 196 598 572 464 147 265
ilkokul 553 464 295 187 509 398 243 171 318
Ortaokul 154 271 205 189 154 241 178 170 120
yadadaha
yiksek
Anadil
Tiirkce 68.4 53.1 448 276 627 458 406 239 31.9
degil
Tirkge 479 444 270 150 43.8 39.0 216 134 257
Varlik gruplari
Varlik 845 678 478 236 749 563 398 205 317
grubu 1
Varlik 180 207 116 114 180 207 87 95 9.0
grubu 5
Annenin saglik sigortasi
SSK 442 387 231 172 417 364 191 157 284
YesilKart 270 701 498 263 270 607 417 228 270
Yok 602 516 367 149 540 433 317 116 263
Toplam 527 471 332 189 482 411 282 166 271
Veriler yazarin 1993, 1998, 2003, ve 2008 Tiirk Nifus ve Saglik Arastirmasi verilerinin analizidir (ek referans 12-15 ve
ek s 2-13). Numune etilt yilindan dnceki 5 yil icinde dogmus gocuklardan olugsmaktadir. SSK=Sosyal Sigortalar Kurumu.
Tablo 6: 5 yas alti mortalite, bebek 6liim hizi, ve neonatal mortalite oranlari (1993-2008)

diismiistiir. Neonatal 6liim hiz1 1993 ile 2008 arasinda da
ayn1 sekilde diigiis gostermis, , 1993 yilinda 1000 canl
dogumda 27.1 iken 2008 yilinda 13.3’e diigmiistiir. 1993
yilinda neonatal 6lim hiz1 kuzey bdlgesinde 1000 canli
dogumda 15.5 iken 2008 yilinda sifir olmustur. Dogu
bolgesinde, bu oran 1000 canli dogumda 31.4 iken 2008
yilinda 18.1 olmustur (tablo 6).

Hane o6zelliklerinin ve saglik sigortasinin anne ve gocuk

sagligi hizmetlerine erisim ile 5 yas alti ve bebek 6liim hizlar
lizerindeki etkileri

SDP ve GSK’nin anne ve ¢ocuk sagligi ile 5 yas alt1 ve
bebek 6lim hizlar1 {izerindeki etkilerini belirlemek igin,
Niifus ve Saglik Arastirmasi analizimizi genislettik ve
hane sartlariyla kullanim oranlar1 arasindaki iliskilerin
zamanla zayiflaylp zayiflamadigimmi goérmek igin, hane
sosyo-ekonomik ve cografi 6zelliklerini (6rnegin kirsala
kars1 kentsel; Tiirkiye bolgesi; yilizde onluk gelir dilimi;
annenin Ogrenimi; ve annenin anadilinin Tiirkg¢e olup
olmamasi) ve hane diizeyinde saglik sigortasina erigimi
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Sekil 13: Anne ve ¢ocuk saghgr hizmetlerine erigim, 1993-2008

(A) Dogum &ncesi viziteler (bir hekim ya da hemsire/ebeye en az bir kere bir dogum éncesi bakim vizitesi yapmis kadinlarin %si). (B) Bir saglik kurulusundaki
dogumlarin orani. (C) Asilama alimi. Veriler yazarin 1993, 1998, 2003 ve 2008 Tiirk Niifus ve Saglik Aragtirmas verilerinin analizidir (ek referans 12-15 ve ek s 2-13).

kontrol ederek, ¢ok degiskenli bir regresyon analizi
yaptik. Eger sigortaya erisim hizmetlere erigimi
etkiliyorsa, zamana bagli olarak hane 0zelliklerinin
zayiflamasi ve saglik sigortasinin (Yesil Kart kapsami)
artmast beklenir. Bu ¢ok degiskenli regresyon analizini
1993,1998,2003 ve 2008 Niifus ve Saglik Aragtirmasinin
dort kesitinde yaptik (bakiniz tablo 7).

Tablo 7 annenin siirenin %16,1’inde dogum Oncesi
bakim aldig1 gebeliklerden dogma olasilignin taban
diizeyinde oldugu en dezavantajli ¢ocuk grubunun
(regresyonda  sabit  terimle temsil  edilmistir)
gostermektedir ve bu deger bu ¢ocuk grubu i¢in 2003
yilinda %254 olasilik iken yiikselerek sadece bes yil
sonra, 2008 yilinda %74.9 olmustur. Bu regresyonlarda
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Sekil 14:5 yas altiveinfantmortalitesi, 1993-2008

(A) 1000 canli dogum bagina 5 yas alti mortalite oranlari. (B) 1000 canli dogum basina infant mortalitesi oranlari. Veriler yazarin 1993, 1998, 2003, ve 2008 Tiirk Nifus

ve Saglik Arastirmasi verilerinin analizidir (ek referans 12-15 ve ek s 2-13).

Tirkiye’'nin dogusunda yasamak dahil edilmemis bir
referans kategorisidir: 1993 yilinda bati Tiirkiye’de
dogan bir ¢cocugun, annenin dogum Oncesi bakim aldigi
bir gebelikten dogmus olma olasilig1 yiizde 25.9 puan
daha fazladir.

2008 yilinda, Bati Tirkiye’deki bir ¢ocugun,
annenin dogum Oncesi bakim aldig1 bir gebelikten
dogmus olma oran1 Dogu Tirkiye’deki  bir
¢ocugunkinden sadece yiizde 44 puan daha fazladir.
Bir annenin aldig1 egitim daha Onceki yillarda dogum
6ncesi bakim almasinin en dnemli belirleyicilerinden biri
olmaktadir: Ornegin, ortaokul ya da daha yiiksek
egitim almig bir kadinin dogum o&ncesi bakim almasi
olasilig1 hi¢bir resmi O0grenim goérmemis bir kadinin
dogum oOncesi bakim almasi olasiligindan 1993
yilinda ylizde 20.7 puan fazladir ve 2003 yilinda
ylizde 20.3 puan fazladir. Bununla birlikte, 2008 yilinda,
bir kadinin 6grenim durumu ile dogum Oncesi bakim
almasi arasindaki iligki ¢ok daha zayiftir; ortaokul ya da
daha yiiksek egitim almis bir kadinin dogum Oncesi
bakim almasi olasilig1 higbir resmi dgrenim gérmemis
bir kadinin dogum o&ncesi bakim almasi olasiligindan
2008 y1linda sadece yiizde 7.6 puan fazladir.

Ayni sekilde, fakirlik durumu (Nifus ve Saglk
Aragtirmasi verilerinde en fakir varlik diliminde olanlar

bu kategoriye dahil edilmistir) ile dogum 6ncesi bakim
kullanimi1 arasindaki iligki de 2008 yilinda zayiflamistir.
En ist dilimdeki bir hanede dogmus bir ¢ocugun,
annenin dogum Oncesi bakim aldig1 bir gebelikten
dogmus olma olasiligr en fakir dilimde dogmus olma
olasiligindan 1993 yilinda yiizde 26.1 puan fazladir. Bu
iliski 2003 yilina kadar slirmiis ve pozitif kalmistir.
2003 yilinda, regresyonda en {iist dilimde olma katsayist
25.3’tlir (yani en {st dilimde olan bir ¢ocugun
annesinin dogum Oncesi bakim aldig1 bir gebelikten
dogmus olma olasilig1 en alt dilimde olan bir ¢ocugun
annesinin dogum oncesi bakim aldigi bir gebelikten
dogmus olma olasiligindan 2003 yilinda yiizde 25.3
puan fazladir). Ancak, en ist dilimde olma katsayisi
2008 yilinda azalarak 9.0 olmustur.

Dogum sirasinda saglik hizmeti kullanim1 degiskenleri
icin benzer sonuglar bulduk (tablo 7). 1993 yilinda, en
dezavantajli ¢ocuk grubu (yani saglik sigortast olmayan
ve Dogu Tiirkiye’nin kirsal alanlarindaki en fakir yiizde
onluk varlik dilimindeki hanelerde yasayan, annelerinin
anadili Tiirkge olmayan ve anneleri hi¢bir resmi egitim
almamis olanlar) i¢in, bir devlet kurumunda ya da 6zel
kurumda dogmus olma olasiligi istatiksel anlamlilik
olarak sifirdan farkli degildir. Ancak, 2008 yilinda, bu en
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Saglik personelinin bulundugu antenatal vizitler

Bir saglik kurulugsunda dogum

Asilanma (hepsi)

1993 1998 2003 2008 1993 1998 2003 2008 1993 1998 2003 2008
Sabit (gikarilan 0.161* 0.150* 0.254* 0.749* 0.027 0.214* 0.243* 0.500* 0.216* 0.165* 0.057 0.399*
kategoriler igin
ortalama)
Yer:
Kirsal Gikarildi Gikarildi Cikarildi Gikarildi Gikarildi Cikarildi Cikarildi Gikarildi Gikarildi Gikarildi Cikarildi Gikarildi
Kentsel 0.044t 0.044t 0.096* NS 0.149* 0.050* 0.099* 0.052* 0.108* 0.015 0.153* NS
Bolge:
Dogu Gikarildi Cikarildh Gikarildi Cikarildi Cikarildh Cikarildi Gikarildi Cikarildh Cikarildi Gikarildi Cikarildh Gikarildi
Bati 0.259* 0.177* 0.088* 0.044* 0.180* 0.121* 0.085* 0.055* 0.128t 0.072 0.057 0.138*
Gliney 0.241* 0.157* 0.118* 0.061* 0.114* NS 0.040t 0.067* 0.226* 0.238* 0.128t 0.137¢
Orta 0.086* 0.108* 0.058* 0.034* 0.122* 0.113* 0.078* 0.046* NS 0.167* 0.080 0.124t
Kuzey 0.144* 0.090* 0.057* 0.041* 0.187* 0.136* 0.072* 0.059* NS 0.183f 0.097 0.117%
Annenin 8grenimi:
Yok Cikarildi Cikarildi Cikarildi Cikarildi Cikarildi Cikarildi Cikarildi Cikarildi Cikarildi Cikarildi Cikarildi Cikarildi
ilkokul 0.143* 0.177* 0.149* 0.053* 0.137* 0.121* 0.191* 0.115* NS NS 0.216* 0.092%
Ortaokul ya da 0.207* 0.247* 0.203* 0.076* 0.155* 0.186* 0.191* 0.112* NS NS 0.192* NS
dahayiiksegi
Anadil
Tirkge degil Gikarildi Gikarildi Gikarildi Cikarildh Cikarildi Gikarildi Cikarildi Gikarildi Cikarilh Cikarildi Cikarildi Cikarild
Tiirkge NS 0.051F 0.074* NS 0.154* 0.206* 0.172* 0.138* 0.188* 0.160* 0.056 0.024
Refahgostergesi:
Varlik grubu 1 Cikarildi Gikarildi Cikarildi Cikarildi Cikarilh Gikarildi Cikarildi Gikarildi Gikarildi Cikarildi Gikarildi Cikarildi
Varlik grubu 2 0.097* 0.125* 0.169* 0.065* 0.066* 0.108* 0.087* 0.111* NS 0.028 0.074 0.095%
Varlik grubu 3 0.191* 0.244* 0.228* 0.105* 0.148* 0.169* 0.142* 0.117* NS 0.172* 0.088 0.189*
Varlikgrubu 4 0.258* 0.268* 0.254* 0.088* 0.216* 0.183* 0.153* 0.104* 0.117% 0.201* 0.154* 0.171%
Varlik grubu 5 0.261* 0.309* 0.252* 0.088* 0.219* 0.200* 0.154* 0.059t 0.127% 0.336* 0.192* NS
R? 0.246 0.274 0.298 0.085 0.277 0.276 0.319 0.192 0.166 0.136 0.213 0.092
Gozlemler 3516 3392 4331 3747 3516 3392 4331 3747 710 699 802 802

Veriler yazarin 1993, 1998, 2003, ve 2008 Tiirk Niifus ve Saglik Arastirmasi verilerinin analizidir (ek referans 12-15 ve ek s 2-13). Numune etiit yilindan énceki 5 yil iginde dogmus ¢ocuklardan olusmaktadir.
Bagimli degiskenler ikili degiskenlerdir; olay gergeklesmisse 1 dederi alirlar, olay gergeklesmemisse 0 degeri. Referans kategoriler sunlardir: Sigortali olmama, kirsalyer, dogu bélgesi, annenin hig dgrenim
gormemis olmasl, anadilin Tirkge olmamasi ve varlik grubu 1. Numune ilk i analiz igin 5 yas alti gocuklar ve agilama igin 12 aylik ve 24 aylik arasindaki cocuklari icermektedir. Tam olarak agilanmis bir cocuk su
asilar olmustur: BCG; difteri- tetanoz—bogmaca 1, 2, ve 3; polio 1, 2, ve 3; ve kizamik. Hanenin saglik sigortasi durumu igin regresyon analizi kontrolleri. NS=anlamli degil (katsayi o yil igin sifirdan anlamli bir
sekilde farklt). *p<0.01. tp<0.05. £p<0.1.

Tablo 7: Anne ve gocuk saghgi hizmetlerinin kullanimi—gok degigkenli regresyon analizi sonuglari (lineer olasilik modeli)
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dezavantajli ¢ocuk grubu igin bu olasilik %50’ye ¢ikt1.
Yine, Bat1 Tiirkiye’de olmak, kirsal alanda olmak ve en
zengin varlik grubu i¢inde olmak i¢in kismi korelasyon
katsayisinin zamanla azaldigmi bulduk. 2008 yilinda, en
zengin varlik grubundaki bir c¢ocugun bir saglik
kurumunda dogmus olmasi olasiligi, en fakir varlik
grubundaki bir gocugun bir saglik kurumunda dogmus
olmasi olasiligindan sadece yiizde 5.9 puan daha fazladir,
Ote yandan sadece bes yil dnce bu deger, ylizde 154
puandir (tablo 7).

Uzman saglik personelinin  hazir bulunmasiyla
dogmus olma olasilig1 da zamanla iyilesmistir. Genel
olarak, gebelik ve dogum sirasinda saglik hizmetlerinin
kullanimina yonelik tiim degiskenler i¢in, ¢ocuklarin
dogdugu sartlar arasindaki iligskinin, varlik ve yere bagl
olmaksizin, hizmetlerin haneler ve ¢ocuklar tarafindan
daha fazla erisilebilir kilinmasmin bir sonucu olarak,
zaman i¢inde hizmetlerin asil kullanimi ile baglantisinin
zayifladigini bulduk (tablo 7). Ek s 19°da lineer olasilik

modeli regresyon analizinin sonuglari ayrintili olarak
verilmektedir.

Saglam bir kontrol olmasi ic¢in, ayni regresyon
analizini lojistik bir regresyon fonksiyon formu ile ve
hizmetleri kullanan ¢esitli popiilasyon kategorileri
(6rnegin kirsal/kentsel, 6grenim diizeyi, refah gostergesi)
i¢in tahmini olasilik oranlariyla yeniden denedik. Olasilik
oranlari, lineer olasilik modelindekilere benzer bulundu.
Lojistik regresyonda en avantajli grubu regresyondan
¢ikardik ve dezavantajli gruplarin olasilik oranlarini1 bu
avantajli referans grupla karsilagtirdik. Lineer olasilik
modelindeki bulgulara uygun olarak, kirsal hanelerin
saglik hizmetlerini kullanma olasiligimm zamanla
arttigimi  bulduk (6zellikle 2003 ile 2008 arasinda).
Ayni sekilde, diisiik 6grenim diizeyli (hi¢bir resmi
O0grenim gdrmemis) kadmlarm bir saglik kurumunda
dogum yapma ya da dogumlarinda egitimli personelin
bulunmas: olasiiginin  zamanla arttigimni  bulduk.
Ornegin, 1993 yilinda, ortaokul ya da daha yiiksek bir
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Bes yas alti 6liim hizlan Bebek 6liim hizlari
1993 1998 2003 2008 1993 1998 2003 2008

Cikarilan kategoriler icin ortalama (Sabit) 0.089* 0.085* 0.058* 0.037* 0.081* 0.072* 0.050* 0.032*
Sagliksigortasi:

Yok Cikarildi Cikarildi Cikarildi Gikarildi Gikarildi Cikarildi Cikarildi Gikarildi

SGK NS NS NS NS NS NS -0.001 NS

YesilKart NS NS 0.021t NS NS NS 0.018% NS

Ozel NS NS NS -0.025* NS NS NS -0.022*
Yer:

Kirsal Cikarildi Cikarildi Cikarildi Gikarildi Gikarildi Gikarildi Gikarildi Gikarildi

Kentsel NS NS NS NS NS NS NS NS
Bolge:

Dogu Gikarild Cikarildi Cikarildi Gikarildi Gikarildi Gikarildi Gikarildi Cikarildi

Bati NS -0.025¢% NS NS NS NS NS NS

Gliney NS -0.023% NS NS NS -0.025t NS NS

Orta NS NS NS NS NS NS NS NS

Kuzey NS -0.028% NS NS NS -0.023% NS NS
Annenin 6grenimi:

Resmi 6grenim yok Cikarildi Cikarildi Cikarildi Gikarildi Gikarildi Gikarildi Gikarildi Cikarildi

ilkokul NS -0.024% -0.020t NS NS -0.026t -0.016% NS

Ortaokul ya da daha yiksegi -0.023% -0.028% -0.024t NS NS -0.030t -0.018% NS
Anadil

Turkge degil Gikarildi Cikarildi Cikarildi Gikarildi Gikarildi Gikarildi Gikarildi Gikarild:

Tirkce NS 0.021% NS NS NS 0.021% NS NS
Refah gostergesi:

Varlik grubu 1 Gikarildi Gikarildi Cikarildi Cikarildi Gikarildi Cikarildi Gikarildi Cikarild

Varlik grubu 2 -0.039* NS NS NS -0.034* NS NS NS

Varlik grubu 3 -0.0311 NS NS NS -0.0241 NS NS NS

Varlikgrubu 4 -0.048* NS NS NS -0.043* NS NS NS

Varlik grubu 5 -0.056* -0.028% -0.020t NS -0.048* NS -0.017t NS
Gozlemler 3638 3474 4483 3852 3638 3474 4483 3852
R? 0.013 0.010 0.011 0.003 0.011 0.009 0.010 0.003
Veriler yazarin 1993, 1998, 2003, ve 2008 Tiirk Niifus ve Saglik Arastirmasi verilerinin analizidir (ek referans 12—15 ve ek s 2-13). Bagimli degiskenler ikili degiskenlerdir; olay
gerceklesmisse 1 degeri alirlar, olay gerceklesmemisse 0 degeri. Referans kategoriler sunlardir: Sigortali olmama, kirsal yer, dogu bolgesi, annenin hig 6grenim gormemis
olmasi, anadilin Tiirkge olmamasi ve varlik grubu 1. Numune etit yilindan énceki 5 yil iginde dogmus gocuklardan olusmaktadir. NS=anlamli degil (katsayi o yil iin sifirdan
anlamli bir sekilde farkli). *p<0.01. tp<0.05. $p<0.1.
Tablo 8: Begyas alti 6liimlerive bebek dliimleri—gok dediskenli regresyon analizi sonuglari (lineer olasilik modeli)

ogrenim gormiis bir kadinla karsilastirildiginda, higbir
resmi 0grenim gérmemis bir kadinin yaptigi dogumda
egitimli personel bulunmasi olasiliginin 0.317 olmustur.
Bu olasilik daha fazla 6grenim gormiis gruba kiyasla,
2008 yilinda 0.709’a ¢ikmustir. Ayni sekilde, asilamalar
icin, kirsal alanlarda ve Tiirk¢e konusmayan anneler
arasinda, asitlamalarmn tamamlanmasi olasiligi 1993
yilinda 0.584 ve 0.432 olmus, 2008 yilinda ise artarak
anlamlilik agisindan 1 degerinden farkli olmayan bir
diizeye gelmistir. Dolayisiyla, 2008 yilinda, bu
dezavantajli gruplarin tam bir agilama almis olmalarinin
olasiligr  &rneklemdeki avantajli  gruplarla aymidir
(lojistik regresyon analizi sonuglar1 ve olasilik oranlari
i¢in bakimiz ek s 20).

Hane karakteristiklerini kontrol eden ve 1993, 1998,
2003 ve 2008 yillarinin verilerinin kesitleri igin 5 yas alt1

ve bebek hizlar1 olasiliklarini  tahmin eden ¢ok
degiskenli regresyon analizi sonuglari, ¢ocuk durumu
degiskenlerinden higbirinin (6zel saglik sigortasina erisim
disinda) 2008 yilinda diisiik 6liim hizlartyla anlamlilik
acisindan baglantili olmadigimi goéstermektedir. 1993
yilinda ve hatta 2003 yilinda 5 yas alt1 ve bebek 6liim
hizlarmin 6nemli belirleyicilerinin annenin 6grenim
durumu ve hanenin varlik grubu olmasma karsin
(1993 yilinda en iist yiizde onluk dilimdeki ve annesi
ortaokul ya da {istii 6grenim gérmiis bir ¢ocugun 5
yasindan O6nce 6lmesi olasiligi yiizde 7.9 puan daha
azdir), bu degiskenlerle cocuk 6lim hizlar arasindaki
iliskinin 2008 yilinda pratikte sifira diigtiigiinii bulduk.
Lineer olasilik modeli ile kurulmus c¢ok degiskenli
regresyon analizi sonuglar1 ek s 21-22°de tablo 8
ile verilmistir. Saglam bir kontrol olmasi amaciyla,
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Antenatal Birsaglik Saghk Agilanma Besyasalti  Bebek
vizitler kurulugsunda personelinin  (hepsi) 6liim 6lim
dogum bulundugu hizlan hizlan
dogumlar
Yil etkiler (arz tarafi)
1993 yili Cikarildi Gikarildi Cikarildi Cikarildi Cikarildi Cikarildi
1998 yili 0.011 0.134* 0.103* -0.160" -0.005 -0.008
2003yl 0.108* 0.181* 0.117* -0.104* -0.022* -0.021*
2008yl 0.355* 0.325* 0.235* 0.092f -0.030* -0.028*
Saglik sigortasi (talep tarafi)
Yok Cikarildi Cikarilh Gikarildi Gikarildi Gikarildi Gikarildi
YesilKart -0.106 -0.015 0.099 -0.375t -0.041 -0.034
(in 1993)
Yesil Kart ile Yl arasindaki etkilesim
1998'de 0.193t 0.133 0.001 0.361t 0.045 0.042
YesilKart
2003'te 0.125¢ 0.117 -0.039 0.364t 0.061t 0.051%
YesilKart
2008'de Yesil 0.215* 0.092 -0.001 0.4421 0.028 0.022
Kart
Hane Dahil Dahil Dahil Dahil Dahil Dahil
Ozellkleri
Gozlemler 8302 8302 8302 1610 8583 8583
R? 0.237 0.255 0.240 0.165 0.011 0.010

Veriler yazarin 1993, 1998, 2003, ve 2008 Tiirkiye Nifus ve Saglik Arastirmasi verilerinin analizidir (ek referans 12-15 ve
ek s2-13). Bagimli degiskenler ikili degiskenlerdir; olay gerceklesmisse 1 degeri alirlar, olay gerceklesmemisse 0 degeri.
Regresyona dahil edilen fakat burada gosterilimeyen diger bagimsiz degiskenler sunlardir: Yer, bélge (bes diizey), annenin
dgrenimi (Ui diizey), anadil, varlik gruplar (bes diizey) ve sabit terim ilk ti¢ bagimli degisken icin numuneler 5 yas alti
cocuklari kapsar. Numune 5 yas alti 6lim hizi igin son 5 yil iginde dogmus olan gocuklari ve asilama igin 12 aylik ve 24
aylik arasindaki gocuklari icermektedir. Tam olarak asilanmig bir gocuk su agilar olmustur: BCG; difteri- tetanoz-bogmaca
1,2, ve 3; polio 1, 2, ve 3; ve kizamik..* p<0.01. T p<0.05. § p<0.1.

Tablo 9: Genel saglik kapsaminin ve Saglikta Doniigiim Programinin hizmet kullanimi, bes yas alti ve
bebek 6liim hizlari iizerindeki etkileri—Gok degiskenli regresyon analizi(lineer olasilik modeli)

sonuglari

118

lojistik regresyon analizi yaptik ve bulgulari olasilik
oranlari olarak ek s 23-24’te verdik.

SDP ve GSK’nin anne ve ¢ocuk saghgi hizmetlerine erigim, 5 yas
alti ve bebek dliim hizlari iizerindeki etkileri

SDP, GSK’y1 gerceklestirmek icin kapsamli arz tarafi ve
talep tarafi miidahaleleri getirmistir. Talep tarafinda, Yesil
Kart programi katkisiz saglik sigortasi programlarini, en
fakir ylizde onluk dilimler i¢in saglik sigortasina erigimin
artirilmasini,  yararlarin ~ genigletilmesini  ve  masraf
paylasiminin azaltilmasim basariyla hedeflemistir.  Ulke
capinda birinci basamak saglik hizmetleri ve hastane
hizmetlerinin yayginlastirilmas1 sigortali  vatandaglarin
saglik hizmetlerine erisimini iyilestirmistir.

Turkiye Niifus ve Saglik Arastirmast verilerinin
havuzlanmis kesitleriyle farkliliktaki farklar tahminleri
yaparak, anne ve ¢ocuk sagligi kullanimi, 5 yas alt1 ve
bebek oOliin hizlart {izerinde SDP dahilindeki talep
taraft ve arz tarafi miidahalelerin goreceli O6nemini
degerlendirdik ~ ve  bunlar1  saghik  sisteminin
performansinin izlenmesi i¢in kullandik. SDP’nin arz
taraft etkileri regresyonlarda 2008 i¢in y1l etkisi olarak
siniflandirildi (web ek s 2—13).

Arztarafietkileri

Tim anne sagligr hizmeti kullanim1 degiskenleri igin,
2008 yili igin giiglii ve anlamli yil etkileri oldugunu
gosterdik (tablo 9). Tiim hane 6zellikleri kontrol edildiginde,
bilgileri 2008 yilinda toplanan bir ¢ocugun annesinin
gebelik sirasinda dogum o6ncesi bakim almig olmasi
olasiligi 1993 yilindaki bir ¢ocugunkinden ylizde 36.1
puan daha fazladir. Bu gocugun bilgileri 1993 yilinda
toplanmis bir c¢ocuga kiyasla, bir saglik kurumunda
dogmus olmas1 olasilig1 ylizde 33 puan daha fazladir ve
dogumunda uzman saglik personeli bulunmasi olasiligi
ylizde 24 puan daha fazladir. 1998 ve 2003 igin de yil
etkileri anlamli olmasia karsin, 1993 yili tabam ile
karsilagtirildiginda, 2008 yilinda dogmus olma igin
korelasyon katsayisi en fazla artis1 gostermistir. Asilama
kapsami, 5 yas altt ve bebek Olim hizlar i¢in de
2008’de anlamli  y1l etkileri oldugunu bulduk.
Aslinda, 1998 ve 2003 sirasinda, asilama ¢iktilarindaki
sapmalar nedeniyle, bu yillarda agilama alimi i¢in negatif
korelasyon Kkatsayilar1 vardir, halbuki 2008 i¢in bu
pozitiftir. Tum diger ¢ocuk ve hane Ozellikleri kontrol
edildiginde, verileri 2008 y1linda toplanan bir ¢ocugun 1
yasinda eksiksiz bir agilama dizisi almis olmasinin
olasiligi, verileri 1993 yilinda toplanmis olan bir
cocugunkine kiyasla, yiizde 10 puan daha fazladir. Ayni
zamanda bu c¢ocugun 1 yasindan once Olme olasiligi
ylizde 2.9 puan daha azdir ve 5 yasindan 6nce Olme
olasilig1 yiizde 3.2 daha azdir (tablo 9).

Talep tarafi etkileri

Yesil Kart ile 2008 yili degiskenleri arasindaki iliski,
dogum oOncesi bakim ve asilamalar igin anlamlidir
(tablo 9). Bu bulgu; Yesil Kart varliginda ve 2008
yilinda saglik hizmetlerinin yayginlastirilmasidan
sonra, hane halklarinin anne ve ¢ocuk saglig
hizmetlerinden yararlanma olasiliginin daha fazla
oldugunu gostermektedir.

1993 taban yilinda tek bagina Yesil Kart etkisini
degerlendirmek i¢in ¢ok degiskenli analiz kullandigimizda,
programin tek basina etkisinin bu ¢iktilar ve kullanim
gostergelerinin - ¢ogu  {lizerindeki etkisinin anlamli
olmadigini bulduk (tablo 8 ve 9). Asilamalar i¢in, negatif
bir korelasyon katsayis1 bile bulduk. Dolayisiyla,
kullanim tizerindeki bir etkinin talep tarafindaki erisimin
iyilesmesi sonucu oldugu disiiniilse de -Yesil Kart
programi ile- bu etki, Yesil Kart ile ilgili anlaml
katsayilar buldugumuz ve SDP ile hizmet sunumunun
arttigl 2008 yili degiskenleri ile iliskilendirildiginde arz
tarafi miidahalelerin varliginda daha giiglitydii. (tablo 9).

GSK ve SDP’nin kullanict memnuniyeti iizerindeki etkisi

Tirk Standartlart Enstitiisiiniin - yaptigi  yilik  yasam
memnuniyeti arastirmalart iizerinde yaptigimiz analiz,
2003 yilindan sonra (arastirmalarm basladigr yil),
kullanicinin saglik hizmetleri konusundaki memnuniyeti
onemli artig gostermistir. 2003 yilinda, niifusun sadece
%39.5 kadari
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saglik hizmetlerinden memnundu, oysa 2011 yilinda bu
oran artarak %75.9 olmustur.

Saglik hizmetleri konusundaki memnuniyetteki artis,
sosyal sigorta, Ogrenim, yasalar ve yasama ve kamu
giivenligi ve diizeni konusundaki memnuniyeti geride
birakmistir. Oysa 2003 yilinda diger kamu hizmetleriyle
kiyaslandiginda, niifusun saglik hizmetleri konusundaki
memnuniyeti en diisiik diizeydeydi, 2011 yilinda, sosyal
sigorta (ylizde 21.4 puan), 6grenim (ylizde 15.5 puan),
yasalar ve yasama (ylizde —6.8 puan), ve kamu giivenligi
ve diizeni (yiizde 21.5 puan) konularindaki memnuniyete
kiyasla, niifusun saglik hizmetleri konusundaki
memnuniyeti en fazla diizeyde artt1 (yiizde 36.4 puan).
2011 yilinda, saglik hizmetleri memnuniyetin en yiiksek
oldugu kamu giivenligi ve diizeni hizmetleriyle benzer
memnuniyet diizeylerine gelmisti (sekil 15).

Tartisma

SDP, Tiirkiye’de GSK’y1 ger¢eklestirmek i¢in gosterilen
60 willik cabayr hizlandirmistir. Kendini adamis bir
doniisiim ekibinin siirekli liderliginde, Tiirkiye, kilit saglik
sistemi fonksiyonlarinda  degisiklikleri  basartyla
gerceklestirdi: Organizasyon ve idare, finansman, kaynak
yonetimi ve hizmet verme. Bu degisiklikler Tirk saglk
sisteminin kars1 karsiya oldugu ii¢c ana problemin
¢Ozlimiine yardimci oldu: Yetersiz ve hakkaniyetsiz saglik
finansmani; yetersiz ve hakkaniyetsiz dagitilmis saglik
altyapist ve saglik insan kaynaklart (ve bunun sonucu
olarak saglik hizmetine erisimde hakkaniyetsizlik); ve
saglik ¢iktilarindaki hakkaniyetsizlikler.

Yaptigimiz analiz, SDP tarafindan  desteklenen
GSK’nin saglik sigortasi kapsamini 6zellikle niifusun en
fakir yiizde onluk dilimi i¢in genislettigini ve mali riske
karst koruma sagladigini gostermektedir. GSK, kilit
anne ve g¢ocuk sagligi hizmetlerinin kullaniminda
ozellikle en dezavantajli niifus gruplart i¢in Snemli
iyilesmeler getirmistir ve Ozellikle sosyo-ekonomik
acgidan dezavantajli niifus gruplarinda 5 yas alti, bebek
ve neonatal Olim hizlarmin azalmasina yardimci
olmustur. Saglik Bakanliginin yeni verileri hizmete
erisimde 5 yas alti, bebek ve neonatal 6liim hizlarinda
iyilesmeye yonelik olarak yaptigi Niifus ve Saglik
Arastirmas1 analizinde gosterilen iyilesmelerin 2008
sonrasinda da devam ettigini gdstermektedir.” Saglik
Bakanlig1 2003 ile 2013 yillar1 arasindaki (yani SDP’nin
uygulandigi yillar) iyilesmelerin niceligini belirlemek
icin 2013 yilinda yeni bir Niifus ve Saglik Arastirmasi
yapmay! planlamaktadir. Tiirkiye oOrnegi GSK’nin
saglik sistemi amaglarma erisme ve hakkaniyeti
iyilestirme konularinda bir platform olarak etkiligini
acikca gostermektedir. Sonuglarimiz GSK’nin saglik
sisteminin tim amaglar tizerindeki niceliksel ve yararl
etkileri olduguna isaret etmektedir: Saglik diizeyinin ve
dagiliminin iyilestirilmesi, daha iyi mali koruma igeren
ve adil finansman ve kullanic1 memnuniyetinin artmasi.
2003 yilindan bu yana, saglik hizmetleri konusundaki
toplum memnuniyeti kararli bigcimde artmis ve tiim diger
kamu hizmetlerinden duyulan memnuniyeti geride

Ogrenim
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——  Kamu giivenligi ve diizeni
~—Sosyal Sigorta

80- — Saglk
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Sekil 15: Tiirkiye'de saglik hizmetlerinden ve diger kamu hizmetlerinden memnuniyet, 2003-2011

Veriler referans 24'ten alinmistir.

brrakmistir. Bu basarilar1 miimkiin kilan, hem talep
tarafinda  (saghk  sigortas1  kapsaminin  artmasi,
yararlarinin ~ genisletilmesi ve masraf paylagiminin
azaltilmast) hem de arz tarafinda (altyapinin, saglik insan
kaynaklarinin ve saglik hizmetlerinin genisletilmesi —
ozellikle yoksullastirict harcamalari tetikleyenler olmak
lizere Ttcretsiz saglik hizmetlerinin artirilmasi,) es
zamanl1 iyilestirmeler yapilmasidir.

SDP’nin kilit basarilari
Orgiitlenme ve Yénetim

2003-2010 yillarinda getirilen yapisal degisiklikler
Tirk saglik sisteminde yonetim, finansman ve hizmet
saglama rollerinin ayrilmasmi miimkiin kilmistir; Saglik
Bakanligi yonetim gdrevlerini istlenmis, politika ve
strateji gelistirme iizerine odaklanmistir; bunun i¢in yeni
birimler kurulmustur. Saglik hizmetiyle ilgili yiiriitme
ve denetim fonksiyonlari, toplumsal ve bireysel saglik
hizmet sunumu, ila¢ ve tibbi cihaz sektorlerinin
yonetimi ile yiikiimli yeni yari- kamusal kurumlara
devredilmistir. Yeni kurulan Sosyal Giivenlik Kurumu
fon havuzlama (saglk sigortas: katkilarmm ve devlet
biit¢esinin) ve stratejik satin alma islevlerini iistlenerek,
hem kamu hem de 0zel sektér saglik hizmeti
saglayicilarla sozlesme bazinda yapilan hizmetlerin
kalitesini ve etkinligini iyilestirme {izerine odaklanmistir.
Yeni yasalar ve mekanizmalar, vatandaslarin saglik
glivencesi ve hizmeti ile ilgili haklarin1 ve saglik
sisteminden ne beklemeleri gerektigini acik bir sekilde
ifade ederek saglik hizmet saglayicilar1 ile ilgili
beklentileri konusunda giiclenmelerini miimkiin kilmistir.

Saglik sisteminin finansmani
Tirkiye’de  siirdiiriilebilir ~ ekonomik  biiylimenin
olusturdugu mali alan hitkiimetin saglik harcamalarm: 6nemli
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diizeyde artirmasini miimkiin kilmistir. 2003 yilindan
sonra, GSMH’nin bir parcas1 olarak toplam saglik
harcamalar1 %5 .3 diizeyinden artarak, 2008 yilinda %6.1
olmustur; bu miktarin hemen hemen dortte li¢li kamu
sektoriinden gelmistir. Ozel sektdriin saglik sektdriine
yaptig1 yatirimlar da artmistir. Ayrica, her biri farklh
yararlara sahip bes sigorta programinin olusturdugu
parcali ve hakkaniyetsiz saghk sigorta sistemi
birlestirilerek uyumlagtirilmis yararlar igeren, tek bir
genel saglik sigortasi programi olusturulmustur.

Bu iyilesmelere ek olarak, mali reformlarin belki de en
dikkat ¢ekici basarisi, Yesil Kart programinin hizla
genislemesi ve bir sigorta mekanizmasi1 olarak
oturtulmasidir. Bu programa kayith kisi sayis1 2003
yilinda 2.4 milyon iken 2011 yilinda 10.2 milyona
¢ikmistir.  Yesil Kart programinin en fakir niifus
gruplarini kapsama hedefi de gelismistir. 2011 yilinda, en
fakir ylizde onluk dilimin yaklasik %85°1 Yesil Kart ya da
bir bagka sigorta kurumu tarafindan kapsanmaktadir ve
en zengin yiizde onluk dilimin %96°s1 katkili sigorta
tarafindan  kapsanmaktadir.  Saglik  hizmetlerinde
hastanin masraf paylagimi da sigorta yararlanicilari igin
distirilmistiir; tcretsiz saglik hizmetleri 6zellikle ¢ok
biiyiik harcamalara neden olabilecek, yogun bakim, kalp
damar cerrahisi, bobrek diyalizi ve kanser bakimi gibi
karmasik miidahaleler igin genigletilmistir. Bunun bir
sonucu olarak, cepten yapilan harcamalar genel olarak
artmamis ve ¢ok yliiksek harcamalar azalmistir.

insan kaynaklari ve hizmet sunumu

Saglik sisteminin kapasitesinin genislemesini saglayan
SDP cergevesinde saglik personelinin sayisi neredeyse
iki katma c¢ikmistir. Universitelerin daha fazla tip,
hemsirelik ve diger mesleklerin &grencilerini almalari,
maaslarin artmasi, performans tesvikleri, saglik insan
kaynaklar1 ve saglik hizmetlerinin disaridan alimi bu
genislemenin destegi olmustur. Yeni kalifiye doktor ve
uzmanlarin zorunlu hizmeti ve hastane hekimleri
arasinda yar1 zamanli ¢aligmanin kaldirilmas: kamu
sektoriindeki personel eksikligi sikintisinin
giderilmesine yardime1 olmus ve hastanelerdeki klinik
servislerin  kapasitesini  artrmistir.  Ozel  sektor
kapasitesini ve biiylimesini yonlendiren ydnetmelikler,
kamu sektoriiniin personel ihtiyacin karsilanmasimi
saglamustir.

2002-2012 arasinda saglikta insan kaynaklari
sayisinin ikiye katlanmasma ilke c¢apinda, Ozellikle
Turkiye’nin dogusunda hizmetlerin iyilesmesi eslik
etmistir. 2010 yilinda, 81 ilde aile hekimligi merkezli
birinci basamak saglik hizmetini gelistirmek ve
oncekilerden daha genis bir hizmet yelpazesi
verilebilmesi i¢in, yaklagik 20 000 aile hekimligi ekibi
kuruldu. Simdi, hem kamusal hem de 6zel kuruluslar,
Sosyal Giivenlik Kurumu yararlanicilarina saglik hizmeti
vermektedir; tilkede mevcut kapasite ve kaynaklar daha
iyi kullanilmaktadir. Neonatal yogun bakim, acil durum
hizmetleri, hava ambulanst ve transfiizyon hizmetleri
dahil, anne ve cocuk sagligi hizmetleri gelistirilerek anne

ve yenidogan Oliimleri daha da azaltilmigtir.

Bulgularimiz 2003-2008 déneminde hizmete erisim ve 5
yag alti ve bebek Olim hizlarmm iyilestirilmesinde,
kapsamli talep tarafi (saglik sigortast) ve arz tarafi (insan
kaynaklar1 ve hizmet sunumu) degisiklilerinin es zamanli
olarak getirilmesinin  sosyo-ekonomik ve kiiltiirel
belirleyicilerden daha fazla etkili oldugunu gostermistir.

SDP ile birlikte, saglik sigortasinin niifus kapsami
artmis, sigortalilar i¢in saglik yararlanimlari genislemis ve
cepten yapilan harcamalar azalmistir. Daha fakir
kesimlerin ve Tiirkiye’'nin dogudaki ve kirsal alanlardaki
daha Onceleri az hizmet gitmis alanlarindaki niifusun
saglik hizmetleri alma diizeyi Onemli oOlgiide artig
gOstermistir.

GSK’nin daha da genisletilmesinin ve korunmasinin
oniindeki giigliikler ve firsatlar
SDP sirasinda GSK’nin gergeklestirilmesine yonelik
birgok amaca ulasilmistir, fakat yine de kazanimlari
giliclendirmek ve hakkaniyetli, etkin ve yanit verebilen bir
saglik sistemi tarafindan desteklenen GSK’y1 slirdiirmek
icin yapilmasi gereken ¢ok sey vardir. Tirkiye ve
diinya, siirdiiriilebilir kalkinmay1 vurgulayan bir Binyil
Sonrasi Kalkinma Hedefi giindemi izlerken
siirdiriilebilirlik {izerine odaklanmak ¢ok 6nemlidir.”®
SDP ve GSK’nin basarisin1 6lgecek gostergeler
olarak anne ve c¢ocuk sagligi hizmetleri iizerine
odaklandik. SDP igin Oncelikli olan bu alanlar
hakkaniyetin ve basarilarin en az oldugu alanlard; fakat
geemise doniik en giivenilir veriler de bu alanlardaydi.
Bu nokta da analizimizin en Onemli smirlamasiydi.
Kronik hastaliklar ve bunlarin tedavisiyle ilgili verilerin
zayiflig1 diabetes mellitus, yiiksek tansiyon, kalp
hastaliklari, ruhsal hastaliklar ve kanserler gibi
hastaliklara iliskin degisikliklerin sistematik analizini
engellemistir. Baska orta gelir diizeyli iilkelerde oldugu
gibi, Tirkiye i¢in de kronik hastaliklar GSK’nin bir
sonraki  agamasinda {izerinde kapsamli  sekilde
durulmast gereken ana giicliktiir.

Saglik sigortasi kapsaminin ve yararlarinin idamesi

SDP ile Tiirkiye’deki saglik sigortasi kapsami hizla
genislemistir. 2003 yilinda en fakir yiizde onluk dilimin
sadece %24’ saglik sigortas1 kapsaminda iken 2011
yilinda bu oran artarak %85 olmustur. En zengin yiizde
onluk dilim i¢in, saglik sigortas: kapsami 2003 yilinda
%90 iken 2011 yilinda artarak %96 olmustur. O
zamandan bu yana daha da genisleme olmustur; fakat
bu kapsami %100’e ¢ikartmak icin (hem Yesil Kart
programi hem de zorunlu sigorta igin) cabalarin
yogunlasgtirilmas1  gerekmektedir. Bununla birlikte,
GSK’nin %100 niifus kapsamina erigsmesiyle, istege
bagli ve ek saglik sigortasinin roliiniin netlestirilmesi
icin uygun diizenleyici sistemler gerekecektir.

Tiirkiye, 6zellikle anne ve cocuk sagligma iliskin
olarak  karsilanmamis ihtiyaclar1  karsilamak ve
hakkaniyetsizlikleri azaltmak i¢in GSK’yr etkili bir
sekilde uygulamistir. GSK’nin gelecekteki kapsami ve
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Olceginin degismekte olan saglik gereksinimlerine gore
ayarlanmasi gerekmektedir; ¢iinkii kronik hastaliklar,
ozellikle de diabetes mellitus, kanser ve ruhsal
hastaliklar artmaktadir. Saghik Bakanligmin, saghk
sisteminin mali idarecisi olarak ortaya ¢ikan giigliikleri
karsilamak amaciyla  kaynaklar1 maliyet etkin
miidahalelere tahsis etmek icin net stratejik oncelikler
belirlemesi gerekmektedir. Bilgi kapasitesi olusturma
ve stratejik politikanin yoniinii belirleme sorumluluklari
ile yeni olusturulan Saglik Bakanlig1 miidiirliikleri, ortaya

¢ikan ihtiyaglar1 belirleme ve uluslararasi en iyi
uygulamalar dogrultusunda Oncelikleri saptayabilme
agisindan  iyi  konumlandirilmislardir.  Uluslararast

deneyimlerden yararli dersler alinabilir. Ornegin roliinii
saglik  teknolojisinin  degerlendirilmesi  gérevinin
otesine, saglik ve sosyal bakim hizmeti i¢in etkili
rehber ilkelerin gelistirilmesi isine tasiyan Ingiltere
Ulusal Saglik ve Klinik Mitkkemmeliyet Enstitiisiinden
yararli dersler alinabilir.

Tamamlanmamig hakkaniyet giindemi

SDP, vatandaslarin saglik, sosyal adalet ve hakkaniyet
haklarin1 vurgulamig ve doguyla bati, fakirle zengin,
egitimliyle egitimsiz ve kentle kirsal arasindaki keskin
esitsizlikleri azaltmistir. Bununla birlikte, kadinlarin
saglik hizmetlerine erigimindeki ve anne Olim
oranlarindaki iyilesmelere karsin, kadinlar yasamin
diger sosyo-kiiltiirel yonlerinde hala esitsizliklerle
karsilagsmaktadir.””

Tirkiye, kadin saglig1 ve cinsiyete iliskin olarak, sosyo-
ekonomik gelismislik indeksinde ulagmis olmasi
gerekenin altinda kalmistir. Kadinlara 6zellikle de
kadmlarm egitimine, saglik okuryazarligina, {iireme
sagligl haklarina, sosyal giliclenmeye ve is gici
katilimina o6ncelik vermek igin g¢aba sarf edilmelidir.
Kadimlara kars1 kabul edilemez siddet durdurulmalidir.
Obezite, kalp hastaliklar1 ve kadin kanserleri hiikkiimetin
oncelikleri olmalhidir. Kadm saghiginin daha da
iyilestirilmesi ve cinsiyet esitsizliklerinin azaltilmasi
¢abalarinda, Cinsiyet Esitligi Ulusal Eylem Plan1 2008-
2013’iin gelistirilmesi 6nemli bir adimdir.

Kalite ve giivenlik

Bir sonraki asamada, GSK’nin Saglk Bakanhigmm
diizenleyici giiglerini ve Sosyal Giivenlik Kurumunun
stratejik satin alma giiciinii kullanarak, saglikta kalite ve
giivenlik iizerine odaklanmasi gerekmektedir. Her iki
kurum da net kalite parametreleri olusturmali ve iilke
capinda saglk hizmeti saglayicilarinin seffaf bir sekilde
karsilastirmasin1  istlenmelidir.  Saglik  kuruluslarinin
verdikleri hizmetlerin kalitesi hakkindaki bilgiler bu
saglayicilarla s6zlesme yapmis ve satin alman hizmetlerle
ilgili verilere sahip olan Sosyal Giivenlik Kurumu
tarafindan toplumun erisimine agilmalidir. Karsilagtirmalar
ve saglik hizmetlerinin kalitesi hakkindaki bilgilerin
topluma ac¢ilmasi vatandaslar1 giiclendirecek ve saglik
hizmeti saglayicilarmin hesap verebilirliginin artmasina
yardimei olacaktir. Saglik Bakanliginin kronik hastaliklar

dahil, saglik  hizmetlerinin klinik  kalitesinin
artirilmast i¢in 2012 yilinda baslattigl girisimler bu
yonde 6nemli bir adim teskil etmektedir.

Halk sagliginin ve saglik sisteminin kronik hastaliklarin yonetimi
konusunda yeniden canlandiriimasi

Tiirkiye, anne ve g¢ocuk sagligi ve bulasic1 hastaliklar
konusunda 6nemli iyilesmeler basarmistir; fakat Kiiresel
Hastalik Yiki 2010 analizi, tilkenin bir kronik hastalik
yiikii ile kars1 karsiya oldugunu gostermektedir; bu yiik
sakatliga ayarlanmis yasam yili ile ifade edildiginde 1990
ile 2010 arasinda %50’nin {izerinde artmistir. Sakatliga
ayarlanmig yasam yilina gore, iskemik kalp hastaliklari,
serebrovaskiiler hastaliklar, major depresif rahatsizlik ve
kanserler en bastaki hastalik tipleridir. Kanserlerin, ruhsal
rahatsizliklarin, diabetes mellitus ve kas-iskelet
bozukluklarin yiikii hizla artmaktadir. 2010 yilinda kalp
hastaliklarma, dolasim ve solunum hastaliklarina ve
kansere cesitli sekillerde katkida bulunan diyetle ilgili
risk faktorleri, sigara igme, viicut-kiitle indeksinin
yiiksek olmasi, yiiksek kan basinci, fiziksel inaktivite,
yiiksek aglik plazma glukozu, gevre kirliligi ve yiiksek
toplam kolesterol, hastalik yiikiiniin biiyiik bir boliimiini
olusturan baslica risk faktorleri olmustur.” Birbirleriyle
etkilesim iginde olan bu riskler ve kronik hastaliklar
iyilik hali, risk belirleme ve azaltma ve birinci basamak
saglik hizmetine dayali uzun siireli korumaya
odaklanmis yeni yontemlerle yonetilmesi gereken ¢oklu
morbiditeye neden olmaktadir.®

Tirkiye bu epidemiyolojik degisimden artmakta olan
kronik hastaliklar, engellilik ve hastalik riski yiiki ile
gecerken, GSK’y1 siirdiirmek igin etkin bir saglk
sisteminin olmas1 son derece Onemlidir. Gelecekteki
saglik risklerini ve kronikligi etkin bir sekilde yonetmek
icin, Turkiye’nin birinci basamak saglik hizmeti sistemini
daha da gii¢lendirmesi gerekmektedir. Aile hekimlerinin ve
hemsirelerin sayisinin artirtlmasi, personelin becerilerinin
geligtirilmesi ve birinci basamak saglik hizmeti i¢indeki
fiziksel ve teknik kaynaklarin iyilestirilmesi i¢in, iyi islev
goren sevk ve karsit sevk sistemleri olan, kapsamli bir
sistem olusturmak amactyla, ek yatirimlarin yapilmasina
ihtiyag vardir. Tirkiye’nin 6zellikle meme ve servikal
kanser, kronik hastaliklar (6rnegin hipertansiyon, kalp
hastaliklar1, diabetes mellitus ve ruhsal hastaliklar) ve
fiziksel, beslenme ve metabolik risk faktorleri igin toplum
bazli Onleme ve tarama programlarini genisletmesi
gerekmektedir.

Tirkiye, bulasict olmayan hastaliklar ig¢in ortaya
¢tkmakta olan riskleri izlemek i¢in niifus veri
sistemlerine yatirim yapmay1 diisiinmelidir. Tiirkiye,
biyolojik risklerin profilini ¢ikarmaya ek olarak, kronik
hastaliklarin ilerlemesini etkileyen fiziksel ve g¢evresel
riskleri daha iyi 6lgcmek ve yo6netmek igin sistemler
gelistirmelidir. Ulkede mobil telefon ve internet
teknolojilerinin yiiksek diizeyde mevcut olmasi, kronik
hastaliklarin kendi kendine yonetimi, 6nlenmesi ve risk
modifikasyonuna yonelik bireysel verileri elde etmek icin
firsatlar sunmaktadir.®*
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Saghk yatinmlarina devam etmek icin mali alanin

genisletilmesi

Tiirkiye’nin 2002 yilindan bu yana gerceklestirdigi siyasi
ve ekonomik istikrarin yakin gelecekte devam edecegi
goriilmektedir. Simdiye dek, Tiirkiye kiiresel ekonomik
krize karsi basariyla durmus ve saglikli bir ekonomik
biiylime gergeklestirmeye devam etmistir; bu da saglik
harcamalarmi artirmak i¢in gereken mali alani
saglamistir. Bu alan 2000 yilinda GSMH’nin %5 .4’
iken, hizla yiikselerek 2009 yilinda %6.7 olmus, bundan
sonra da 2010 ve 2011 yillarinda %6.7 degerinde sabit
kalmistir® Bununla birlikte, komsu Orta Dogu
iilkelerindeki istikrarsizliklar kaygilandiricidir. Ekonomik
volatilite riski, kiiresel ekonomik krizle, oOzellikle de
Avrupa’daki ekonomik krizle birlestiginde gercektir.
Saglik  sektoriine — siirdiiriilebilir  yatirim,  hiikiimet
vergilerinin ve gelir tabaninin korunmasini gerektirecektir.
Saglik tizerinde olumsuz etkileri olan ve tiiketimi fiyat
artiglarina karsi son derece hassas olan tiitiin ve alkol
riinleri i¢in tekrar vergi artislar1 saglik sektoriine yatirmim
artirilmasi igin ek gelirleri saglayabilir.®

Halkin beklentilerinin yonetilmesi

Saglik  sistemindeki donlisim ve vatandaslarin
haklarindaki gelismeler halkin beklentilerini artirmistir;
saglik okuryazarligi ve bilgilerin artmasiyla bunlar
muhtemelen daha da artacaktir. Hizmetlerin giivenligini
ve kalitesini artirmak icin etkin diizenlemeye ek olarak,
toplum muhtemelen hiikiimetten, Saglik Bakanligindan,
Sosyal  Giivenlik  Kurumundan, saglikk  hizmeti
saglayicilarindan  ve  saglk  sektoriindeki  yeni
aktorlerden daha fazla seffaflik ve yanit verebilirlik
bekleyecektir.

Saglik Bakanlig1 i¢in hesap verebilirlikte iyilesme ve
¢ekirdek bir mali idare sorumlulugu dncelikli olmalidir;
Bakanligin, belki de hesap verebilirlik ve yanit
verebilirlik i¢in bagimsiz bir kurum olusturma yoluyla,
bagimsizligi, nesnelligi ve seffafligi saglamasi gerekir.
Bu kurum Ingiltere’deki Kadin ve Cocuk Sagligi igin
Bilgi ve Hesap Verebilirlik konusunda Bagimsiz Uzman
inceleme Grubu®® ve Biitge Sorumlulugu Biirosu*’ gibi
yeni, etkili modelleri temel alabilir.

Saghk isgiiciindn yetistirilmesi

SDP, sozlesme yapma, yeni istthdam sartlart ve
disardan satin alma getirerek saglik isgiiciiniin hizla
genislemesini  saglamistir. Tam zamanh ¢alisma
diizenlemesi, iki isi birlikte yiiriitmeyi ortadan kaldirmis
ve kamu sektoriiniin  hastalara yarar saglama
kapasitesini gelistirmis,  ancak,  hastanelerdeki
klinisyenlerin is yiikiini artirmigtir. Artik profesyonel
gelisim  ve  aragtirma  firsatlarin1  gelistirmek,
Tirkiye’deki tim saglik hizmetlerinin  yaklasik
%83’iinli saglayan kamu sektoriinde adanmis ve iyi
egitilmis bir saglik isgiici olusturmak amaciyla
yatirimlara ihtiyag vardir.

SDP, saglk isgiicinin c¢ogunlugu tarafindan
desteklense de Tiirk Tabipler Birligi, getirilen
degisikliklerin ¢oguna karsi ¢ikmistir. Bu Birlik uzun
stireden beri Tiirk saglik sisteminde 6zel hekimligin
karsiti olmustur ve yarim zamanli caligmadaki Ozel
hekimligi kaldirarak tam zamanli calisma getiren
degisikliklere kars1 oldugunu ifade etmistir. Birlik, ayn1
zamanda SDP tarafindan getirilen birgok degisikligin
ortadan kaldirilmasini istemistir, 6zellikle de Saghk
Bakanligmin kamu sektoriinde istthdam edilen doktorlara
performans iliskili iicret olmadan, daha yiiksek sabit
maas, garantili istihdam, saglik sigortasiyla degil, genel
vergilendirmeyle 6denen ulusal bir saglik sistemi ve
hizmet sunma noktasinda bedelsiz saglik hizmeti
saglamasini istemektedir. Saglik Bakanliginin Tiirk
Tabipler Birligini politika diyaloglarina ve paydas
toplantilarina dahil etme c¢abalari her zaman basarili
olamamistir, fakat bu Orgiitiin kars1 ¢ikist doniisiim
siirecini durdurmamagtir.

Kiiresel saghkta Tiirkiye’nin rolii

2003 sonrasindaki siirdiiriilebilir ekonomik biiytimeyle,
2012 yilinda Tirkiye diinyadaki 17. biiyilk ekonomi
olmustur (nominal GSMH terimleriyle).* Tiirkiye simdi
Grup 20’nin (G20) ve E7 iilkelerinin bir {yesidir.
Diinyadaki onuncu biiyiik ekonomi olma hedefini
gerceklestirmek igin ve list diizey bir ekonomi olarak
rekabet¢i kalabilmek ig¢in, Tiirkiye’nin yenilenimleri,
bilgi liretimini ve bilgi ¢evrimini besleyen bilgi bazli bir
ekonomi gelistirmesi gerekmektedir.

Yenilenim (inovasyon) igin bir saglik sistemi

Ekonomik doniisim gegiren diger sanayilesmis iilkeler
gibi, Tiirkiye de tarim yogunluklu ve emek- yogun bir
tretim ekonomisinden endistriler olusturmak igin
yenilenime ve bilgi kiimelerine dayanan bir bilgi
ckonomisine  ge¢mektedir.*” Bu gecis siirecinde,
GSMH’nin gittikge artan bir boliimiinii ve devlet
biitgesinin biiyiik bir payn1 temsil eden saglik sektSriiniin
sadece sagligin iyilestirilmesi fayda saglayan, mali risk
korumas: ve kullanici memnuniyeti getiren bir harcama
olarak degil, Tirkiye i¢in ekonomik kalkinma ve refah
olusturan  dinamik  bir sektdr olarak  yeniden
canlandirilmas1  gerekmektedir.*** Hizmet sunumuna
yonelik bir saglik sisteminden ekonomik biiylimenin
dinamik itici giicii olan bir saglik sektoriine gecis
aragtirma, gelistirme ve yenilenim alanlarinda yatirim
gerektirir.” Tiirkiye’nin yenilenimini ve bilgi iretimini
besleyen bir ortam olusturmasi i¢in yasam bilimleri
sektoriinde yatirimlarini artirmasi, Ozellikle de yasam
bilimleri endiistrisini, tniversiteleri ve Tirk saglik
sistemini bir araya getiren, bir arastirma altyapisi
olusturmasi gerekir.**

Yasam bilimlerine yatirimin saglik personeli arasinda
arastrma ve gelistirme profilini yiikseltme c¢abalarryla
birlestirilmesi ve saglik personelinin bdylesi aragtirmalarla
ugrasmast icin tesvikler olusturmasi gerekir. Yenilenimci
ve kiiresel agidan rekabetci bir ilag endustrisinin kurulmast
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icin bilimsel bilgi birikimi gelistirme amaciyla 6nemli
yatirimlar yapilmasi gerekir. Tiirkiye’nin gii¢li liretim
ve hizmet endiistrilerine sahip oldugu géz Oniinde
bulunduruldugunda, iilkedeki baslangigtaki aragtirma
ve gelistirme c¢abalari saglik hizmetinde daha disiik
maliyetli ve etkili yenilenimler gelistirmek amact ile
saglik hizmet sunumu ve tibbi teknoloji alanlarni
hedefleyebilir.

Tiirkiye cografi yeri, gii¢lii otel ve hizmet endiistrisi,
saglik sektoriindeki yeni yatirnmlar1 ve biiyiimekte olan
o0zel sektdrli nedeniyle, sinir Stesi saghigr (saglik
turizmi) gelistirmek i¢in elverigli bir konumdadir.
Tiirkiye, zaten 2015 yili itibariyla 500 000 hasta ve gelir
olarak 7 milyar ABD$ hedefleyen Saglik Bakanlig: ile
sinir  Otesi  saglikta varligimi ispat etmistir. Saglik
turizmini tesvik i¢in, hiikiimet vergi ve arastirma ve
gelistirme tesvikleri saglayan serbest ticaret alanlari
olusturmaya karar vermistir.”®

Kiiresel saghkta lider rol

GSK’y1 getirmedeki basarist1 ve uluslararas1 saglikta
onceki deneyimleri 15181nda, Tiirkiye, bir G20 iiyesi ve bir
E7 iilkesi olarak, kiiresel saglikta 6zellikle de kalkinma,
diplomasi ve giivenlige iliskin olarak yeni bir rol edinme
firsatina sahiptir. 1992 yilindan bu yana, Saglik Bakanligi,
Basbakanlhiga bagh Tiirk Isbirligi ve Koordinasyon Ajanst
Baskanlig1i”” yoluyla, Balkanlar (Bosna-Hersek ve
Kosova),Orta Asya(Azerbaycan,Kirgizistan, Kazakistan,
Tirkmenistan, Ozbekistan, Afganistan ve Tacikistan),
Orta Dogu (Bat1 Seria ve Gazze Seridi, Misir ve Yemen)
ve Afrika’daki (Sudan, Somali ve Afrika Saglik Programi
yoluyla diger Afrika iilkeleri) iilkelerle teknik ve mali
igbirligi  konularinda  aktif olarak c¢aligsmaktadir.
Tiirkiye, esas olarak diger Tiirk ve Islam bolgeleri ya
da iilkeleriyle isbirligi yapmaktadir. Bunlara ek olarak,
Turkiye kiiresel su ve sanitasyon projelerini, ilireme
sagligt  ve altyapt programlarmi  aktif olarak
desteklemis ve depremlere, dzellikle Haiti, Endonezya,
fran ve Pakistan’a kurtarma ekipleri géndermistir. Bu
deneyimler Tirkiye’nin saglik sektériinde, 6zellikle de
GSK’ya iliskin olarak edindigi bilgi birikimi
kullanilarak kalkinmada artan bir rol almasi igin
firsatlar saglamaktadir. Ayrica Tirkiye, Suriyeli
siginmacilar krizinin etkili yonetiminden edindigi
deneyimi, ¢atismadan etkilenen bolgedeki diger
iilkelere de yayarak iilkenin diplomasi ve giivenlikteki
roliinii gliglendirebilir. Tiirkiye’nin 2006 yilindaki kus
gribi krizini etkin bir sekilde yonetmesi ve pandemi
hazirligt planlarmi® basariyla uygulamis olmasi da
kiiresel saglikta uluslararasi isbirligi ve Tiirkiye’nin saglik
ve insan giivenliginde daha aktif bir rol iistlenmesi i¢in
bir bagka platform saglamaktadir.

Alinan dersler

Arastirmacilar, gegmis ¢aligmalarda, saglik ve toplumsal
sonuglara ulasabilmek icin saglik sisteminde, iyi idare ve
politik  kararlilik, kurumlar (kurumsal bellek igin
biirokrasiler dahil), yenilenim yetenegi (6zellikle hizmet

sunumunda), halkin gereksinimlerine ve direncine
yanit verebilme kapasitesi dahil, ¢ok Onemli ¢esitli
faktorler belirlemislerdir.” GSK’ya iligkin olarak,
siyasal ekonominin Onemi iilkelerarasi yapilan
calismalarda  vurgulanmustir.  Ozellikle,  politik
kararlilik (yasal yetki olarak ifade edilen), vergi
gelirlerinin ytiikseltilebilmesi ve daha fazla demokrasi,
GSK’y1 gerceklestirmede son derece Onemli olan
GSMH’nin daha fazla bir paymin toplum saglig:
harcamalarina tahsisatini  mimkiin kilan Onemli
faktorler olarak belirlenmistir. Ayrica, kanitlar, etnik,
dinsel, dilsel ya da gelir esitsizlikleri olan bdlinmiis
toplumlarda GSK’nin  oturtulmasinin  daha zor
olacagini gdstermektedir.'*

Tiirkiye’nin GSK konusundaki deneyiminden birkag
ders ¢ikmaktadir. Bu dersler GSK’y1 siirdiirmek igin bir
sonraki donilisim asamasina dogru giden Tiirkiye igin
yararli olacaktir, fakat ayn1 zamanda GSK’ya dogru yola
¢ikmuisg iilkeler i¢in de 6nemlidirler.

Yenilik¢i bir ortamin olusturulmasi

Tirkiye’de; demografik, ekonomik, politik, sosyo-kiiltiirel
ve teknolojik faktorler dahil, birka¢ baglamsal faktoriin
etkilesimi GSK ile getirilen politika ve hizmet sunumu
yenilenimlerinin halk tarafindan Tiirk saglik sistemindeki
problemlere mesru ve zamaninda egilme olarak ele
alindig1 yenilik¢i bir ortam olusturmustur.'*~'*

Temel bir hak olarak saglik

GSK’nin insan haklarini, 6zellikle de vatandaslarin saglik
hakkimni vurgulayan ¢ekirdek ilkesi, demokrasi, egitim ve
saglik haklarinda iyilesme isteyen halkta olumlu yanki
uyandirmustir.  Insan haklarma olan bu odaklanma
muhtemelen GSK’nin mesrulugunun artmasina yardimci
olmustur ve yaygin halk destegi olusturmustur.

Politik istikrar

Tirkiye Biiyik Millet Meclisinde c¢ogunluga sahip
olmasindan dolayr Tiirk hiikiimetinin gergeklestirdigi
politik istikrar donlisiimi miimkiin kilan &nemli bir
faktor olmustur. Tirkiye Biiyiik Millet Meclisi hiikiimet
tarafindan  gelistirilen  birgok  doniligim  yasasini
yiriirliige sokmustur -yillarca devam eden, politika
uygulamada  yetersiz  kalan, hassas  koalisyon
hiikkiimetlerinin durumuyla tezat bir sekilde-. Halktan
aldig1 yetkiyle hareket eden hiikiimet, hizla uygulanan
yasalar1 ivedilikle gelistirebilmis ve yiiriirlige koymustur.
Saglik Bakanligindaki adanmis doniisiim ekibi, degisim
yoniinde bagbakanligin giiglii destegi ve Saglik Bakani ve
ist diizey yetkililerin liderligi ve stirekliligi Tirkiye
Biyiik  Millet Meclisi  tarafindan  yasalastirilan
diizenlemeleri uygulama firsati saglamistir.

Ekonomik biiyiime ve istikrar

Tirkiye’de 2003-2012 yillarinda gergeklestirilen ekonomik
istikrar ve hizli GSMH biiylimesi hiikiimetin sosyal
sektorlere yatirimi i¢in ¢ok gerekli olan mali alam
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olusturmustur. Bu biiyiime doneminde, hiikiimet, saglik
sektoriindeki harcamalar1 ve yatirimlar1 hem mutlak
hem de goreceli olarak artirabilmis, bir yandan da 6zel
sektdor yatirimlarindaki biiyiimeden faydalanmistir.
GSMH’deki stirdiiriilebilir biiylimeyle birlikte, vergi
toplamay1 iyilestirecek yeni mevzuat ve uygulamalar ve
dengeli ekonomik politikalar, vergi gelirlerinde artisi,
enflasyonda diislisii ve issizlikte azalmayr miimkiin
kilmigtir.  Hiikiimetin -~ vergi  gelirlerinin  artmasi,
ozellestirmedeki ilerlemeler ve yabancilarin dogrudan
yatirimlar1 hiikiimetin genel biitgeden Yesil Kart kapsami
icin finansman saglamasini ve birlestirilmis bir genel

saglik sigortasi programi olusturmasini mimkin
kilmistir. Istihdamin artmasi da zorunlu sigortanmn Yesil
Kart programimin &tesine biiylimesine yardimect
olmustur.

Déndisiim ekibi

SDP ve GSK i¢in ¢ok onemli bir basari faktori de
doniisiim ekibi olmustur; bu, 2003 ile 2013 arasinda,
neredeyse 10 yil birlikte olan, son derece adanmis bir
ekiptir. Bu doniisiim ekibi SDP’nin diisiiniilmesinde,
tasariminda, uygulanmasinda ve izlenmesinde aktif bir rol
ustlenmis ve doniisiim ig¢in stratejik yon, siireklilik ve
kurumsal bellek saglamistir. Bu ekip, uluslararasi
uzmanlarla ve kuruluslarla yakin iliski i¢inde ¢alismis ve
uygulamanin stratejik ve islemsel agamalar1 arasinda bir
koprii olusturmusgtur. Diizenli saha ziyaretleri; il liderleri,
yerel uygulama ekipleri ve Saglik Bakanligi arasinda
giiclii iletisim kanallar1 olusturmaya yardimct olmustur.

Liderligin siirdiriilmesi

Bulgular Bagbakandan -, Bakanlar Kurulundan ve Saglik
Bakanindan gelen yiiksek diizey destekle, liderligin
stirdiiriilmesinin SDP ve GSK’nin basarisinda onemli
oldugunu  gostermektedir. SDP’nin  tasarimi  ve
uygulanmasi sirasinda bakanlik farkliliklar1 ortaya ¢ikmis
ve biirokrasinin bazi kisimlarindan giiglii itirazlar gelmis
olsa da programin basarisi goriinlir hale geldik¢e ve
dontisiim politikalarina destek arttikca bu  farkliliklar
azalmistir. SDP ilerledikge, kabineden gelen genis ve
stirekli destek SDP’nin getirdigi degisikliklerin saglik
bakanligmnin bir girisimi olarak algilanmas1 yerine
kurumsallasmasint saglamistir. Bu genis destek, ayni
zamanda tiim politikalarda sagligin desteklenmesine
yardimci olmustur.

105

Hiikiimet iginde saghdin roliiniin artmasi

SDP’nin kilit bir 6zelligi, halkin genel yasam sartlar1 ve
kamu hizmetleri hakkindaki algisina iliskin sistematik
bilgi toplanmasina verdigi dnem olmustur. Diizenli odak
gruplar ve Tiirkiye Istatistik Kurumu tarafindan yapilan
yillik hane halki arastirmalar1 hiikiimete politikalarm:
ayarlamasi i¢in kapsamli bilgi saglamistir. 2003 yilinda
performans: tim kamu hizmetleri iginde en kotii olan
saglik hizmetleri SDP ve GSK’nin getirilmesiyle 6énemli
diizeyde iyilesmistir. Memnuniyet diizeylerinin artmasi
SDP’nin mesruiyetini de artirarak degisim i¢in yenilikg¢i bir

ortam olusturmustur ve ayrica Bakanlar Kurulunda Saglik
Bakanligmin ve Bakan’min elini de gii¢lendirmistir.
2003-2012 arasinda, Saglik Bakanligi marjinal bir
bakanlik (1980’lerde ve 1990’larda durum bdyleydi;
Saglik Bakanlig1 en zayif koalisyon iiyesine bir bakanlik
gorevi olarak sunulur ve hemen hemen her yil degisiklik
yapilirdi) olmaktan ¢ikmus, yillik biitce artiglariyla, giicli
ve iddiali bir bakanlik olmustur.

SDP’nin basarisi, saglik politikalarmin {ilke politikasini
etkilemesini saglamistir. Saglik, tiim siyasi partiler i¢in
onemli bir politik giindem maddesi halini almigtir.
SDP’den edinilen dersler baska biiyilkk hiikiimet
girisimlerine bilgi saglamak icin kullanilmistir. Bu
programin basarisi, kullanici memnuniyetinin artmasini
getirmistir ki bu da muhtemelen hiikiimetin tekrar
secilmesinde bir basar1 faktorii olmustur.

Siirekli 6grenmeyle esnek uygulama yaklasimi

Hiikiimetin benimsedigi esnek uygulama, firsat pencereleri
ortaya ¢iktikga politikalart uygulamaya koymak igin
stratejik ve taktik hamleleri birlestirmektir.'® Saghk
sisteminde daha genis kapsamli stratejik ve yapisal
degisiklikler izlendikge, bu degisiklikler saglik sisteminde
kullanict deneyimini ve memnuniyetini iyilestiren goriiniir
taktik degisikliklerle birlesmistir.

Saha koordinatorii modeli ve diizenli odak gruplart ve
saha arastrmalari, uygulama gicliklerinin  hizla
belirlenmesini saglamistir. Siirekli bilgi toplanmasi ve
bilgilerin donisiim liderligi, Saglik Bakanlhigi ve
uygulama ekipleri arasinda paylasilmast etkili iletisim
icin geri bildirim dongiileri olusturmustur. Hem yerel
hem de merkezi diizeyde yapilan ¢ok sayida goriisme
toplantisi siirekli 6grenmeyi ve iyilesmeyi beslemistir. Bu
O0grenme ortami ve esnek uygulama yaklasimi doniisiim
liderliginin bir taraftan SDP’nin stratejik ¢ercevesi i¢inde
kalirken, diger taraftan da doniisiimiin kapsamini, hizin
ve zamanlamasmi siirekli degistirebilmesine yardimci
olmustur.

Uygulama hizi

SDP’nin basarisindaki ¢ok oOnemli bir faktér de
politikalarin uygulanma hizidir. Bir karar verildikten ya
da yasa ¢ikarildiktan sonra uygulama, doniisiim ekibinin
her hafta denetledigi siki bir uygulama zaman ¢izelgesine
gore hizla ilerlemistir. Gecikmeler oldugunda, uygulama
stratejileri degistirilmis ve yerel gruplar ya da Saglk
Bakanligi  ekipleri  engelleri  belirlemek  {izere
gorevlendirilmistir. Hizli uygulama, degisikliklere karsi
organize itiraz olusmasmi engellemis ve biirokratik
direncin asilmasma yardimer olmustur. Uygulama hizi
kullanicilarin ve halkin elde ettikleri yararlarin hizla
goriilmesiyle mesruiyet kazanmistir.

Kapsamli talep tarafi dedisiklikleri ile arz tarafi déniisiimlerinin
birlestirilmesi

Tiirkiye’deki GSK deneyiminden elde edilen 6nemli bir
ders GSK’nin 6zellikle niifusun en dezavantajli kesimleri
icin genisletilmis hizmete erisime yansitilmasinda ve
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sigorta kapsammin genisletilmesinde talep tarafinda
(saglik sigortasi) ve arz tarafinda (insan kaynaklar1 ve
hizmet sunumu) kapsamli saglik sistemi degisikliklerinin
etkili oldugunun goriilmesidir.

Kanitlarimiz, sigorta kapsammin iyilestirilmesinin
erisimi  artirmasma  karsm, yararlarin arz tarafi
miidahalelerin varliginda daha gii¢lii oldugunu ve daha
iyi algilandigin1 gostermektedir. Burada 6nemli bir nokta,
sonuglarimizin  ayn1  zamanda  hizmet erigimini
iyilestirilmesinde ve 5 yas alt1 ve bebek Sliim hizlarinin
azaltilmasinda, talep tarafi ve arz tarafi degisikliklerinin
kombinasyonunun etkili oldugunu gostermesidir.

2023’e dogru: Tiirkiye Cumhuriyetinin 100. yili

Tirkiye, 2023 yilma gelindiginde, GSMH agisindan
diinyada en iist on iilkeden biri olmay1 amag¢lamaktadir.
Son GSK deneyimi goz oniine alindiginda, bu ekonomik
hedeflerin saglik hizmetleri agisindan da temsil edilmesi
gerekmektedir. Tiirkiye Cumhuriyetinin 100. yilina giden
on yila girerken, SDP sonucunda ger¢eklesen GSK,
halkin saglhigmimn ve iyilik halinin daha da iyilestirilmesi
i¢in 6nemli imkanlar saglamaktadir. Tiirkiye, 2013—-2017
icin saglik sektoriinde stratejik bir plan ve 2023 igin
hedefler gelistirmistir. Ulke vatandaslarmin saghgmi daha
da iyilestirmek amaciyla bu plan uygulanirken, Tiirkiye,
GSK’nin gergeklestirilmesi sirasinda kazanilan bilgi
birikimini ve deneyimi paylasarak kiiresel sagliga da
katkida bulunmus olacaktir. Bu, iilkenin kiiresel
ekonomik hedeflerine uygun bir roldiir.

Katkida bulunanlar

RiA, arastirma ekibini, etlit tasarimini, veri analizini ve veri
yorumlanmasini yonetmis, birinci ve sonraki taslaklari ve nihai raporu
yazmistir. SA ve ReA veri yorumlanmasina ve taslaklarin yazilmasina
katkida bulunmustur. SC, SS, MA, IG, ve SN veri analizine ve veri
yorumlanmasina katkida bulunmustur ve taslaklara katkisi olmustur.
SO,UA,BA, ve UD veri toplanmasina katki koymustur ve taslaklar
konusunda fikir vermislerdir. RiA garantordiir.

Cikar gatismasi

RiA, Saglikta Doniisiim Programi dahil, Tirkiye Cumhuriyeti, Saglik
Bakanligi danigmani olarak gorev yapmustir ve Tiirkiye’de Saglik
Bakanlig1, DSO ve Diinya Bankasi igin danismanlik gérevleri
ustlenmistir. ReA 2002 ile 2012 arasinda Tiirkiye Cumhuriyeti Saglik
Bakanlig1 yapmustir. SA 2002 ile 2009 arasinda Tiirkiye Cumhuriyeti
Saglik Bakanligi Miistesar yardimciligi yapmistir. SC Diinya Bankast igin
¢aligmaktadir ve Diinya Bankasi tarafindan fon saglanan Tiirkiye Saglikta
Déniisiim Projesinde gorev almistir. SC Medipol Universitesinde gegici
gorevdedir. SS,MA, IG, ve SN Tiirkiye Saglik Bakanligi igin analitik
danismanlik yapmuslardir. SO, UA, BA, ve UD Tiirkiye Cumhuriyeti
Saglik Bakanlig1 Saglik Arastirmalari Genel Midiirligiinde
¢aligmaktadir.
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