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Research for Health in Conflict- 
Middle East and North Africa 
(R4HC-MENA) program has been 
a five-year partnership supported 
by the UK’s Global Challenges 
Research Fund (GCRF) with partner 
institutions from United Kingdom, 
Turkey, Lebanon, Jordan and Gaza 
region. The objective has been 
to create sustainable research 
and policy capacity in the MENA 
region, to address the major 
health challenges arising from 
conflict with a focus on the political 
economy of health, especially non-
communicable diseases such as 
cancer and mental health. We were 
very excited working together on 
the political economy of the health 
in the region. 

FOREWORD



We believe that high quality research will be helpful for better patient outcomes 
and all stakeholders will benefit from the R4HC research program. 

Turkey is one of the most important regional actors. Its geopolitical location, 
surrounded by on-going conflicts in neighboring countries, as well as major 
national policy actions in universal healthcare during the last two decades, 
hosting the largest migrant populations in the world with 5% of its population, 
and the impact of the COVID-19 pandemic crisis create a rich ecosystem 
for understanding the political economy of health. The Political Economy of 
the Health in Conflict workstream of R4HC aims to provide systematic and 
empirically grounded research capacity in the political economy of health in 
conflict and conflict effected MENA countries, particularly around methods 
to examine the historical development and policies of their health systems, 
and the role of government, the private sector, international donors and 
humanitarian agencies.  Our R4HC PEoH working group defined the PEoH in 
conflict as “the political economy of health in conflict concerns the influence of 
public policy, economic and political ideas and decisions, individuals, networks 
and institutions in shaping population health and the distribution of resources 
for health, and how this influence operates in conflict; and for conflict-affected 
populations in humanitarian and development contexts.” 

There have been major changes in Turkish health system during the last 
two decades, financial burden, liberalization of health, inequity, increasing 
conflicts, migration, economic challenges, digital transformation and Covid-19 
pandemic have been the driving forces behind the major policy changes. In this 
analysis we focus on the transformation of the Turkish health system after 
2000.  Major issues in the national Turkish health agenda and health indicators 
in the last twenty years have been carefully explored. Our analysis is based 
on the published articles, gray literature and the reports from government 
and international organizations. The political economy of the health is a very 
broad subject, more detailed and focused analysis are required for each 
component. We aimed to make this review as comprehensive as possible. 
Political economy of health is a dynamic, everchanging process. In future we 
plan to update this living document periodically to better reflect the major 
changes and challenges. 

FOREWORD
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Introduction

To build the research and policy ca-
pacity in conflict affected areas of 
Middle East and North Africa the Re-
search for Health in Conflict-MENA 
(R4HC-MENA) program was estab-
lished. This program was funded by 
United Kingdom Research and Inno-
vation (UKRI)-Global Challenges Re-
search Fund (GCRF) by King’s College 
London with partner institutions from 
United Kingdom, Turkey, Lebanon, 
Jordan and Gaza region. The objective 
was to create sustainable research 
and policy capacity in the MENA re-
gion, to address the major health 
challenges arising from conflict with 
focus on, political economy of health, 
non-communicable diseases specifi-
cally cancer and mental health. 

EXECUTIVE 
SUMMARY
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The Political Economy of Health (PEoH) in Conflict is one of major research 
work streams, it aims to provide systematic and empirically grounded research 
capacity in the political economy of health in conflict and conflict effected MENA 
countries, particularly around methods to examine the historical development 
and policies of their health systems, and the role of government, the private 
sector, international donors and humanitarian agencies. R4HC PEoH working 
group defined the PEoH in conflict as “the political economy of health in 
conflict concerns the influence of public policy, economic and political ideas 
and decisions, individuals, networks and institutions in shaping population 
health and the distribution of resources for health, and how this influence 
operates in conflict; and for conflict-affected populations in humanitarian and 
development contexts.” There were major changes in health system during the 
last two decades in Turkey starting with the health transformation program 
(HTP); financial burden, liberalization of health, inequity, increasing conflicts, 
migration, economic challenges, digital transformation and COVID-19 pandemic 
were the driving forces behind the major changes in the health system. So, the 
main focus of this review was to analyze the PEoH and transformation of the 
health system after 2000. The major issues in the national health agenda and 
health indicators throughout the years were investigated. 

Method 

A detailed literature search both in English and Turkish databases including 
PubMed, Econpapers, Scopus were conducted. The gray literature search 
was also included. The search was limited to years from 2000 to 2021. These 
keywords were grouped under four clusters: system/stakeholders, health 
sector, political as well as economic context, and country. The selection was 
made by consensus in research team meetings. This narrative review is based 
on the major political economy themes emerged during team meetings and 
organized into sections as given in the results. Progress of healthcare system 
in Turkey varied throughout the years and this report evaluated the progress 
in 4 different periods to better reflect the evolution of the health system. The 
period before 2000 was not the focus of this report and was summarized 
briefly by dividing in three period namely, the Early Republican Period, 1923-
1940; the period of the socialization process of the health services, 1940-
1980; and the health system prior to Health Transformation Program, 1980-
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2002. The political economy of health and transformation of the health system 
after 2002 and beyond was investigated in detail. 

Country Profile

The republic of Turkey covers an area of 783 562 km² and the population is 
84 680 273 people as of 31 December 2021. Gross domestic product (GDP) 
growth rate is 7.4% (3rd quarter 2021) GDP per capita (Current US$) is 8 538.2 
for 2020. With its geopolitical location and surrounded by on-going conflicts 
in countries Iraq, Iran and Syria, Ukraine, Turkey hosts the largest migrant 
populations with 5% of its population in the world.

Different Periods of Healthcare in Turkey Before 2000

During the Early Republican Period (1923-1939) government invested on 
the essential contributions to the establishment of health institutions and 
the development of health services. A series of laws was enacted during 
that period and crucial changes were introduced to the health system such 
as centralized administration on health services within the scope of plan 
and programs, establishment of provincial health directorates for provision 
of preventive care, investing on healthcare workforce and combating against 
Communicable Diseases. The establishment of Model (called as “Numune”) 
Hospitals, Hıfzıssıhha Institute were among the investments during this period. 

Between 1940-1980 radical changes were introduced to the Turkish health 
system. Healthcare services were centralized, spreading healthcare services 
across the whole country was aimed. The socialization law of 1961 became the 
main legal framework for the following 40 years and made great contributions 
to the public health. New system focused on the disadvantaged groups and 
aimed to prioritize healthcare provision for the poorest population. Health 
was mainly seen and managed as a “Social State approach”. Main institutions 
and healthcare organizations were established, healthcare services were 
being disseminated around the nation. The newly adapted “Development 
plan” served as reference policy papers for the health sector over the years. 
“Universal Health Coverage” (UHC) was one of the goals mentioned in the first 
five years development plan in early 1960s.
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The 1980s was the period during which new policies were introduced in 
Turkish politics under the influence of the 1980 military coup. The Turkish 
economy moved from a planned economy to a market economy model under 
the International Monetary Fund (IMF) supervision, and this military coup 
transformed the political climate by damaging civil society and strengthening 
the central state authority. UHC remained on the agenda of the health system 
for the following decades. The establishment of family medicine practice, 
General Health Insurance system, and achieving UHC was on the national 
health policy document. Two sequential agreement with World Bank was 
signed in 1990 and 1994. The political instability resulted in the health system 
being fragmented, as a result, five different social health insurance schemes 
(SII, Bağ-Kur, Active civil cervants insurance fund, GERF, green card scheme) 
provided inequitable, inefficient, and overlapping services to the citizens.

In summary, in the early days of the Republic, health became a priority area for 
the state, Ministry of Health (MoH) was established, the required legislations 
were enacted. The investments on healthcare regarding the infrastructure, 
healthcare workforce, the programs for priority health issues were implemented 
to provide and disseminate healthcare services. The following years, financing, 
better access to healthcare and population policies were targeted. These 
years became an era of the planned economy and the socialization project 
that was started in the 60s made a major impact on the Turkish healthcare 
system. The transition to a market economy in health was started in parallel 
to the liberal policies at global level in the 80s. Due to political instability 
and political turmoil between 1990 and 2002, health sector reforms did not 
go beyond the planning stage before the Health Transformation Program 
(HTP). In conclusion, health systems became inequitable, inefficient, and 
fragmented. 

Health Status in Turkey in 2002

Turkey was suffering from economic and political problems including high 
inflation and high unemployment rates, and various constraints on freedom 
in 1990s. Turkish politics was in a state of turmoil under weak coalition 
governments. The economy was fragile and unstable, and economic 
development was not at its best period. Lack of accountability, transparency, 
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unrealistic investment, several political economic decisions contributed to the 
public deficit of the Turkish economy. The global economic crisis and increased 
demand for foreign exchange led the Turkish economy into a new crisis in 2001. 
When it comes to 2000s, the Turkish economy needed major reforms to move 
forward for a stable and stronger economy. 

The major health status indicators showed a significant progress during the 
last several decades. Life expectancy at birth was 55.4 for males and 62.0 
for females in 1980 and increased to 67.6 for males and 74.7 for females in 
2002. Infant mortality rate & under-five mortality rate per 1 000 live births 
were decreased from 89.7 to 27.5 and 127.9 and 33.3 in 1980 and 2002, 
respectively. Child vaccination percentage for Diphtheria, tetanus, pertussis 
(DTP3, three doses) was 42 and 78 in 1980 and 2002, respectively. For health 
system indicators, total health spending per capita (in US dollars) was 73.4, 
and 520.0 in 1980 and 2002, respectively (OECD), total expenditure on health 
as a percentage of GDP was 2.4 in 1980 and 5.1 in 2002. The number of 
physicians and nurses per 1 000 population was 0.6 and 1.4 for physicians and 
0.6 and 1.1 for nurses in 1980 and 2002, respectively; Hospital bed density 
per 1 000 population was 2.2 and 2.5 in 1980 and 2002, respectively. Despite 
all the progress made in the health indicators, there were huge rural-urban 
and regional disparities in health outcomes across almost all indicators. The 
need for comprehensive change in the Turkish health sector was inevitable 
and within this scope, the government introduced the HTP in order to address 
chronic ongoing problems of the Turkish health sector in 2002.

Organizational Structure in Health Sector before Health 
Transformation Program

The centralized and fragmented nature of the Turkish healthcare system ended 
up with a highly complex structure. The management of the health sector was 
highly affected by the political climate. Public sector, private sector as well as 
various stakeholders took part in the management of the healthcare, but the 
health sector has never been very well organized due to lack of collaboration 
among high level decision makers and stakeholders. This multi-level 
governance lacked strategic planning and policies developed and implemented 
during this process did not create a rigid framework. Healthcare is financially 
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sourced by the government, various social security institutions (SII, GERF and 
Bağ-Kur), and private expenditures including out of pocket payments. Despite 
several initiatives taken to overcome the problems of the health sector, poor 
management and decision making, ineffective regulations, lack of planning 
and inability to manage resources created an underperforming health system, 
healthcare provision has never been implemented in an efficient, equal, and 
effective manner. This context brought the health reform to the policy agenda 
in 2002. 

When the reform process started, the major stakeholders were appeared as 
Policy makers (TBMM, higher Education Council, Constitutional Court), Decision 
makers (MoH and its related departments), health finance stakeholders 
(government, employers, employees, social security institutions, private 
insurers), health service providers (public and private). A realistic stakeholder 
analysis was essential to better understand the political economy of health 
and the transition of the health system. 

Health Transformation Program

The government came with the Urgent Action Plan in 2003. The suggested 
policies such as UHC and family medicine in this plan was already on the agenda 
since 1980’s. In 2003, MoH announced the HTP that aimed to bring solutions to 
the unsolved and ever-increasing problems of the health sector together with 
the support of all stakeholders, who have been actively involved in the health 
sector. The merging of existing insurance schemes under one umbrella and the 
launching of compulsory social health insurance; incorporating performance-
related payments; restructuring health service delivery via the introduction of 
family medicine; granting autonomy to public hospitals; and strengthening the 
stewardship role of the MoH are the main elements of the HTP. 

HTP adopted the following basic principles: i) prioritization of the citizens, 
ii) sustainable health provision, iii) continuous quality improvement, 
iv) participation, v) reconciliation, vi) voluntariness, vii) segregation of duties, 
viii) decentralization and ix) competition.

Overall, the HTP declared “Eight Main Themes” to provide remedies for the 
chronic problems of the Turkish Health System:
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Eight main themes of the HTP, Health Transformation Program, 2003

1. To strengthen the stewardship role of the Ministry of Health
 The new program aimed to decentralize the power and create a new governance 

mechanism.

2. To achieve Universal Health Coverage, General Health Insurance for all citizens
 The integration of all insurance schemes into a single insurance scheme for the purpose 

of ensuring Universal Health Coverage was aimed. 

3. Accessible, Friendly and Extensive Health Service Provision
a. Enhanced Primary Healthcare and Family Practice Model: Family medicine would serve 

a certain dedicated population with an assigned list and would be responsible for the 
management of the “Family Health Centre”.

b. Effective and Gradual Referral System: establishment of the referral chain aimed to 
ease the hospitals from unnecessary patient burden, to prevent financial waste and to 
increase the health service quality.

c. Health Enterprises with Financial and Administrative Autonomy: Providing administrative 
and financial autonomy to the public hospitals was considered essential in order the 
public hospitals be more efficient enterprises and compete with the other actors in the 
health sectors.

4. Development of the Human Resources 
 This aimed at developing skills and competence of the health workforce in accordance 

with the new role of the MoH and its affiliated institutions.

5. Establishment of Training and Scientific Bodies to support the system
 It was aimed to create training and scientific institutions to conduct sectoral analysis, 

research, to provide consultation to the government, and train healthcare workforces 
after their formal training based on the sector needs.

6. Quality and Accreditation for Qualified and Efficient Health Service Provision
 HTP aimed to establish quality health services and to measure the health outcomes and 

set performance indicators based on evidence-based knowledge. 

7. Institutional Structuring for Rational Management of Pharmaceuticals and Supplies
a. Establishment of National Drug Agency
b. Medical Devices Agency
 To standardize, license and manage drugs, supplies and medical devices, new agency 

was established.

8. Establishment of Integrated Health Information System
 To collect data and processing them to better manage the system was planned in 

information system. 
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The focus of the HTP was to reorganize the health service in a way to provide 
high quality, effective, efficient, and easily accessible services with affordable 
financing for the whole citizens. Moreover, aligning the Turkish healthcare 
system with the European Union and collaborating with international 
organizations such as World Bank, World Health Organization, Organization 
for Economic Co-operation and Development to establish a well-functioning 
mechanism were the other focuses of the program.

The major legal changes were started to implement the health transformation 
after 2003. In 2004, the performance-based Supplementary Payment system 
was initiated in MoH hospitals as a pilot project, the law on Family Medicine was 
issued, a new reference pricing system for medicinal products were issued. In 
2005, purchaser-provider split was started, public private partnership law was 
issued, mandatory service for physicians were reinstated. In 2006, Social Security 
Institution (SSI) law was issued. Social Insurance and General Health Insurance 
with Law (UHC) was accepted in 2008. The gatekeeper system in healthcare  was 
abolished in 2009. The Family Physician modality was extended to whole country, 
the law on full-time was accepted in 2010. In 2011, Turkish Medicines and Medical 
Devices Agency was established, Refik Saydam Public Health was closed, Turkish 
Public Hospitals Institution and Public Hospital Unions, a performance-based 
bonus system was introduced for healthcare workers working at public sectors. 
The legislation of a UHC scheme was put in force in 2011. A legal structure for 
the Public-Private Partnership (PPP) framework in healthcare in 2013. Minister 
Akdağ period ended in 2013 and Müezzioğlu appointed as the new MoH. In 
2015, Health Sciences University was established. Apart from these changes, 
there was a coup attempt in 2016, the MoH reverted its organization structure in 
2017 prior to 2012 model. The Law on “Prevention of Violence in Health Sector” 
was announced in Offical Gazette in 2020.

The basic indicators after 2002 were summarized as followed; the life 
expectancy at birth was 67.6 for males and 74.7 for females in 2002, and 70.6 
for males and 75 for females in 2019. Infant Mortality Rate (per 1 000 live 
births) was 27.5 and 8.6 for 2002 and 2019 respectively. Under-five Mortality 
Rate (per 1 000 live births) was 33.3 for 2002 and 10 for 2019. Hospital beds 
per 1 000 population was 2.5 for 2002 and 2.8 for 2018. Number of health 
workers was 91 949 for 2002, 153 128 for 2019. Number of people per health 
worker was 722.2 for 2002 and 536 for 2019. The number of physicians per 1 
000 population was 1.4 for 2002 and 1.9 for 2019. The indicators showed an 
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improvement. On the other hand, Turkey still falls behind the OECD averages in 
several indicators. Vaccination coverage went up to OECD levels recently. There 
is still a gap in human workforce compared to OECD average. 

With the introduction of the Ministry of Health Restructuring Law and the 
Law on Autonomous Hospitals in year 2010, the ministry’s role was switched 
to focus on development of policy and strategy, performance assessment, 
intersectoral coordination and administration of accountability. The purchaser-
provider split was established in the Turkish health system. MoH had delegated 
its service provision and financial management role to its related hospitals and 
other organizational units by shifting its role more on stewardship. However, 
the government stepped back on the delegation of its role to its related hospital 
in 2017 after the coup attempt. 

The legislation of a universal health coverage (UHC) scheme was accepted in 2008 
and put in force in 2012. In general, UHC addressed major health system issues 
in Turkey. UHC is well-accepted among the national and international health 
communities, however, the Turkish Medical Association (TMA) recently reported 
that more than 5 million out of 10 million people with premium debt have not 
paid their premium debt within the scope of premium debt restructuring in 2021. 

The Family Physician Model brought radical changes to the provision of primary 
healthcare services. The new system was introduced as a pilot project between 
2005-2009 and incrementally expanded at the end of 2010. However, in 2009, 
the gatekeeper system was abolished and the requirement of first visit to 
family health centers or to other primary official healthcare institutions was 
suspended. Following this policy change, the total number of visits to hospitals 
was raised 2.7-fold, and visits to private hospitals was raised by 10.5-fold, 
whereas the rate of referrals from primary healthcare to the hospital decreased 
dramatically. It was also pointed out that the total number of visits to secondary 
and tertiary healthcare institutions increased extremely because the patients 
were given rights to visit any secondary and tertiary healthcare institutions 
without referral. Government took some steps initiative to decentralize the 
existing system through merging all MoH hospitals under hospital unions as 
Turkish Public Hospitals Union in 2012 to provide them more autonomy and 
started performance-based bonus system. However, Turkish Public Hospitals 
Institution and Public Hospital Unions were closed due to major critics of being 
unfunctional and multi-headedness in 2017. In conclusion, the gate keeping 
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of referrals and decentralization of the organizations have not been achieved. 
According to Health Statistics Yearbook 2019, per capita visits to a physician in 
healthcare facilities was lower in the less developed regions of Turkey. It seems 
that Turkey still needs improvement on the equity of healthcare among the 
different regions although there is an overall improvement in access to care.

To invest in human resource capacity, several initiatives were started including 
increasing the capacity of medical schools and other institutions to train doctors 
and other healthcare workers: introduction of performance-based pay systems 
in hospitals and for primary healthcare providers, contract-based employment 
of health staff and full-time law. The quality of the education, performance 
system and working conditions of the healthcare staff, full time law became 
a major discussion subject in the national agenda among all healthcare 
community in Turkey. Total number of visits per physician increased from 208 
966.049 in 2002 to 812 903.622 in 2019. For MoH hospitals the number 
increased from 109 793.128 to 387 622.848. For University hospitals, there 
were more than fivefold increases and the number increased from 8 823 361 
to 46 211 148. The most dramatic increase was observed for private hospitals 
with an almost 13-fold increase, and the number reached 72 699.168. The 
overload of the universities to treat patients became a discussion point among 
the health community due to its effects on universities’ responsibilities of 
research and training. The performance system also forced hospitals to admit 
and treat more patients and this situation was highly criticized in terms of 
quality of care, research, and education. Total number of per capita visits to a 
physician increased to 9.8 in 2019 from 3.1 in 2002 for all sectors. 

Despite the increase in the number of health personnel throughout the country, 
the distribution among the regions are not still balanced. Despite all the efforts 
during the HTP, Turkey still falls behind in terms of health workforce compared 
to OECD countries. As of 2019, the number of doctors per 1 000 inhabitants in 
Turkey was 2.0. OECD average was 3.6 for the same year.

Another discussion point became the young physicians’ choices on medical 
specialties for the academic career; the internal medicine, cardiology, chest 
diseases, pediatrics, emergency medicine and cardiology and family medicine 
have shown a significant downward trend over the years. In surgical branches, 
it was revealed that the base scores of pediatric surgery, general surgery and 
gynecology and obstetrics showed a downtrend over the years. On the other 
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hand, it has been determined that all branches of basic medical sciences show 
a significant upward trend over the years.

“Health Sciences University” was established in 2015 and has 60 affiliated 
hospitals in 20 different cities. According to TMA’s study regarding the medical 
schools in Turkey, as of 2021, there are 128 medical schools, 37 of them are 
private and 14 of them are inactive. In addition, there are 122 391 registered 
students in these medical schools. The major debate on the medical training 
is the negative effect of the increased burden and performance system in the 
universities and MoH training hospitals. Additionally, the rapid expansion of the 
newly established medical schools is also being criticized regarding the human 
capacity and quality of the education.

Some sequential arrangements were made regarding “Institutional Performance 
and Implementation of Quality Management” to provide health services 
efficiently, effectively, timely and on an equitable basis; and) to carry patient and 
healthcare professionals’ satisfaction to the highest level. An overall evaluation 
of patient satisfaction was regularly done by Turkstat and published. The results 
showed an increase in the patient satisfaction rates in general. A significant 
increase was reported after 2010, a time period after most of the HTP policies 
were implemented. There is still a need for detailed satisfaction analysis with 
a focus on cause-and-effect relations. Turkey is still below the OECD average 
which is compatible with the nation’s income levels. The recent Health 
Personnel Satisfaction Survey that was conducted in 2017 also emphasized 
the negative opinions of the health personnel regarding HTP. Only one third 
of health personnel (34.8%) have a positive opinion regarding HTP. In other 
words, the HTP, which has been implemented since 2003, is not considered 
as a successful program by a considerable amount of health personnel. The 
survey also shows that health staff have highly negative thoughts on six out of 
seven components of the HTP, namely performance-based payment systems, 
full time implementation, compulsory service, Public Hospital Unions, Patient 
Rights, Quality and Accreditation and primary care health services. On the other 
hand, it is seen that 64.6% of health staff are satisfied with their jobs). 

Health Financing 

The healthcare system in Turkey was highly fragmented in terms of financing 
before the health transformation program. The existence of a variety of funding 
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sources has resulted in a multi-tier system of healthcare production, financing 
and delivery. General government budget, different social security funds (from the 
SII, Bağ-Kur, and GERF) and Out-of-Pocket (OOP) payments (directly or through 
private voluntary health insurance schemes) were the three main sources of 
financing. The HTP reforms sought to create a single-payer health financing 
system with a common benefits package for all citizens and a clear purchaser–
provider split. Within this context, in 2005, SII health facilities were transferred to 
MoH and purchaser-provider split was introduced. In order to merge all separate 
schemes; SII, Bağ-Kur and GERF have been integrated into a single institution in 
2006, called Social Security Institution (SSI) and General Health Insurance Law 
(UHC) came into effect in 2008 to achieve universal health coverage to enable 
access to adequate healthcare services for all citizens for an affordable price. 
UHC represented an important step to achieve equity in financing healthcare 
services with the unification of different health insurance systems. Finally, in 
2012 the legislation of a universal health coverage scheme was put in force. In 
other words, universal health insurance (UHC) and the unification of different 
insurance scheme benefits sought to improve equity in financing.

According to World Bank data, the health expenditure per capita increased from 
186 USD to 389 USD for 2002 and 2018 respectively. A better comparison 
needs a closer look for health expenditure percentage of GDP (HE % of GDP). This 
was 5.06% and 4.1% in 2002 and 2018 respectively which is less than the Upper 
Middle-Income Countries (UMC) average (5.4% for 2002 and 5.8% for 2018). 
High Income Countries (HICs) were spending two-fold more in 2002 (10.4%) 
and spent three-fold more in 2018 when compared to Turkey. GDP increased 
3.2-fold from 2002 to 2018 whereas HE per capita increased 2.08-fold in 
Turkey. Domestic general government health expenditure (% of current health 
expenditure) increased from 69.9 in 2002 to 77.3% in 2018 which is higher than 
World Bank HICs average (59.3 and 61.5 for 2002 and 2018). Out-of-pocket 
expenditure (% of current health expenditure) decreased from 28.6% in 2002 to 
17.4% in 2018 which is much less than UMCs (41.2% and 32.8% for 2002 and 
2018 for UMCs respectively). But it is still higher than HICs average both in 2002 
and 2018 (16.3% and 13.4%, HICs). Despite the high coverage rate achieved by 
the Social Security Institution there is also an increasing trend in private health 
insurance during recent years. While total private health insurance in Turkey was 
only 1% in the years before the HTP, in 2019 the number increased to 9% of the 
population.
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Marketisation in the healthcare sector in Turkey is also another vital topic. It 
was claimed that the reforms under the “Health Transformation Program ‘’ 
accelerated the process of marketisation in the healthcare sector in Turkey. The 
investment subsidies to private providers were initiated and reimbursement 
from SSI for healthcare services produced by private organizations was allowed 
in 2004. Investments in the private health sector has led to the birth of a new 
hospital format called a “chain hospital” especially in İstanbul, Ankara and 
İzmir. The number of private hospitals doubled during the period 2000-2005. 
Moreover, the number of private hospitals was 271 in 2002 and it reached 575 
in 2019. 

Public Private Partnership is a new topic for the provision of health-care services 
in Turkey. In 2005, a new law (Law No 5496), which established a legal basis 
for PPP for the first time, was enacted in 2015 to add an article to the existing 
Basic Law on Health Services. The PPP in Turkey, which was initiated in 2006 
with 15 integrated projects with more than 2 500 hospital beds and the cost 
of more than $5 billion. This new system transferred financing, construction (or 
reconstruction), service provision, operation, and maintenance of the hospitals 
to the private sector. In Turkey, there are 18 city hospitals project established 
by MoH through PPP. While 13 of them started to operate, 5 of them are not 
yet operational. The total bed capacity of 18 hospitals is 27 221. The PPP and 
city hospital projects became a major debate topic among all stakeholders. 
Detailed analyses are required to measure the outcome and effects of PPP 
projects in Turkish health system in the long term. 

Syrian Crisis and Healthcare Sector in Turkey

The Republic of Turkey is a party to the 1951 Refugee Convention and 1967 
Protocol. However, Turkey has a geographic reservation to implementation 
of the Geneva Convention which means that Turkey entitles refugee status 
only to people from European countries. Therefore, asylum-seekers coming 
to Turkey from non-European countries have no right to claim refugee status 
because of the geographical constraints maintained by Turkey. In 2013, an 
agreement was signed between the European Union and the Republic of Turkey 
on the readmission of persons residing without authorization. As of 22 October 
2014, Regulation No. 1994/616 was replaced by the “Temporary Protection 
Regulation” which came into effect following the Turkish Law on Foreigners 
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and International Protection Law No. 6458 that brought very essential changes 
regarding the protection and assistance for asylum-seekers and refugees 
regardless of their country of origin. In 2013, the Directorate General of 
Migration Management (DGMM) was established with the new law and DGMM 
was designated as the sole responsible authority for asylum matters.

The Syrian conflict started in March 2011 and displaced millions of people both 
internally and externally. Turkey allows Syrians to flee into Turkey due to the 
spread of the crisis in Syria and grants them temporary protection status (TPS). 
Within this context, Turkey has been providing shelter, nutrition, education 
and health services for Syrians. Currently, Turkey hosts the largest number 
of refugees in the world. According to DGMM data, as of 10 March 2022, 
3 747 734 Syrians were registered under TPS. Provision of health services has 
started since the beginning of the first arrivals of Syrians on 29 April 2011. 
During 2011 to 2013 the provision of health services determined through 
quickly decided regulations, by pre-existing structures, and limited largely to 
urgent care services delivered in the camps and along the border.” The circular 
released by AFAD in January 2013, regarding “Health Services of Syrian Guests” 
allowed the treatment cost (including medicine and prosthesis) of the Syrians 
who were registered in one of the 11 provinces would be charged to the 
governorates. The medical cost of Syrians would be compensated by AFAD. 
Syrians had to bear the cost when they received healthcare service from a 
province that is not listed in the AFAD’s circular. The coverage and provision of 
health services were extended to 81 provinces later. 

Health services for Syrians were provided by the Directorate General of 
Emergency Health Services until August 2016 but the Department of Migration 
Health Services of the Directorate General of Public Health have started to 
provide health services since then. Migrant health centers were established 
outside of the temporary shelter centers in 2015. The Migrant Health Centers 
serve as the main pillar for the primary care services available to Syrian refugees 
and these centers are aimed to provide effective primary healthcare services to 
Syrians under Temporary Protection Regulation (TPR).

Massive influx of the Syrians, Language barrier, mobility of Syrian population, 
burden on the healthcare regarding human resources and logistics, financing, 
preparedness was among the major barriers on the healthcare provision. 
Although the Turkish government made concrete revisions in the health 
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system infrastructure for the certain provinces, these were not enough to 
keep health indicators at the pre-refugee levels. To mitigate these problems, 
the Turkish government increased the number of healthcare professionals and 
interpreters in primary and secondary healthcare services, including refugee 
healthcare centers. 

The government of Turkey has spent a tremendous amount of money to 
meet the needs of Syrians in Turkey. It is clear that generosity of the Turkish 
government was highly recognized by many governments, EU, UN and other 
relevant stakeholders. AFAD’s report regarding the aid for Syrian refugees that 
was published in 2017 showed that The Turkish government has spent $27.3 
billion to meet Syrians’ basic needs since the beginning of the Syrian crisis. 
Turkey has also received $526 million from international aid, which covered 
only 2% of the country’s total expenses thus far.

In conclusion, Turkey as hosting the largest number of the refugee population 
has a unique experience on the management of the sudden influx and major 
burden on health, education, economy and all the other aspects of this 
humanitarian crisis. Not only the acute problems but also the chronic problems 
need a development and implementation of a sustainable program to manage 
NCDs, mobilization of the healthcare workforce, sociocultural adaptation, 
discrimination, sustainability, management of conflict, preparedness, capacity 
of infrastructure and human workforce, the legal framework, unexpected 
burden to economy, education, health, security, sociocultural situations 
became the major aspects of the Syrian influx. Multidisciplinary management 
of all stakeholders including government and civil society is essential. The 
global community must take the lessons from this experience. The recent 
Ukrainian Crisis has shown the importance of the management of the health 
in conflict settings. Proper management of acute and delayed effect of conflict 
has utmost importance. 

The Effects of COVID-19 Pandemic on Turkish Health System

The first coronavirus case in Turkey was reported by the Ministry of Health on 
March 11, 2020. The Ministry of Health established a “Scientific Committee” 
on January 10, 2020, to combat the COVID-19 pandemic. From 3 January 2020 
to 12 March 2022 there have been 14 487 482 COVID-19 cases with 96 094 
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deaths in Turkey. Also, as of 23 February 2022, 144 850 157 vaccine doses 
were administered. As of 12 Mach 2022, the rate of 2nd dose vaccination is 
85.22% and the rate of 1st dose vaccination is 93.02% in Turkey. Moreover, 146 
094 268 COVID-19 tests performed in Turkey as of March 7, 2022. According 
to the MoH 2020 Annual report, within the scope of COVID-19 measures, an 
increase in the number of intensive care beds of 6 108, of which 5 884 is for 
adults (3 500 of which is the 3rd step), 92 for children and 132 for newborns 
was fulfilled. Government has also invested on the healthcare infrastructure. 
According to the latest weekly data of 20-26 November 2021 announced by 
the Ministry of Health, the bed occupancy rate is 57.3%, the adult intensive care 
unit occupancy rate is 70.5%, and the ventilator occupancy rate is 30.8%. 

A joint research by Cerrahpașa Faculty of Medicine and Bașkent University 
Faculty of Health Sciences reported that the medical cost of COVID-19 in one-
year period was approximately 8.7 billion TL. The share of this amount in health 
expenditures made by the state is 2% and its share in SSI health expenditures 
is 3.8%. The IMF “Database of Country Fiscal Measures in Response to the 
COVID-19 Pandemic” analyzes important budgetary measures declared or 
adopted by governments in selected economies in response to the COVID-19 
pandemic. According to this report, as of March 17, 2021 Turkey’s additional 
spending in the health sector is 2.4 billion of USD dollar in response to COVID-19 
Pandemic. In 2020, the first year of the pandemic, total health expenditure in 
Turkey increased by 24.3% compared to the previous year and amounted to 
249 billion 932 million TL. While health expenditure per capita was 2 434 TL 
in 2019, it increased by 23.1% to 2 997 TL in 2020. The ratio of total health 
expenditure to GDP was 4.7% in 2019, it became 5.0% in 2020. The current 
government recently announced that share of health in the overall budget will 
be increased to 7% for 2022.

In addition to the economic consequences of the COVID-19 pandemic, there 
have also been many effects in the treatment of other diseases. While the 
number of appointments made through the MHRS (centralized physician 
appointment system of the MoH), was 156 216 897 in 2019, this figure 
decreased to 113 311 577 in 2020. The burden on healthcare workers also 
became in the national agenda as it appeared around the world. TMA stated 
in a press release dated October 1, 2021 that nearly 12 thousand cases of 
violence in health, in which white codes were given, experienced in 2020 alone. 
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Although Minister of Health announced that 2 412 doctors resigned and 522 
doctors transferred to private hospitals during the first 6 months of 2020, 
according to unofficial information, it was reported to the TMA that there were 
more than 8 thousand physician resignations in 18 months. According to the 
TMA, the number certificate of good conduct request for physicians from the 
TMA to work abroad was 59 in 2012, increased to more than 1 400 in 2021 
and 5 000 over the past decade.

In conclusion, the current work is a narrative review based on the published 
articles, gray literature and the reports from government and international 
organizations. This is a very broad subject and detailed focused analysis are 
required in each subject of this work. Health is a complex issue and there is 
no perfect system around the world. Each system has positives and negatives 
in it and one size does not fit all. Our findings show that Turkey experienced 
major changes in last 20 years some works well, some does not work. Political 
economy of health is a dynamic, everchanging process. It is a responsibility for 
all stakeholders to plan, implement and act timely to achieve the sustainable 
development goals. The periodic update of this report is planned.  





Health of an individual or a commu-
nity is determined by several factors. 
These include genetic and behav-
ioral factors that are related to the 
individual as well as factors related 
to the environmental, social, cultur-
al, political, and economic structure 
of society and its policies. There is 
a complex and dynamic relationship 
between these factors. Additionally, 
over the past few decades these fac-
tors underwent major changes, such 
as demographic transition (aging, 
migration etc.), change in the global 
burden of diseases (NCDs, emerging 
infections, etc.), economic transfor-
mation (poverty, inequity, liberal-
ization of the health, etc.), climate 
change (environmental change and 
pollution), geopolitical changes (war 
and refugee crisis). 
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Recognizing health as fundamental right of every human being and integral 
part of national development the World Health Organization (WHO) declared 
“Health for All by the Year 2000,” in 1978 at Alma-Ata. This declaration 
stressed member states to support Primary Healthcare (PHC) as a policy to 
attain the WHO definition of health as “state of complete physical, mental and 
social well-being and not merely the absence of disease or infirmity. Attaining 
and improving health of community depends on the availability, accessibility, 
affordability and capacity of health and care workers to deliver quality care 
(1). To ensure that every person benefit from the right to health the concept 
of Universal Health Coverage-the idea that everyone, everywhere should 
have access to quality, affordable health care - was one of the targets the 
political leaders of the world set while adopting the Sustainable Development 
Goals (SDGs) in 2015 (2).

“The ‘political economy of health’ (PEoH) is concerned with how political 
and economic domains interact and shape individual and population health 
outcomes (3).” To Birn et al. a PEoH approach help to understand how specific 
policies implemented in different times influenced the health outcomes. The 
Political economy of health perspectives considers the role of public policies 
around; medical care and public health, environmental protection, conservation 
of resource, with social justice strategies (gender and racial equity, unionization), 
and social class-mediated political involvement aimed at bettering redistribution 
and overall societal welfare across all social groups. Turkey has well-structured 
health system and health financing policy, that supports progress towards 
UHC and overall health system goals. However, the outbreak of Syrian conflict 
has exposed Turkey to massive influx of refugees since 2011, additionally the 
COVID-19 pandemic made it challenging to achieve the social, economic and 
health targets for Turkey. The major circumstances occurring over the last two 
decades have highlighted the need to examine the core features of PEoH in 
Turkey, focusing the transition of the health system after 2000. Understanding 
these features, may help to provide the implications for taking strategic efforts 
to build resilient future health systems. 

For the purpose of understanding PEoH in conflict and conflict affected 
countries, R4HC PEoH working group defined the PEoH as “the political 
economy of health in conflict concerns the influence of public policy, economic 
and political ideas and decisions, individuals, networks and institutions in 
shaping population health and the distribution of resources for health, and 
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how this influence operates in conflict; and for conflict-affected populations in 
humanitarian and development contexts.”(4). According to economic theory, the 
government’s role in the healthcare system is to respond to the several market 
failures such as healthcare as a merit good, information gaps, infrastructure 
as a public good, and externalities. On the other hand, modern economic 
theories focus on how governments respond to motivations and limitations 
they face regardless of the nature of the fundamental economic problems. 
Political scientists, however, aim to understand the power distribution in the 
healthcare system. Either from an economics or a political science perspective, 
political economists try to understand healthcare policy of the governments 
as the results of the actors’ behavior seeking interests in the presence of the 
institutional incentives and constraints (5). So, the main focus of this review 
was to analyze the political economy of the health and transformation of the 
health system after 2000.





With the aim of building research 
and policy capacity in conflict af-
fected areas of Middle East and 
North Africa the Research for Health 
in Conflict-MENA (R4HC-MENA) 
program was established. This 
program was funded by UKRI-Glob-
al Challenges Research Fund (GCRF) 
by King’s College London with part-
ner institutions from United King-
dom, Turkey, Lebanon, Jordan and 
Gaza region. The objective was to 
create sustainable research and 
policy capacity in the MENA re-
gion, to address the major health 
challenges arising from conflict 
with focus on political economy of 
health, non-communicable diseases 
specifically cancer and mental 
health. 

AIM OF THE 
REVIEW
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The PEoH in Conflict is one of the major research work streams, it aims to 
provide systematic and empirically grounded research capacity in the political 
economy of health in conflict and conflict affected MENA countries, particularly 
around methods to examine the historical development and policies of their 
health systems, and the role of government, the private sector, international 
donors, and humanitarian agencies (6). Hacettepe University, Turkey is one 
of the partner institutes of this program. There were major changes in health 
system during the last two decades in Turkey. Financial burden, economic crisis, 
liberalization of health, inequity, increasing conflicts in the region, migration, 
digital transformation and COVID-19 pandemic were the driving forces behind 
the major changes in the health system in Turkey. Therefore, this narrative 
review was planned to understand the political economy of health and transition 
of the health system in Turkey after 2000. The content of this review was drawn 
in response to following guiding research questions; 

» How functional was the Turkish health system before 2000?

» What main opportunities, difficulties and challenges for health reform exist 
in Turkey in early 2000s and what are the principal barriers to reform? 

» What key factors and values have determined the priorities and direction of 
the health policy in Turkey?

» Who are the key actors/stakeholders in the health sector in Turkey? 

» What are the innovations in health financing that Turkey has come up with?

» What major changes have occurred during the last 20 years in Turkish 
health system?

» How the Syrian conflict and COVID-19 pandemic affected the political 
economy of the health in Turkey?

» What are the opportunities, barriers of Turkish health system for 2020 and 
beyond?

» What could be suggested for the future directions?

The analysis plan was focused on; 

» The shifts on the PEoH after 2000 and the effect of the change in new 
political system. 
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» Towards the Universal Health Coverage, the detailed analysis of all elements 
of the major healthcare reform started in 2002. The achievements and 
failures of the reforms during the last two decades.

» The financial aspects of the healthcare in Turkey. 

» The effects of Syrians influx in the management capacity, burden and 
financing of the healthcares for the refugee population. 

» The healthcare policies during the COVID-19 pandemics and burden of the 
pandemic to Turkish healthcare system.





We conducted a detailed literature 
search both in English and Turkish 
databases. These includes PubMed 
for health-related studies, Econpa-
pers for political economy studies, 
and Scopus for a general academic 
database. We also scanned the web-
sites of World Bank (WB), Organisa-
tion for Economic and Co-operation 
and Development (OECD), Turkish 
Statistical Institute (TURKSTAT), 
Ministry of Health (MoH) and Social 
Insurance Institution (SII) and gray 
literature. The search was limited to 
the period from 2000 to 2021. 

The search was made by using dif-
ferent English and Turkish keywords 
that were selected by discussion 
among researchers. 
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These keywords were grouped under four clusters; system/stakeholders, 
health sector, political as well as economic context, and country. For accurate 
search, these keywords were tested in one of the selected databases. After 
this pre-testing period, the keywords were revised. The four clusters of the 
keywords are presented in Table 1.

Table 1. Four clusters of the keywords (in English and Turkish) used in the search 

Clusters Keywords

Cluster 1 (system/
stakeholders)

political economy, public policy, stakeholder, government, health 
reform, international donor, non-governmental organization, civil 
society, politik iktisat, politik ekonomi

Cluster 2 (sector) health, health services, health system, health sector, health 
worker, health finance, health information, health data, sağlık, 
sağlık hizmetleri, sağlıkta dönüșüm, sıhhat projesi, göçmen sağlığı 
merkezi

Cluster 3 (context) conflict, war, civil war, humanitarian crisis, displacement, syrian, 
development, aid, foreign aid, overseas development assistance, 
çatıșma, savaș, suriye krizi, açık kapı politikası, geçici koruma, 
suriyeli

Cluster 4 (country) Turkey, Turkish, Türkiye

For comprehensive search of each database the keywords were combined with 
following search strategy: (i) Cluster 1 AND 4; (ii) cluster 2 AND 4; (iii) Cluster 
3 AND 4; (iv) Cluster 1 AND 2 AND 4; (v) Cluster 1 AND 2 AND 3 AND 4. The 
keywords were searched in the titles, abstracts, and keywords of publications. 
The searched publications were downloaded, and duplicates were removed. 
The selection was made by consensus in research team meeting. 

Based on the title and abstract, the selected articles were grouped into the 
sub-headings. Finally, given the exploratory nature of this work, the full text of 
articles was reviewed and coded into political economy themes individually by 
the researchers, while irrelevant studies were removed by agreement among 
researchers. The Prisma diagram (Figure 1) provides screening process used 
in this study. The major themes and key findings were discussed in research 
team meetings. This narrative review is based on the major political economy 
themes emerged during team meeting and organized into sections as given in 
the results. 



Included
479

Included
186

Total included from title 
and abstract: 783

After duplications are 
removed: 401

Total: 346

Full-text articles 
included: 312

Additional references 
identified from gray 

literature and from hand 
search of references of the 

retrieved articles: 34

Full-text articles 
excluded: 89

Included
118

Figure 1. Prisma diagram of the search strategy

Progress of healthcare system in Turkey varied throughout the years and this 
report will evaluate this progress in four different periods to better reflect the 
evolution of the health system. The first period focused on the Early Republican 
Period, 1923-1940; the second period refers to socialization process of the 
health services,1940-1980; the third period mentions the health system prior 
to Health Transformation Program, 1980–2002. Finally, the last period focuses 
on the Health Transformation Program after 2002 and beyond. The period 
before 2000 was not the focus of this report but was summarized briefly.

Pubmed
(n:7944)

Econpapers
(n:2791)

Scopus
(n:4594)
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Turkey has been a republic since 
1923. According to Article 2 of the 
constitution, Turkey is a democrat-
ic, secular, and social constitutional 
state (7). Turkey has a coastline on 
the Mediterranean Sea, Egean and 
Black Sea. In the east, Turkey neigh-
bors Armenia, Iran, and Azerbaijan, 
Georgia in the northeast, Bulgaria 
and Greece in the northwest, and 
Iraq and Syria in the southeast (Fig-
ure 2). The geographic location of 
the country is surrounded by the 
conflicts. Turkey covers an area of 
783 562 km² and the largest city 
is Istanbul and the national capital 
is Ankara (8). Official language is 
Turkish. 
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F  igure 2. The map of Turkey (Source: Ministry of National Defence, General Directorate of Mapping) (9) 

The population residing in Turkey reached 84 680 273 people as of 31 
December 2021. While 50.1% of the total population were males, 49.9% of the 
total population were females. Population in Turkey is ageing. The proportion 
of elder population is growing in Turkey, it reached to 9.7% in 2021. The 
poppulations growth of Turkey is given in Figure 3 (10).

Gross domestic product (GDP) growth rate is 7.4% as of the third quarter of 
2021 (11). Proportion of population residing in province and district centers, 
which was 93% in 2020, became 93.2 in 2021. Besides, the proportion of 
population living in towns and villages decreased to 6.8% from 7% (10).

As of January 2022, consumer price index (CPI) increased by 48.69% annually 
and 11.10% monthly. CPI increase was 19% annually and 1.8% monthly in July 
2021 (12). In addition, the unemployment rate occurred as 11.2% in December, 
2021 (13). According to World Bank’s data, GDP per capita (Current US$) is 
8 536.4 for 2020 (14). Since 2002, the Justice and Development Party has 
ruled the government and the next general elections will be held in 2023, at 
the 100th anniversary of the Republic of Turkey. In October 2005, Turkey and 
the EU began accession negotiations for Turkey’s EU membership. Turkey is a 
key strategic partner of the EU on issues such as migration, security, counter-
terrorism, and the economy. With its geopolitical location on the route from the 
Middle East to Europe continent and on-going conflicts in countries Iraq, Iran 
and Syria, Turkey hosts the largest migrant populations in the world (15). The 
main elements of the country profile were given in Table 2. 
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Table 2. The country profile of Turkey

Country Profile  

National population (31.12.2021) (10) 84 680 273

Surface area (16) 783 562 km²

Life expectancy (2019) (17) 77.7 (Female 80.6; Male: 74.7) years

GDP per capita (current US $) (2020) (14) 8 536.4 (current USD)

Healthcare spending % of GDP (2020) (18) 5% of GDP

Total healthcare spending per capita (2020) (19) 1 266.9 USD

Syrian migrant number (February 2022) (20) Approx. 4 million (3 741 251 Syrian refugees 
under Temporary Protection)

 

F igure 3. The population growth of Turkey (21)
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Following the foundation of the 
Turkish Grand National Assembly 
(TBMM) on 23 April 1920, The Turkish 
Ministry of Health and Social Affairs 
(MoH recently) was established on 
3 May 1920, which was one of the 
first ministries that was established 
during that time (22). Taking into 
consideration the post-war era 
conditions, the focus during that 
time was to recover the casualties 
of war and develop legislation for 
the healthcare system. Progress of 
Healthcare system in Turkey varied 
throughout the years and this 
report will evaluate this progress 
in four different periods to better 
reflect the evolution of the health 
system. The first period will focus 
on the Early Republican Period, 
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the second period will refer to period between 1940-1980, in other words, 
socialization process of the health services, the third period will mention about 
the period between 1980-2002, which address the discussions about the 
health system prior to Health Transformation Program. Finally, the last period 
(The years after 2002 up to now) will focus on the Health Transformation 
Program and beyond.

T he Early Republican Period (1923-1939)

Following the declaration of the Republic of Turkey, Dr. Refik Saydam, the first 
Minister of Health, made essential contributions to the establishment of health 
institutions and the development of health services. A series of laws was 
enacted during that period and crucial changes were introduced to the health 
system such as centralized administration on health services within the scope of 
plan and programs, establishment of provincial health directorates for provision 
of preventive care, investing on healthcare workforce and combating against 
Communicable Diseases. Within this scope, local authorities were encouraged 
to establish hospitals, healthcare administrative bodies were established, and 
Model (called as “Numune”) Hospitals were founded in various cities of Turkey 
to provide guidance and support the cities for provision of healthcare services. 
Hıfzıssıhha Institute, which was established in 1928, played an important role 
in bacteriology and chemistry laboratories and vaccine productions during the 
following periods. Numune hospitals also became a model for other healthcare 
organizations regarding the provision of modern healthcare services, research 
and healthcare workforce training for many years. 

Heal thcare Between 1940-1980

Following the early republican period, radical changes were introduced to the 
Turkish Health system. Healthcare services were centralized, and several steps 
were taken to gather health institutions under one roof. Spreading healthcare 
services across the whole country was also another aim of this period. To do that, 
the Turkish government planned to establish health centers and medical schools 
in each 7 regions of the country. High rates of infant mortality, and deaths due 
to infectious diseases led the MoH to establish new institutions to prevent 
infant mortality and to fight against communicable diseases such as malaria, 
tuberculosis, syphilis and trachoma. Organizational structure was vertical, and 
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the health organizations functioned under the authority of MoH. In addition, 
new policies were also adopted to promote population growth due to high rates 
of deaths. Besides, a number of initiatives were taken during this period for 
financing health expenditures, insuring citizens, manufacturing health materials 
and so on. Also, the Social Insurance Institution (SII) was established in 1946 and 
new health institutions and hospitals were opened as of 1952 (22). Also, several 
laws were enacted to establish the basic principles of the healthcare system in 
Turkey and with some revisions over time most of them are still in effect (23).

After 1960, the socialization period began for the Turkish healthcare system. 
In 1961, the law on Socialization of Health Services no. 224 was enacted to 
reorganize the health system (24). New system focused on the disadvantaged 
groups and aimed to prioritize healthcare provision for the poorest population. 
After adopting the new law, ‘health centers’ (“Sağlık Ocakları”) with one 
physician and other health staffs per 5 000 - 10 000 population and ‘health 
houses’ (“Sağlık Evi”) with a nurse–midwife per 2 000 - 2 500 population were 
opened throughout the country. The main goal of the ‘health centers’ was to 
provide health services to the whole population, especially in rural areas where 
access to care was limited (25). These health centers provided preventive and 
curative services and referred patients to the secondary and tertiary level 
health institutions when needed. Several initiatives were also taken regarding 
social security of the citizens during this period. Social Insurance Institution 
(SII; or “Sosyal Sigortalar Kurumu”), Government Employees’ Retirement 
Fund (GERF; or “Emekli Sandığı”), and Social Insurance Agency for Merchants, 
Artisans and the Self-employed (“Bağ-Kur”) was established in 1946, 1950, 
and 1972, respectively (26). The Government Employees’ Retirement Fund 
covered retired civil servants, the Social Insurance Institution covered working 
and retired people from the formal sector, and Bağ-Kur covered self-employed 
people (27). On the other hand, the Turkish government adopted “Development 
Plans” in various sectors including health and social security in the 1960s. 
Apart from the implementation of the development plans, these plans served 
as reference policy papers for the health sector over the years. 

In line with the economic development mentioned in the First Five-Year 
Development Plan, the Turkish government also aimed to bring social justice to 
the social security system. Within this scope, a number of goals were set, and 
“Universal Health Coverage” was one of the goals mentioned in the first five 
years development plan (28). 
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Table 3. The establishment of the maj or social insurance bodies in Turkey (27)

 Social Insurance Scheme Date of 
Establishment Coverage

Social Insurance Institution (SII) 1946 Blue collar workers

Government Employee Retirement Fund (GERF) 1950 Government employees

Bağ-Kur 1972 Merchants, artisans and the 
self-employed people

 The socialisation law of 1961 became the main legal framework for the 
following 40 years and made great contributions to public health. Health was 
mainly seen and managed as a “Social State approach”. Main institutions and 
healthcare organisations were established, healthcare services were being 
disseminated around the nation. Table 3 summarizes the establishment of 
major social insurance bodies in Turkey. In conclusion, this period has witnessed 
significant progress in the Turkish healthcare system.

H ealthcare Between 1980–2002

The 1980s was the period during which new policies were introduced in Turkish 
politics under the influence of the 1980 military coup. Some of the policies 
implemented during this period shaped the political and economic system of 
the country. The Turkish economy shifted from a planned economy to a market 
economy model under the International Monetary Fund (IMF) supervision, and 
the military coup transformed the political context by damaging civil society 
and strengthening the central state authority (29). Following the coup, state 
authority became the dominant actor and participation in policymaking and 
implementation from other stakeholders including civil society was lacking. 
Besides, activities of civil society organizations were suspended including 
the democratic organizations of the health workers such as Turkish Medical 
Association, Tüs-Der and Has-İș (30). On the other hand, provision of healthcare 
services to every citizen was guaranteed by the establishment of the post-coup 
constitution in 1982. The constitution had an article regarding ‘right to social 
security of every individual’, and a provision regarding the establishment of 
‘General Health Insurance’. Within this framework, universal health coverage 
remained on the agenda of the health system for the following decades. However, 
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political instability during this period led to several inefficient implementations 
in the Turkish health sector. This instability resulted in the health system being 
fragmented, as a result, five different social health insurance schemes (SII, GERF, 
Bağ-kur, Active civil servants insurance fund, green card scheme) provided 
inequitable, inefficient, and overlapping services to the citizens (31).

In 1990, a Basic Plan was prepared by the State Planning Organization (SPO) 
(22). This plan led to the beginning of a new process during which several health 
reforms were initiated. Within this framework, a commission was assigned to 
analyze the current situation of the health sector. The analysis covered a series 
of topics including assessment of Health Sector Policies, Service Delivery, 
Health Financing, Administration of the Health Sector, Health Workforce, Health 
Infrastructure and so on. In line with the basic plan, SPO published a document 
called, “Turkish Health Sector Master Plan” and the document recommended 
the implementation of the following health sector issues:

» Purchaser-provider split

» Universal Health Coverage through General Health Insurance Scheme

» Strengthen Primary Care through Family Medicine (FM) Practice

Moreover, First National Health Congress was held in 1992 (32) and the congress 
aimed to plan the health sector together with various stakeholders including 
health institutions, ministries, political parties, private sector, universities, 
and scholars. The MoH published the “National Health Policy” document in 
1993 (33) and the main components of the document were establishment 
of family medicine practice, General Health Insurance system, and achieving 
UHC. Along with the reform process during the 1990s, The Turkish Government 
and World Bank collaborated to improve the Turkish health sector. The first 
loan agreement between Turkey and World Bank was signed in 1990 and the 
first aim of the project was to increase the basic health service utilization and 
to improve the health conditions of population in the project implemented 
provinces, and the second aim was to increase the efficiency and effectiveness 
of health service provision and strengthen the management capacity of the 
Ministry of Health (34). The second health sector project of the World Bank was 
signed in 1994. The primary goal of the Second Health Project was to reduce 
the burden of disease due to preventable illnesses and disabilities in Turkey. To 
achieve this goal, the specific objectives of the Project were to improve equity 
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of access to essential health services in 23 eastern, low income provinces; and 
to improve the quality of healthcare management in selected institutions (35). 
In general, the project consisted of two main components: i) Primary Healthcare 
Component which focused on improving access to essential health services 
and ii) Health Policy and Management Component which focused on improving 
the quality of healthcare management in selected institutions (35). 

In summary, in the early days of the Republic, health became a priority area for 
the state, MoH was established, the required legislations were enacted. The 
investments on healthcare regarding the infrastructure, healthcare workforce, 
the programs for priority health issues were implemented to provide and 
disseminate healthcare services. The following years, financing, better access 
to healthcare and population policies were targeted. These years became an 
era of the planned economy and the socialization project that was started 
in the 60s made a major impact on the Turkish healthcare system. On the 
contrary, the transition to a market economy in health was started in parallel to 
the liberal policies at global level in the 80s. On the other hand, due to political 
instability and political turmoil between 1990 and 2002, health sector reforms 
did not go beyond the planning stage before the HTP. In conclusion, health 
systems became inequitable, inefficient, and fragmented. The milestones in 
the Turkish Health System between 1920-2020 were summarized in Table 4.

Table 4. Milestone in the Turkish health system between 1920-2020

Year Milestones between 1920-2020

1920 Establishment of the Ministry of Health with Law No.3 (36)

1927 Law on Bacteriology and Chemistry Laboratories No.992 (37)

1928 Law on Practice of Medicine and Medical Sciences No.1219 (36)

1928 Establishment of Hıfzıssıhha Institute (38)

1930 Law on Public Hygiene No.1593 (39)

1946 Establishment of Social Insurance Institution (SII) for blue collar workers (27)

1946 Announcement of “First 10-Year National Health Plan” (40)

1950 Establishment of Government Employee Retirement Fund (GERF) for retired civil 
servants (27)

1952 Establishment of the Maternal and Child Health Section at the Ministry of Health (40)

1953 Establishment of Maternal and Child Health Development Center in Ankara in 
collaboration with UNICEF and WHO (40)
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1953 Law on Turkish Medical Association No.6023 (41)

1953 Law on Pharmacists and Pharmacies No.6197 (42) 

1954 Law on Nursing No.6283 (43)

1954 “National Health Program and Health Bank Studies announced, and it stands as the 
building block for the planning and organization of the health (40)

1954 MoH started to open hospitals and increase the number of health workers (40)

1956 Law on the Union of Turkish Pharmacists No.6643 (44)

1961 Law on the Socialization of Health Services No.224 (45)
A new system was established with an integrated (preventive and curative) structure 
(health centers/houses and hospitals). Horizontal organizational model aimed to 
socialize the health services (45)

1965 Population Planning Law No.554 with a focus on pro-natalist policies (46)

1967 General health Insurance bill drafted but did not make its way to the parliament (40)

1972 Establishment of Social Insurance Agency for Merchants, Artisans and the Self-
employed (Bağ-Kur) (40)

1978 Law on Full-Time Practice of Health Professionals No.2162 (40)

1980 Military coup: Shifting from a planned economy to a market economy (29)

1981 Implementation of the obligatory services for physicians (40)

1982 1982 Constitution, which emphasized importance of Universal Health Coverage, Social 
Security as well as planning and supervising role of the State, was adopted (40)

1983 Family medicine was recognized as a specialty in Turkey (47)

1984 The first examples of public-private partnership (PPP) projects were experienced as 
“Build Operate Transfer” to reduce the financial burden of the required infrastructure 
investments although many projects in Turkey could not be realized due to some 
legislative and organizational difficulties (48)

1987 The Basic Law on Health Services was adopted to regulate the health institutions and 
organizations and to increase efficiency and effectiveness of the system. It emphasized 
the planning role of MoH rather than service provision. However, the law was not fully 
enforced and some of the articles were declined by the Constitutional Court. (40)

1990 A basic plan was prepared by the State Planning Organization (SPO). This plan led to 
the beginning of a process during which several health reforms were initiated. “State 
Master Health Plan” was published. (40)

1990 The Turkish Government and World Bank signed first loan agreement to increase 
the basic health service utilization and improve the health conditions of people, and 
provide efficient and effective health services (34)

1992 First National Health Congress was held, and the congress aimed to plan the health 
sector together with various stakeholders (40)

1992 The Green Card Scheme was introduced with Law no.3816 to cover (with limited 
access) the households that fall outside of the existing formal health insurance 
schemes (40)

Table 4 (Continued). Milestone in the Turkish health system between 1920-2020
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1993 Ministry of Health published “National Health Policy” document to establish family 
medicine practice, General Health Insurance system, and achieve Universal Health 
Coverage (40)

1994 Second loan agreement was signed with the World Bank. The second health project 
consisted of two main components: i) Primary Healthcare Component which 
focused on improving access to essential health services and ii) Health Policy and 
Management Component which focused on improving the quality of healthcare 
management in selected institutions (35)

1994 - 2001 The Republic of Turkey faced economic crisis (April 5, 1994 crisis) that led to high 
interest rates, shrinkage of GDP (49)

1997 The third World Bank project (the Primary Healthcare Services Project) was initiated to 
support the establishment of the family physician modality and to create an enhanced 
primary healthcare system but none of these initiatives passed in the Parliament (50)

1990 - 2002 11 different ministers were assigned to the MoH during that period (See all ministers 
name between 1923-2022 (Supplementary Table 1)

2002 Justice and Development Party (JDP) won the general election and got the majority of 
the seats in the Parliament (48)

2003 JDP announced the Urgent Action Plan (UAP) (40)

2003 MoH announced the “Health Transformation Program (HTP)” (40)

2004 The Performance-based Supplementary Payment (PBSP) system, the first 
component of this implementation, was initiated in MoH hospitals (51)

2004 Law on Public Administration No.5227 (52)

2004 “Law on Family Medicine” No.5258 (53)

2004 Turkey started to use a “reference pricing follow-up” based on the Decree on the 
Pricing of Medicinal Products for Human Use (54)

2005 Green Card holders were given access to outpatient care and pharmaceuticals in 
addition to inpatient services, and they started to be fully covered for outpatient 
prescription drugs (55)

2005 SII facilities and health institutions that were owned by the state institutions and 
organizations were transferred to MoH with Law No.5283. The fragmentation problem 
of the health sector was eradicated and purchaser-provider split was established (54)

2005 A new law which established a legal basis for public private partnership (PPP) for the first 
time, was enacted o add an article to the existing Basic Law on Health Services (56)

2005 Re-introduction of the mandatory service with Law No.5371 (57)

2005- 2009 The Family Practice model was started as a pilot project in Düzce province, and the 
project was funded by the World Bank (58)

2006 Establishment of the Social Security Institution (SSI) with Law No.5502 (59)

2006 The PPP in Turkey, which was initiated with 15 integrated projects with more than 
2,500 hospital beds and the cost of more than $5 billion, is inspired by the British 
Private Finance Initiative (PFI) projects (56)

Table 4 (Continued). Milestone in the Turkish health system between 1920-2020
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2006 Within this context, MoH assumed sole planning and monitoring role by leaving its 
purchaser role to a separate organization, Social Security Institution (SSI) (60)

2006 Announcement of Social Insurance and General Health Insurance with Law No.5510 
(SI-GHI) (61)
However, this law did not come into effect right after it was announced due to strong 
opposition from the Turkish Medical Association and the health professionals unions 
on account of the fact that it offered financial protection for only those who could 
afford to pay their premiums

2008 Social Insurance and General Health Insurance Law (SI-GHI) came into effect in 
October 2008. The financial coverage became universal (UHC) as a part of the Health 
Transformation Program (HTP) which was planned as a 10-year reform program 
covering the period from 2003 to 2013 (62)

2009 The gatekeeper system was abolished (63)

2010 The Family Physician modality was extended to whole country (64)

2010 Law on Full-Time No.5947 (65)

2011 The number of green card beneficiaries increased from 2.5 millions in 2003 to 
almost 9 millions in 2011 (55)

2011 With the Announcement of Decree Law No. 663 (66)
Turkish Medicines and Medical Devices Agency was established 
Refik Saydam Public Health Institute (Refik Saydam Hıfzıssıhha Enstitüsü) was 
closed
Turkish Public Hospitals Institution (Türkiye Kamu Hastaneleri Kurumu) was 
established.
Public Hospital Unions (Kamu Hastaneleri Birlikleri (KHB)) was established.

2011 A performance-based bonus system was introduced for healthcare workers working 
at public sectors (67)

2011 The first PPP initiatives started to take place (48)

2012 Public Health Institution was established on 19 March 2012 (22)

2012 The legislation of a universal health coverage (UHC) scheme (Law No.5510 that was 
announced in 2006) was put in force (68)

2013 Law No.6428 prepared a legal structure for the PPP framework in healthcare (48)

2014 Regulation on job and job descriptions of healthcare professionals and other 
healthcare professionals (69)

2017 The reforms, which gave hospitals more autonomy and flexibility to carry out the 
service delivery function along with accountability emphasizing quality, efficiency and 
effectiveness of care are underpinned by tailor-made training programs for hospital 
managers, were abandoned with the Decree Law No.694 (70)

2020 Announcement of Law on “Prevention of Violence in Health Sector” in the Official 
Gazette on 17 April 2020 (71)

Table 4 (Continued). Milestone in the Turkish health system between 1920-2020
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 Political and Economic Context Before Health Transformation 
Program (HTP)

 During the 1990s, Turkey was suffering from economic and political problems 
such as rampant inflation rate, high unemployment, and various constraints 
on freedom (72). In addition, Turkish politics was in a state of turmoil and 
experienced a series of unsatisfactory and weak coalition governments. During 
that time, Turkish economy was very fragile and unstable, and economic 
development was not at its best period; for example, real GDP shrank in 1994, 
1999, and 2001 with declines of 5.5%, 3.4%, and 5.7%, respectively (49). The 
pressure on the market resulted with high inflation rates and Turkey’s annual 
growth rate was at minimal, less than 5%. High interest rates led the public 
sector to end in a debt trap with interest payments. Besides, bad governance 
of the political economy contributed to the increasing public deficit in Turkey. 
Moreover, lack of accountability, lack of transparency, unrealistic investment 
in the public sector, excessive workforce in the public sector, unproductive and 
costly public investments, redundant agricultural subsidies, in other words, 
several bad political economic decisions contributed to the public deficit of 
the Turkish economy. To overcome the economic problems and stabilize the 
economy, a comprehensive economic program was introduced. The program 
aimed to reduce inflation and reinvigorate the economy. However, the global 
economic crisis and increased demand for foreign exchange led the Turkish 
economy into a new crisis in 2001. Besides, crude oil and natural gas price 
increases have also damaged the fragile Turkish economy. During that period, 
European Union (EU) Accession Partnership positively helped the recovery 
process in addition to the new program that was implemented in collaboration 
with the IMF to stabilize and restructure the economy (23). As a result, this was 
the situation when the JDP took power in 2002 and the Turkish economy was 
in need of major reforms to move forward for a stable and stronger economy. 
 

Health Status in Turkey Until 2002

Turkey’s health status showed tremendous improvement during the last 
decades (27, 29, 32, 49, 54, 60, 63, 64, 72- 83). Substantial progress has been 
made regarding Health Status Indicators, Health Service Coverage Indicators 
and Health System Indicators (see Tables 5, 6, 7, 8, 9, 10). Health Status 
Indicators were given in Table 5. Life expectancy at birth was 55.4 for males 
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and 62.0 for females in 1980, 60.7 for males and 68.0 for females in 1990, 
66.4 for males and 73.8 in 2000, and 67.6 for males and 74.7 for females in 
2002 (17). Infant mortality rate per 1 000 live births was 89.7, 55.4, 31.4 and 
27.5 in 1980, 1990, 2000 and 2002, respectively (84). Neonatal mortality rate 
per 1 000 live births was 44.4, 33.0, 18.7, 16.6 in 1980, 1990, 2000 and 2002, 
respectively (85). In addition, the under-five mortality rate per 1 000 live births 
was 127.9, 73.9, 38.6 and 33.3 in 1980, 1990, 2000 and 2002, respectively 
(86). Nation-wide maternal mortality statistics was first collected in 1974-
1975 with the Turkish Population Study, the maternal mortality rate was 208 
per 100 000 live births. In 1981, the maternal mortality rate was calculated as 
132 (87). In 2000, 2001 and 2002, the maternal mortality rates were 42, 41 
and 39, respectively (88). Regarding the health services coverage indicators, 
child vaccination percentage for Measles 2 (two doses) was 83 in 2002, child 
vaccination percentage for Diphtheria, tetanus, pertussis (DTP3, three doses) 
was 42, 84, 85 and 78 in 1980, 1990, 2000 and 2002, respectively (89). Ante-
natal care coverage was 62.3 in 1993, 67.5 in 1998 and 80.9 in 2003 (90). 
Births attended by skilled health staff percentage was 75.9 in 1993, 80.6 in 
1998 and 89.3 in 2003 (Table 6) (91). 

For Health system indicators (Tables 7, 8, 9), total health spending per capita (in 
US dollars) was 73.4, 152.5, 431.8 and 520.0 in 1980, 1990, 2000 and 2002, 
respectively, total expenditure on health as a percentage of GDP was 2.4 in 
1980, 2.5 in 1990, 4.6 in 2000 and 5.1 in 2002, out-of-pocket expenditure per 
capita (in US dollars) was 56.2 in 1980, 61.2 in 1990, 124.8 in 2000 and 105.7 
in 2002 (92). Current health expenditure (% of GDP), Current health expenditure 
per capita (current US$), Domestic general government health expenditure 
(% of current health expenditure), Domestic private health expenditure (% of 
current health expenditure), Out-of-pocket expenditure (% of current health 
expenditure) for 2002 by World Bank data was 5.1%, 186.7 USD, 70%, 30% 
and 20.3%, respectively (93-97). Private insurance health coverage as % of 
population was 1% in Turkey in 2002 (98).  

Human workforce and healthcare infrastructures in Turkey until 2002 were 
given Table 10. The number of physicians per 1 000 population was 0.6, 0.9, 
1.3, 1.4 in 1980, 1990, 2000 and 2002, respectively; the number of nurses 
per 1 000 population was 0.6, 0.8, 1.1, 1.1 in 1980, 1990, 2000 and 2002, 
respectively; Hospital bed density per 1 000 population was 2.2, 2.4, 2.1 and 
2.5 in 1980, 1990, 2000 and 2002, respectively (99).
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Table 5. Health indicators in Turkey until 2002 (17,84-86,88,89) 

 Indicator Data Source 1970 1980 1990 2000 2002

Population, total WB 34 876 296 43 975 972 53 921 758 63 240 196 65 145 357

Life expectancy at birth (years) 

TR, Male WB 49.6 55.4 60.7 66.4 67.6

TR, Female WB 55.1 62.2 68.0 73.8 74.7

TR, All WB 52.3 58.7 64.3 70.0 71.1

World, Male WB 56.6 60.8 63.3 65.4 66.0

World, Female WB 60.7 65.1 67.8 69.9 70.3

World, All WB 58.6 62.8 65.4 67.5 68.1

TR, All WB 52.3 58.7 64.3 70.0 71.1

HIC WB 70.6 73.2 75.4 77.6 78.0

UMC WB 60.4 66.1 68.8 70.6 71.1

LMC WB 50.4 55.4 59.3 62.6 63.3

LIC WB 44.1 48.1 50.6 53.4 54.5

Infant MR (per 1 000 live births) 

TR WB 126.7 89.7 55.4 31.4 27.5

HIC WB N/A N/A 10.7 6.8 6.4

UMC WB N/A N/A 42.8 29.9 26.9

LMC WB N/A N/A 85.5 67.9 63.7

LIC WB N/A N/A 109.5 88.6 82.6

WORLD WB N/A N/A 64.5 52.8 49.4

Under-five MR (per 1 000 live births) 

TR WB 187.6 127.9 73.9 38.6 33.3

HIC WB N/A N/A 13.0 8.2 7.7

UMC WB N/A N/A 54.7 36.9 33.0

LMC WB N/A N/A 124.3 97.2 90.5

LIC WB N/A N/A 182.5 143.6 132.5

WORLD WB N/A N/A 93 75.8 70.5
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 Indicator Data Source 1970 1980 1990 2000 2002

Neo-natal MR (per 1 000 live births) 
TR WB 56.5 44.4 33.0 18.7 16.6

HIC WB N/A N/A 6.6 4.4 4.2
UMC WB N/A N/A 26.4 18.7 17.0
LMC WB N/A N/A 49.8 40.6 38.3

LIC WB N/A N/A 48.2 41.2 39.3
WORLD WB N/A N/A 36.6 30.3 28.6

Crude MR (per thousand)Death rate, crude (per 1 000 people) 
TR WB 15.0 11.2 8.2 6.5 6.2

HIC WB 9.5 9.0 8.7 8.5 8.5
UMC WB 8.6 7.4 7.2 7.3 7.4
LMC WB 16.2 12.9 10.5 9.0 8.8

LIC WB 21.2 18.2 16.3 13.7 12.9
WORLD WB 12.0 10.3 9.2 8.6 8.5

Maternal mortality ratio (modeled estimate, per 100 000 live births)   
TR WB N/A N/A N/A 42 39 

HIC WB N/A N/A N/A 11 11 
UMC WB N/A N/A N/A 67 63 
LMC WB N/A N/A N/A 424 402 

LIC WB N/A N/A N/A 854 805 
WORLD WB N/A N/A N/A 342 328

Child Vaccination rates, DTP3 (%)     
TR UNICEF N/A 42.0 84.0 85.0 78.0

WORLD UNICEF N/A 20.0 75.0 72.0 73.0
Child Vaccination rates (%) - Measles2 

TR UNICEF N/A N/A N/A N/A 83.0
WORLD UNICEF N/A N/A N/A 18.0 20.0

Table 6. Antenatal coverage and births attended by skilled health staff (SHS % of total) in Turkey for 
2000 (90-91)

Indicators TUR HIC UMIC LMIC LIC World

Antenatal Coverage 53.9 - 87.6 63.7 59.1 69.2

Births attended by SHS* - 99.0 93.1 45.8 32.0 62.7

*SHS, Skilled health staff
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Table 7. GDP and GDP growth until 2002 (100-101)

Indicator Data 
Source 1970 1980 1990 2000 2002 

GDP (current USD)

TUR WB 17 086 956 521.7 68 789 289 565.7 150 676 291 094.2 274 302 959 053.1 240 253 216 295.1

HIC WB 2 386 028 921 888.9 8 932 268 169 520.1 18 936 732 950 533.7 27 607 702 368 513.5 28 497 875 152 754.0

UMC WB 426 241 464 689.0 1 650 573 802 774.3 2 660 327 922 439.6 4 297 006 190 469.7 4 359 826 749 743.8

LMC WB 169 495 147 166.9 698 743 246 286.7 1 028 174 706 721.0 1 498 024 214 095.2 1 641 152 542 728.4

LIC WB 25 098 352 779.9 85 053 384 648.4 103 031 588 278.7 125 757 751 738.7 126 871 458 544.0

WORLD WB 2 984 750 455 405.7 11 288 392 765 105.4 22 742 108 506 622.8 33 703 527 798 327.7 34 763 026 447 429.7

GDP growth (annual %)  

TUR WB 3.2 -2.4 9.3 6.9 6.4 

HIC WB 2.8 1.3 3.1 4.1 1.6 

UMC WB 8.0 6.6 1.3 6.4 4.8 

LMC WB 8.9 - 4.9 4.4 4.8 

LIC WB - - -1.8 3.1 4.2 

WORLD WB 3.7 1.8 2.9 4.5 2.3 

Table 8. Financial indicators of the healthcare in Turkey until 2002 (93-97)

Indicator TUR HIC UMC LMC LIC WORLD

Current health expenditure (% of GDP)

2000 4.6 9.5 5.5 3.8 4.1 8.7

2002 5.1 10.4 5.4 3.9 4.9 9.4

Current health expenditure per capita (current US$)

2000 199.5 2 463.40 109.1 23.8 15.2 479.8

2002 186.7 2 759.60 106.8 26.1 15.0 523.3

Domestic general government health expenditure (% of current health expenditure)

2000 61.7 59.3 43.0 31.7 28.3 57.3

2002 70.0 59.1 43.4 31.3 31.6 57.3

Domestic private health expenditure (% of current health expenditure) 

2000 38.3 40.7 56.7 65.1 57.5 42.5

2002 30.0 40.9 56.2 65.6 56.5 42.6

Out-of-pocket expenditure (% of current health expenditure)

2000 28.6 16.4 41.3 58.2 51.7 19.4

2002 20.3 15.6 43.8 58.4 51.2 18.6
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Table 9. Health expenditures by healthcare service providers, 1999-2002 (99)

Health 
Expenditure 
(Million TL)

1999 2000 2001 2002

General 
Total

General 
Government

Private 
Sector

General 
Total

General 
Government

Private 
Sector

General 
Total

General 
Government

Private 
Sector

General 
Total

General 
Government

Private 
Sector

Total health 
expenditure 4 985 3 048 1 937 8 248 5 190 3 058 12 396 8 438 3 958 18 774 13 270 5 504

Current health 
expenditure 4 786 2 872 1 914 7 888 4 865 3 023 12 086 8 128 3 958 18 331 12 827 5 504

Hospital 1 913 1 581 332 3 052 2 540 512 4 249 3 727 522 6 077 5 333 744

Nursing and 
residential care 

facilities
- - - - - - 46 - 46 62 - 62

Providers of 
ambulatory 
healthcare

1 150 321 829 1 862 448 1 414 2 459 844 1 616 3 624 1 358 2 267

Retail sale and 
other providers of 

medical goods
1 301 765 536 2 199 1 381 818 4 402 3 052 1 351 7 080 5 318 1 763

Provision and 
administration 

of public health 
programs

6 5 1 30 22 8 52 45 7 74 63 11

General health 
administration 
and insurance

93 42 51 167 82 85 248 126 122 398 206 192

Not specified/ 
Others 323 158 165 578 392 186 629 335 294 1 014 549 465

Investment 199 176 23 360 325 35 310 310 - 443 443 -
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Table 10. Human workforce and healthcare infrastructures in Turkey until 2002 (99)

WF & Infrastructure Indicators Data Source 1970 1980 1990 2000 2002

Number of Health Workers 
Physician TURKSTAT 15 856 27 241 50 639 85 242 91 949

Dentist TURKSTAT 3 245 7 177 10 514 15 906 16 371

Nurse TURKSTAT 8 796 26 880 44 984 69 550 72 393

Midwife TURKSTAT 11 321 17 197 30 415 41 594 41 479

Pharmacist TURKSTAT 3 011 11 379 15 792 21 927 22 289

Number of Persons (#oP) per Health Workers 
Physician TURKSTAT 2 227.6 1 631.3 1 088.5 753.8 722.2

Nurse TURKSTAT 4 015.6 1 653.2 1 225.3 923.8 917.2

Midwife TURKSTAT 3 120.0 2 798.4 1 812.3 1 544.7 1 600.9

Pharmacist TURKSTAT 11 730.7 3 685.1 3 490.4 2 930.3 2 979.1

Dentist TURKSTAT 10 884.7 6 279.4 5 242.5 4 039.5 4 056.1

The Number of Health Workers per 1000 population
Physician TURKSTAT* 0.45 0.61 0.92 1.33 1.38

Dentist TURKSTAT 0.09 0.16 0.19 0.25 0.25

Nurse TURKSTAT 0.25 0.60 0.82 1.08 1.09

Midwife TURKSTAT 0.32 0.36 0.55 0.65 0.62

Pharmacist TURKSTAT 0.09 0.27 0.29 0.34 0.34

Nurse to Physician’s Ratio TURKSTAT 0.55 0.99 0.89 0.82 0.79

Midwife to Physician’s Ratio TURKSTAT 0.71 0.63 0.60 0.49 0.45

Hospital beds per 1,000 population  
TUR WB 2.0 2.2 2.4 2.1 2.5

HIC WB 9.1 8.4 6.3 6.1 6.0

LIC WB 1.3 - 0.9 - -

LMC WB 0.9 1.6 - 1.2 1.0

UMC WB 1.9 2.6 3.7 2.8 2.7

WORLD WB 3.1 3.6 3.6 2.9 2.7

Hospital beds in different providers
Total TURKSTAT 71 486 99 117 120 738 134 950 164 471

MoH TURKSTAT 57 725 75 484 92 354 96 334 107 394

University TURKSTAT 4 404 13 501 18 068 23 838 26 341

Private TURKSTAT 3 894 3 868 6 230 12 162 12 387

Other* TURKSTAT 5 463 6 264 4 086 2 616 18 349

Inpatient medical Institutions       

Total TURKSTAT 743 827 857 1 183 1 156

MoH TURKSTAT 626 677 686 861 774

University TURKSTAT  4  17  23  42  50

Private TURKSTAT 79 90 125 261 271

Other* TURKSTAT 34 43 23 19 61

Medical graduates per 100 000 inhabitants OECD - 3.79 8.01 7.86 7.2
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Although the health system experienced improvements, inequalities in some 
indicators such as infant mortality and antenatal care which are closely 
related with primary healthcare services increased among the regions (78). 
Geographical disparities were the major problem in providing equitable services, 
and regional and rural-urban disparities in the distribution of resources and 
health personnel were significant (67,54). Socio-economically less-developed 
regions of the country had the lowest ratio of health personnel to population 
(102). To balance this gap, mandatory service was enforced in Turkey in 1981 
(81). Moreover, Hamzaoğlu claimed that for every 1.41 infant death in the 
eastern region, there was one death in the western region in 1993 (103). People 
who lived in less developed regions (Eastern part of the country) and rural 
parts were in more disadvantaged situations regarding prenatal care services 
and healthcare facilities (104,105). Insurance coverage differences was also 
another evidence that proved the geographical disparities in the health sector. 
Also, uninsured people rate in the East and South-eastern part of Turkey was 
far worse than people in Central Anatolia (27). Despite all the progress made 
in the aforementioned health indicators, there were huge regional and rural-
urban disparities in health outcomes across almost all indicators (105). The 
need for comprehensive change in the Turkish health sector was inevitable 
and within this scope, the government introduced the HTP in order to address 
chronic ongoing problems of the Turkish health sector.

Or ganizational Structure in Health Sector Before Health 
Transformation Program

The centralized and fragmented nature of the Turkish healthcare system 
ended up with a highly complex structure. Historical process of the health 
sector shows that comprehensive and robust planning was lacking and the 
health sector evolved throughout the years. Therefore, the structure of the 
health system varied during time and like other sectors, management of the 
health sector was highly affected by the political climate. Public sector, private 
sector as well as various stakeholders took part in the management of the 
healthcare, but the health sector has never been very well organized due to 
lack of collaboration among high level decision makers and stakeholders. This 
multi-level governance lacked strategic planning and policies developed and 
implemented during this process did not create a rigid framework. On the 



HEALTHCARE SYSTEM IN TURKEY
68

other hand, healthcare is financially sourced by the government, various social 
security institutions (SII, GERF and Bağ-Kur), and private expenditures including 
out of pocket payments. The fragmented funding mechanism was in need of a 
major reform. 

Like other sectors, the health sector also had its share from the chaotic political 
environment. In total, 60 ministers were appointed between 1920-2020 and, 
during the 1990-2002, 11 different ministers were assigned to the MoH and it 
was regarded as the least important ministry and offered as a ministerial portfolio 
to the weakest coalition member in the parliament (49). (See Supplementary 
Table 1 for the list of Health Ministers Turkey). Because the health system in 
Turkey was based on an inegalitarian and fragmented structure, any attempt 
to improve service provision ended with failure after 1980s. In the end, despite 
several initiatives taken to overcome the problems of the health sector, poor 
management and decision making, ineffective regulations, lack of planning and 
inability to manage resources created an underperforming health system. As a 
result, although several actors were involved in the planning, coordination, and 
financing process of the Turkish health sector, healthcare provision has never 
been implemented in an efficient, equal, and effective manner. 



Maeda et al. claims that the inter-
national development community 
has increasingly recognized that 
carefully crafted technical solu-
tions may have little practical ef-
fect if political economy concerns 
are ignored (106). The World Bank 
defines Health Reform as a com-
plex process which is influenced by 
country-specific factors including 
history, economics, politics, and the 
characteristics of the population 
served by the health system (81). 
Within this context, these factors 
were important in bringing health 
reform to the policy agenda in Tur-
key, and the historic, political, and 
demographic context in Turkey be-
tween 2002 and 2012 provided a 
favorable environment for the im-
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plementation of health reforms (81). During this period, Turkey’s reform team 
realized the need for positive changes in order to garner public support and 
sustain this support for further reform efforts. The MoH acted promptly by 
prioritizing areas with the fewest services and these efforts not only improved 
the political standing of the Health Transformation Program but also helped 
JDP to increase its votes in 2007 and 2011 general elections to maintain 
political momentum for sustained reform. Moreover, Sparkes et al. claimed 
that Minister Akdağ addressed the obstacles at institutional veto points 
(which is defined as formal institutions with the capacity to restrain the 
implementation of either administrative or legislative policy proposals to reform 
Turkey’s health system) by avoiding some of them through the use of lower-level 
administrative instruments to change the health system by delaying 
implementations while facilitating changes in institutions that opposed his 
reform policies, or persuading and making strategic compromises with key 
opponents, or overpowering opponents at specific institutional veto points 
through executive actions taken by the prime minister (107).

Pavolini et al. approaches the government’s efforts for healthcare reforms 
from the populist perspective (108). To Pavolini et al. the new wave of support 
for populist parties and movements represents a serious challenge to universal 
healthcare coverage in traditional liberal democracies, and Turkey has recently 
witnessed a growing influence of populist discourses and parties (108). 
Pavolini et al. empirically investigated the relationships between healthcare 
governance, professions, and populism by applying across-country comparative 
approach and using mixed methods, including micro-level data gathered from 
international comparative databases and documents. Based on their findings, 
the JDP used a peculiar combination of economic and social security reforms 
that was often described as ‘populist’ or ‘neo-populist’ in the sense that 
the party developed personalistic ties to the disadvantaged masses while 
implementing neoliberal market reforms (108). Moreover, the scholars claimed 
that political context of Turkey allows populist discourses; the metaphor of 
‘corrupt elites’ provided a dormant motif for populism, and the Turkey model 
with its strong anti-expert rhetoric and anti-doctor focus highlight a need to 
understand populist parties and policy discourses as a very serious threat to 
universal healthcare and the traditional role and status of professionals (108). 
Agartan and Kuhlmann also claimed that the reform discourse and particular 
way in which reform components (i.e. universal access, patients’ rights or 
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full-time law) were implemented had a clear populist tone that turned the 
experts/elites/physicians against the citizens, and the party leaders positioned 
themselves as the advocates of the public interest and the citizens, who have 
been suffering from the elites (109).

Stakeholders in Health Sector 

One of the main challenges in health reforms is that several different actors are 
actively involved in the sector including but not limited to political parties, donors, 
international organizations, state institutions (executive, legislative, judiciary), 
NGOs, health staff, private sector, ministries, citizens, and mass associations. 
Hence, policy implementation requires the management of different actors that 
are involved in the health sector. As Campos and Reich stated, “Implementation 
often entails consensus building, conflict management, and power bargaining 
among stakeholders located in different corners of the policy environment: 
members of budget and oversight committees in the legislature; formal and 
informal policy advisors for political leaders; affected organizations and interest 
groups; political appointees in charge of the implementing agency; bureaucrats 
across various agencies; and beneficiaries both powerful and powerless.” 
(110). Moreover, Campos and Reich stated that people who plan and manage 
health policy implementation for it to be successful will often confront political 
challenges in dealing with implementation stakeholders, therefore, they need 
to make difficult decisions and interact with stakeholders to realize the policy 
implementations (110). Campos and Reich also believe that systematic and 
continuous political analysis of stakeholders can help decision makers and 
high-level implementers to improve the chances for successful policy design 
and implementation (110). 

Besides, Maeda et al. note that because UHC reforms are related to 
redistribution of the resources in the health sector and across citizens and 
these policies involve political trade-offs, understanding the political situation 
and negotiating with the various stakeholders are essential components of 
moving toward UHC (106). Therefore, analyzing the stakeholders in the health 
sector is an important step to better understand the political economy of health 
and the transition of the health system. The stakeholder map was summarized 
in Figure 4.
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Figure 4. Turkish health sector stakeholder map 

After the initiation of HTP, the new MoH conducted a political analysis 
to evaluate the powers and interests of relevant stakeholders and this 
analysis not only assisted the government to manage the reactions of these 
stakeholders but also provided room for maneuvering for the implementation 
(81,111). The challenges faced with regard to stakeholders by the MoH during 
the implementation of health reform were addressed in various ways. The 
reform team used supportive leadership and external actors strategically to 
overcome opposition within the interest groups, bureaucracy and political 
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beneficiary groups including the Turkish Medical Association, the Ministry of 
Labor and Social Security, the Ministry of Finance, and resistance from different 
beneficiary groups concerned with their own interests (111). For example, 
MoH convinced retired and white-collar civil servants, who opposed the health 
reform on the grounds that their benefits would be diminished, by emphasizing 
that the long-term objective of the reforms was to provide all citizens with 
the same benefits as retired civil servants, and white collar civil servants’ 
health benefits would not be compromised (81). In addition, MoH garnered the 
support of opposing health workers by increasing their salaries through a pay-
for-performance system and establishing a new health workers union to draw 
supporters away from existing opposing associations (81).

Yet, Akinci et al. conducted three specific research methods to systematically 
evaluate the effects of the five major components (“(a) strengthening the 
Ministry of Health’s (MoH) capacity for effective stewardship, (b) building 
capacity of health insurance and social security organizations, (c) reorganizing 
delivery of healthcare services, (d) strengthening public health functions and 
human resources capacity, and (e) establishing the health information systems”) 
of the HTP reforms on various stakeholders (64). Based on the interviews that 
was conducted with 47 stakeholders, there is widespread support, in principle, 
for all core reform efforts mentioned in their research but as expected, similar to 
the experiences of other countries, some criticism, concerns, and reservations 
were expressed by several stakeholders regarding the implementation 
processes as well as the technical and financial sustainability of some reform 
efforts (64). Akinci et al. indicated that the majority of the stakeholders indicate 
their clear support for the reform efforts to strengthen the MoH’s capacity for 
stewardship; the reform efforts for establishing a universal health insurance 
program in Turkey; the reform efforts for establishing a Family Medicine Model 
(FMM) in Turkey and creation of community health centers by emphasizing 
the importance of integration and coordination of services provided by 
these centers and family practitioners; and the reform efforts in the health 
information systems area (64). Akinci et al. also notes that stakeholder views 
differed with respect to specific financing (i.e., premium-based vs. general tax-
based) and payment systems to be used with the universal health insurance 
program (64). The main opposition party, Republican People’s Party (CHP), 
Turkish Medical Association (TMA), Turkish Pharmacists’ Association (TPA), and 
the Turkish Association of Social Service Workers (SHUDER) favor a general tax 



POL ITICAL ECONOMY OF HEALTH IN TURKEY AND STAKEHOLDERS 
74

based financing model and believe that individuals should not be required to 
incur out-of-pocket payments or co-payments, however, the main ruling party, 
JDP, the MoH, SSI, and the Association of Research-based Pharmaceutical 
Companies (AIFD) support a premium-based financing model and maintain 
that individuals should be required to contribute in full or in part toward their 
healthcare costs (64). In addition, stakeholders had different opinions regarding 
the performance-based payment system, and while some stakeholders 
argue that the current performance-based payment system encourages 
increases in the amount of services provided without appropriate incentives to 
improve patient health status and outcomes, others question the source and 
sustainability of the funding source for such payments (64).

Furthermore, Agartan claimed that HTP’s governance reforms and health human 
resources policy did not encourage the participation of other key stakeholders 
in the governance of the healthcare system, and more importantly, HTP 
excluded stakeholders from the process with its centralist, top-down approach 
to policy-making and implementation (29). Despite the roles of stakeholders in 
health reforms, Wendt, Agartan and Kaminska claimed that corporate actors in 
Turkey had almost no influence in shaping the reforms because governments 
continued to exclude them from the policy-making process and did not 
incorporate elements of self-regulation into the new governance models, and 
as a result, reforms maintained the status quo in terms of the strong regulatory, 
budgetary, and managerial powers of the state and very limited involvement of 
corporate actors (112). 

Besides, Agartan and Kuhlmann stated that the HTP was not eager to build a 
mechanism that would strengthen the participation of stakeholders in decision-
making or implementation, and although the initial reform phase included some 
degree of involvement of major stakeholders, the political leaders increasingly 
questioned the legitimacy of the civil society and representative organizations 
that were not immediately loyal to the party and tried to undermine their 
representative role (109).

Espinosa-Gonzalez and Normand also conducted a qualitative analysis of 
stakeholders views in Turkey regarding Family Medicine Model, and found 
that the FM stakeholders were not sufficiently taken into consideration but 
should the FM stakeholders included in the health policy-making process, it 
would facilitate the integration of FM into the health system (113). Espinosa-
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Gonzalez and Normand concluded their study by stating that a system thinking 
approach, which takes into account the interactions between stakeholders and 
interventions when designing and evaluating reforms, could help anticipate 
obstacles in the health reforms implementation, and the political will to include 
PHC stakeholders in the governance process would positively impact the rest 
of the system (113). Because the organization of the Turkish healthcare system 
had a very complex structure, different stakeholders were directly or indirectly 
involved in the system.

Policymaking Stakeholders

The MoH plays the most vital role in policy making because it also has an 
important role in policy implementation. On the other hand, TBMM is the 
highest authority in policymaking for all sectors in Turkey including health. 
Higher Council of Education involved in the policy making process via education 
of health staff and universities. The Constitutional Court can only exercise 
constitutionality review in terms of form or substance of the laws, Presidential-
decrees, and the Rules of Procedure of the Grand National Assembly of Turkey 
(114).

Decision Making Stakeholders

The Ministry of Health has the leading responsibility in administration of health 
services in collaboration with Provincial Health Directorates and its affiliated 
institutions.

Health Financing Stakeholders

Following HTP, the complex structure of health sector financing was improved. 
The new system is financed by three parties, which consist of the State, 
employers, and employees. Social Security Institution (SSI) is the leading 
organization in the health sector. Moreover, healthcare expenditure is also 
financed through out-of-pocket (OOP) payments as well as private insurance 
companies and International Organizations despite having a minor role in the 
financing of the health sector (62).
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Health Service Provision Stakeholders

Health service provision before HTP was fragmented and different stakeholders 
provided different health services, which caused inequalities and inefficiencies. 
The Public Sector is the leading sector, and MoH is the main provider of 
healthcare services in Turkey. University hospitals are also providing the health 
services. After the privatization period, the role of the private sector in health 
service provision significantly increased. In addition, HTP aimed to increase the 
involvement of the private sector and the private sector became an important 
service provider with significant and rapid growth (48). 

Management of stakeholders in the political economy of health is very essential 
because it establishes a mutually beneficial relationship among the government 
and the stakeholders. Management of stakeholders relies on important 
principles such as collaboration, developing relationships, and reciprocal 
solutions. Although the Turkish government involved the stakeholders into the 
planning process of HTP, next phases of the HTP did not involve stakeholder 
involvement. During the implementation process of HTP, the government was 
very selective in collaborating with the stakeholders and this approach of the 
government was highly criticized by the stakeholders in the health sector (109).



In 2002, the Justice and Develop-
ment Party (JDP), which was found-
ed in 2001, won the general election 
and got the majority of the seats 
in the Parliament (48). This meant 
that JPD had the power to pass leg-
islation without any support from 
opposition parties (29). As Agartan 
stated, JDP’s party program and the 
Urgent Action Plan (UAP) were the 
road maps and policy documents 
of the new government to achieve 
universal health coverage (50). On 
the other hand, JDP did not intro-
duce new policies for change and 
all the recommended actions that 
were mentioned in the Urgent Ac-
tion Plan have already been on the 
agenda of Turkish politics since the 
1980s (50). 
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With the notion of creating a healthy society and social security system for all, 
the UAP aimed to achieve the goals given in Table 11.

Table 11. Urgent Action Plan, JDP, 2003 (40)

Description Responsible Authority

Restructuring the MoH Ministry of Health

Gathering all hospitals under one umbrella Ministry of Health

Providing administrative and financial autonomy to the 
hospitals

Ministry of Health

Providing purchaser-provider split Ministry of Labour and Social Security

Establishment of General Health Insurance (GHI) Ministry of Labour and Social Security

Establisment of Family Physician System and robust 
referral chain

Ministry of Health

Prioritizing mother and child care Ministry of Health

Enhancement of preventive medicine Ministry of Health

Promotion of private sector investment in the health 
sector

Ministry of Treasury and Finance

Establishment of an integrated and unified social 
security system

Ministry of Labour and Social Security

Health sector, which was suffering from the lack of concrete and robust 
planning, policy making and implementation, was about to undergo several 
changes with the approach of the new government. In 2003, MoH announced 
the HTP that aimed to bring solutions to the unsolved and ever-increasing 
problems of the health sector together with the support of all stakeholders, 
who have been actively involved in the health sector. The main components of 
the HTP included merging of existing insurance schemes under one umbrella 
and the introduction of compulsory social health insurance; incorporating 
performance-related payments; restructuring health service delivery via the 
introduction of family medicine; granting autonomy to public hospitals; and 
strengthening the stewardship role of the MoH (54).

The program was prepared under the guidance of all previous works, bills, 
ideas, and thoughts. Therefore, the basis of the program was to build a new 
health system by taking the past as a reference rather than ignoring it (50). 
On the other hand, several scholars indicated that the government’s HTP 
program was influenced by World Bank’s policy documents, recommendations 
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as well as New Public Management approaches (32,50,29,109). However, as 
mentioned in the main document of the HTP, the program took the modern 
world’s practices and approaches as well as the Ministry’s precious heritage 
granted when preparing the document (115). In other words, rather than 
damaging and destroying the existing structure, the change would be made by 
improving the current system. Within this context, HTP adopted the following 
basic principles: i) prioritization of the citizens, ii) sustainable health provision, 
iii) continuous quality improvement, iv) participation, v) reconciliation vi) 
voluntariness vii) segregation of duties viii) decentralization and ix) competition. 
Furthermore, Turkish health system not only aimed to achieve these goals but 
also considered that the Turkish Health Legislation be compliant with the EU’s 
Health Legislation in accordance with the “Turkish National Health Plan”, EU’s 
“Accession Partnership Document for Turkey”, and WHO’s policy for “Health for 
All in the 21st century” (115).

Overall, the HTP declared “Eight Main Themes” to provide remedies for the 
chronic problems of the Turkish Health System) (32, 116-119):

Box 1. Eight main themes of the HTP, Health Transformation Program, 2003 (32, 116-119)

 1. To strengthen the stewardship role of the Ministry of Health

2. To Achieve Universal Health Coverage, General Health Insurance for All Citizens

3. Accessible, Friendly and Extensive Health Service Provision

a. Enhanced Primary Healthcare and Family Practice Model

b. Effective and Gradual Referral System

c. Health Enterprises with Administrative and Financial Autonomy

4. Human Resource Development

5. Establishment of Training and Scientific Bodies to support the system

6. Quality and Accreditation for Qualified and Efficient Health Service Provision

7. Institutional Structuring for Rational Management of Pharmaceuticals and Supplies

a. Establishment of National Drug Agency

b. Medical Devices Agency

8. Establishment of Integrated Health Information System

The MoH wanted to bring a holistic approach for change. In addition, they followed 
four processes to implement the HTP. The first one was conceptualization to 
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clarify and formulate the idea of change, the second one was enactment to 
pass legislation when needed, the third one was pilot studies before extending 
the program and to build on the former, the last one was to extend the program 
across all over the country (22).

In conclusion, several essential changes occurred for the provision and financing 
of healthcare services (68). The focus of the HTP was to reorganize the health 
service in a way to provide high quality, effective, efficient, and easily accessible 
services with affordable financing for the whole citizens (51,120,121). 
Moreover, aligning the Turkish healthcare system with the European Union 
and collaborating with international organizations such as World Bank (WB), 
World Health Organization (WHO), Organization for Economic Co-operation 
and Development (OECD) to establish a well-functioning mechanism were the 
other focuses of the program.

1.  Strengthening of the Stewardship Role of the Ministry of Health

The new program re-shaped the structure of MoH and the new role of the 
MoH also became consistent with its role written in the Constitution (32). 
Moreover, the new role of the MoH was also part of the Law No.5227 on Public 
Administration, which was enacted in 2004 to reorganize the structure of 
the Turkish public administration. The basis of the law was to empower local 
governments and to give them additional financial and administrative authority 
(23). In other words, the new program aimed to decentralize the power and 
create a new governance mechanism (109).

Before HTP, MoH was the leading health service provider and Social Insurance 
Institution (SII) was the second leading service provider in the system. After SII 
health facilities were transferred to the MoH in 2005 with Law No. 5283, (32) 
The fragmentation problem of the health sector was eradicated, and purchaser-
provider split was established (54). Within this context, MoH assumed sole 
planning and monitoring role in 2006 by leaving its purchaser role to a separate 
organization, Social Security Institution. In other words, MoH would assume 
the roles of identifying priorities for the health sector, ensuring the compliance 
of health institutions, regulating health insurance, and managing public health 
and communicable diseases. Therefore, with its new roles, MoH would plan 
and develop policies, and regulate the health system (60).
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2.  Achieving Universal Health Coverage, General Health Insurance 
(GHI) for All Citizens

With the Law on Socialization of Health Services in 1961, UHC has been on the 
political agenda ever since to enhance the health services to the whole nation 
and in line with this aim, a General Health Insurance Draft Law was prepared in 
1967 but it was never come effect despite all the efforts of various governments 
(122). Before HTP, service provision was highly fragmented (49,67,123), and 
different ministries and different health insurance schemes offered different 
service packages from public or private providers (78,81). Both the Ministry 
of Health (MoH) and the Ministry of Labor and Social Security were providers 
and financiers of the health system, and four different ministries were directly 
involved in public healthcare delivery (81). Prior to HTP, MoH was the main 
service provider, SII hospitals was the second biggest healthcare provider, and 
also the private sector, universities, and the Ministry of Defence provided health 
services via their own hospitals. Social Insurance Institution (SII), Government 
Employee Retirement Fund (GERF), Social Insurance Agency for Merchants, 
Artisans and the Self-employed (Bağ-Kur) as well as Green Card (Yeșil Kart) 
program provided different services. Therefore, HTP aimed to integrate all 
insurance schemes into a single insurance scheme for the purpose of ensuring 
Universal Health Coverage (UHC) (51). Within this context, The Republic of 
Turkey implemented major health system reforms with a particular emphasis 
on expanding PHC (Primary healthcare) through organizational, financing and 
service delivery changes to achieve UHC (124).

3. Ac cessible, Friendly and Extensive Health Service Provision

The HTP claimed to strengthen the existing health centers (Sağlık Ocağı), which 
provided primary and preventive healthcare services, and to promote private 
sector involvement in the health sector. The rationale was to increase efficiency 
and effectiveness by creating a competitive environment. In addition, the HTP 
also targeted to eliminate geographical disparities in healthcare provision 
including the distribution of health professionals to reduce the inequalities (54).

3.1. E nhanced Primary Healthcare (PHC), and the Family Practice Model

The HTP, in collaboration with the World Bank, claimed that primary healthcare 
services in Turkey was not a well-organized and lacking performance-based 
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system (105,115). Therefore, PHC revision started with replacement of the 
existing health center modality with the family practice modality. The third 
World Bank project (the Primary Healthcare Services Project) was initiated in 
1997 to support the establishment of the family physician modality and to 
create an enhanced primary healthcare system but none of these initiatives 
passed in the Parliament (50). After the introduction of new system with HTP, 
Family Health Centers (FHC) would be able to provide services like internal 
medicine, gynecology, pediatrics under “one window”. All of these services 
would be provided by a Family Physician (FP), who was provided with rotational 
education in internal medicine, general surgery, pediatrics, gynecology and 
obstetrics and psychiatry (58).

Following changes were projected with the new Primary Healthcare provision (125):

» Changing the regional health services delivery model with a new patient list 
based model.

» After the Family Medicine Scheme, community based preventive services 
were assigned to the Community Healthcare Centers. 

» Third, under the old system, physicians with no formal training were considered 
capable of providing PHC services. Following HTP, specialist family physicians 
with the necessary vocational training aimed to work in PHC.

» Another significant shift in PHC service delivery was the funding of 
healthcare providers’ salaries based on capitation and a few performance 
indicators.

» In addition, each district was given at least one ‘Community Health Center”.

In contrast to previous modality, Family Physician would serve a certain 
dedicated population with an assigned list and would be responsible for the 
management of the “Family Health Centre” (126). The patients would be given 
a chance to choose their preferred physicians based on certain criteria. The aim 
was to establish a specialized and closer relationship between family members 
and the physician (105). 

3.2. E ffective and Gradual Referral System

With the introduction of the HTP, establishment of the referral chain aimed 
to ease the hospitals from unnecessary patient burden, to prevent financial 
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waste and to increase the health service quality. The patients who are referred 
to a hospital by their family physician would receive free healthcare services. 
However, patients who do not follow the referral chain would have the right to 
receive services in the hospitals by bearing the additional costs (68,32). 

3.3 He alth Enterprises with Administrative and Financial Autonomy

During the transformation of the health sector, providing administrative and 
financial autonomy to the public hospitals was considered essential in order 
the public hospitals be more efficient enterprises and compete with the other 
actors in the health sectors (115). Decentralization of the health institution from 
ministry level to regions was another dimension of the governance approach. 
The health institutions would provide customer-oriented services without 
providing expensive services. Therefore, the MoH developed laws on its own 
restructuring, family medicine implementation, and public hospital reform to 
convert public hospitals into autonomous entities (67).

4. Human  Resource Development

The development of well-trained health workers was an essential component 
of the HTP. This component aimed at developing skills and competence of the 
health workforce in accordance with the new role of the MoH and its affiliated 
institutions (64). Management positions in the healthcare institutions were also 
aimed to be filled by the competent personnel independent from medicine. In 
addition, this component wanted to eliminate the compulsory service system 
and bring fixed term service contracts.

5. Establ ishment of Training and Scientific Bodies to Support the 
System

This component of the HTP aimed to create training and scientific institutions to 
conduct sectoral analysis, research, to provide consultation to the government, 
and train healthcare workforces after their formal training based on the sector 
needs. Moreover, the School of Public Health (Hıfzıssıhha Okulu), founded in 
the early years of the Republic of Turkey, was aimed to be reopened in a way to 
meet today’s needs.
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6. Quality a nd Accreditation for Qualified and Efficient Health 
Service Provision

One of the aims of the HTP was to establish quality and accreditation for 
qualified and efficient health services and facilities (116-119). The system 
is enabled to measure the health outcomes and set performance indicators 
based on evidence-based knowledge.

7. Instituti onal Structuring for Rational Management of 
Pharmaceuticals and Supplies

The HTP wanted to establish a National Drug Agency and a Medical Devices 
Agency to standardize, license and manage drugs, supplies and medical 
devices. These agencies aimed to bring evidence-based and scientific solutions 
to the pharmaceuticals and supplies.

8. Establish ment of Integrated Health Information System

Health information system was one of the key elements for HTP (51). Health 
information system would provide a basis for knowledge-based decision-
making. Health information system would also have functions to collect data 
and process them to identify the problems and priorities, to take precautions, 
to plan sector resources, to evaluate the quality of care, and to use the data for 
scientific research.

Although the health system in Turkey was planned to undergo essential changes 
during the 1990s, political and economic situations such as political instability, 
economic crisis, and coalition governments hindered the changes in the health sector. 
During this period, the government took several initiatives to change the health 
system including the health master plan and World Bank Loan Projects. However, 
none of these implementations reached their targets. Following the election of 
JDP, a new period for the health system, which included several changes and new 
implementations, was initiated. Moreover, health indicators of Turkey proved that 
the Turkish health system had to undergo serious changes to improve itself and to 
increase the health status of citizens. JDP and MoH showed a determination during 
the implementation of the HTP and this attitude of government and the ministry 
brought major changes to the health system in Turkey.



According  to the authors’ analysis 
from various resources, substantial 
improvements in accordance with 
the epidemiological transition have 
been witnessed in the Turkish 
health sector. The changes in the 
major indicators were summarized 
as follows (the comparison of the 
indicators between different time 
periods are shown in Figures: 

Life expectancy at birth was 67.6 
for males and 74.7 for females in 
2002, 71.2 for males and 77.8 for 
females in 2010, and 74.7 for males 
and 80.6 for females in 2019 for 
Turkey while the world average for 
life expectancy at birth was 66.0 for 
males and 70.3 for females in 2002, 
68.4 for males and 72.8 for females 
in 2010, and 70.6 for males and 75 
for females in 2019 (Figure 5,6) (17). 
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Infant Mortality Rate (per 1 000 live births) was 27.5 for 2002, 15.6 for 2010 
and 8.6 for 2019 while it was 6.4 for 2002, 5.1 for 2010 and 4.3 for 2019 for 
high income countries. The world average for Infant Mortality Rate (per 1 000 
live births) was 49.4 for 2002, 37 for 2010, and 28.2 for 2019 (Figure 7) (84).

Under-five Mortality Rate (per 1 000 live births) was 33.3 for 2002, 18.2 for 
2010 and 10 for 2019 while it was 7.7 for 2002, 6.1 for 2010 and 5 for 2019 
for high income countries. The world average for Under-five Mortality Rate (per 
1 000 live births) was 70.5 for 2002, 51.2 for 2010, and 37.7 for 2019 (Figure 
8) (86).

Neo-natal Mortality Rate (per 1 000 live births) was 16.6 for 2002, 9.1 for 2010 
and 5.3 for 2019 while it was 4.2 for 2002, 3.3 for 2010 and 2.9 for 2019 for 
high income countries. The world average Neo-natal Mortality Rate (per 1 000 
live births) was 28.6 for 2002, 22.2 for 2010, and 17.5 for 2019 (Figure 9) (85).

Crude Mortality Rate (per thousand) was 6.2 for 2002, 5.7 for 2010 and 5.4 for 
2019 while it was 8.5 for 2002, 8.3 for 2010 and 8.9 for 2019 for high income 
countries. The world average for Crude Mortality Rate (per thousand) was 8.5 
for 2002, 7.9 for 2010, and 7.5 for 2019. (Figure 10) (127).

Maternal Mortality Ratio (per 100 000 live births) was 42 for 2002 and 17 for 
2017 while it was 11 for 2002 and 11 for 2017 and for high income countries. 
The world average for Maternal Mortality Ratio (per 100 000 live births) was 
328 for 2002, and 211 for 2017 (Figure 11) (88). Antenatal coverage rate was 
53.9% and 88.9% in 2000 and 2017 respectively (Figure 12) (90). Birth attended 
by skilled health staff rate was increased from 83% in 2000 to 98% in 2018 
(Figure 13) (91).

Hospital beds per 1 000 population was 2.5 for 2002, 2.7 for 2010 and 2.8 for 
2018 while it was 6.0 for 2002, 5.4 for 2010 and 5.3 for 2018 for high income 
countries. Also, for upper middle-income countries, it was 2.7 for 2002, 2.9 for 
2010, and 3.9 for 2018 (Figure 14) (128).

When we look at the TURKSTAT data, the number of physicians was 91 949 
for 2002, 123 447 for 2010 and 153 128 for 2018. Also, the number of nurses 
was 72 393 for 2002,  114 772 for 2010 and 190 499 for 2018. On the other 
hand, the number of dentists was 16 371 for 2002, 21 432 for 2010 and 30 
615 for 2018. (Figure 15) (99).
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For the financial indicators see the chapter on health financing. 

Figure 5. Life expectancy at birth (years) for Turkey and the World. (17)

Figure 6. Life expectancy at birth (years) for Turkey and the World. (17)

Figure 7. Infant mortality rate for Turkey and the World (84)
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Figure 8. Und er-five mortality rate for Turkey and the World (86)

Figure 9. Neonatal mortality rate for Turkey and the World (85)

Figure 10. Cru de mortality rate (per 1000 people) for Turkey and the World (127)
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Figure 11. Maternal mortality rate (per 100 000 live births) for Turkey and the World (88)

Figure 12. Antenatal coverage for Turkey and the World (90)

Figure 13. Births attended by skilled health staff (% of total) for Turkey and the World (91)
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Figure 14. Number of hospital beds for 1000 population for Turkey (128)

Figure 15. Number of health workers for Turkey (99)

Figure 16. Child vaccination rate (DTP3 and Measles2) for Turkey and the World (89)
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When we look at the O  ECD indicators, Turkey still falls behind the OECD averages 
in several indicators. Life expectancy at birth (years) for Turkey was 66.4 and 
75.9 for males and 71.0 and 81.3 for females in 2003 and 2019, respectively. 
However, the OECD average was 74.9 for males and 78.3 and 80.7 and 83.6 
for females in 2003 and 2019, respectively (129). Infant mortality rate was 29 
and 9 for Turkey in 2003 and 2019, respectively, and for OECD, it was 6.1 and 
4.2 in 2003 and 2019, respectively (130). Regarding Child Vaccination rates (%), 
DTP, Turkey’s rate was 68 in 2003 and 94 for OECD. However, this gap was 
closed in 2019 and Turkey’s average (96%) became better than OECD (95%) 
(131). Figure 16 shows the UNICEF data on DTP3 and Measles2 vaccination 
rates for Turkey and the World (89). Number of physician and nurse indicators 
per 1 000 population was also lower compared to OECD average. For Turkey, 
the number of physicians per 1 000 population was 1.4 for 2003, and 2.0 for 
2019. OECD average for the number of physicians per 1 000 population was 
2.9 for 2003, and 3.6 for 2019. Although the number of nurses per 1 000 
population increased from 1.4 in 2003 to 2.0 in 2019, Turkey’s figure was very 
low compared to OECD’s average (8.8) in 2019 (132,133). Hospital beds per 1 
000 population is also another indicator that Turkey falls behind the OECD. In 
2003, while OECD’s figure was 4.2, Turkey’s figure was 2.1. In 2019, hospital 
beds per 1 000 population was 2.9 for Turkey and 4.4 for OECD (Figure 17) (134).

Figure 17. The compari son of total health spending, bed capacity and human workforces for Turkey vs 
OECD average (* Total Health Spending per capita, ** per 1 000 population) (135)
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Strengthening of the Stewardship Role of the Ministry of Health

This reform component  supports the MoH’s institutional transition from a 
main service provider to a policy maker and service provision regulator (64). A 
key objective of the HTP was to redefine the role of the MoH by strengthening 
its stewardship functions and delegating operational responsibilities to new 
agencies. However, although a framework for restructuring of the MoH was 
approved by the Parliament at an early stage of the HTP, the implementation 
could not be initiated because the president vetoed the Law on Public 
Administration in 2006, which underpinned the framework for reforms (49,32). 
In 2010, with the introduction of the Ministry of Health Restructuring Law and 
the Law on Autonomous Hospitals, the ministry’s role was switched to focus on 
policy and strategy development, performance assessment, administration of 
accountability, and intersectoral coordination (49). The structural changes that 
were introduced after HTP enabled the separation of stewardship, financing, 
and service provision roles within the Turkish health system, and the MoH 
undertook stewardship duties and focused on policy and strategy development 
for which new directorates were established (49). In other words, the MoH 
was restructured to focus more on planning and stewardship rather than 
service provision (112). Furthermore, the MoH provided more independence 
and flexibility to the management of the MoH hospitals (136,102). Thus, while 
the Ministry of Health focused on policy and strategy development, other 
agencies were given responsibilities to deal with public health and delivery of 
personal health services (60). In conclusion, the purchaser-provider split was 
established in the Turkish health system (Table 12). MoH had also delegated 
its service provision and financial management role to its related hospitals and 
other organizational units by shifting its role more on stewardship. 

Table 12. Health service provision before and after HTP, Health Transformation Program

Before HTP After HTP
Purchaser Provider Purchaser Provider
GERF MoH Hospitals  SSI (SGK) MoH Hospitals
SII (SSK) SII Hospitals University Hospitals
Bağ-Kur University Hospitals Private Hospitals

Private Hospitals Other Health Institutions*
Other Health Institutions*

GERF, Government Retirement Fund; Bağ-Kur, Social Security Organization for Artisans and the Self-Employed; MoH, 
Ministry of Health; SII, Social Insurance Institution; SSI, Social Security Institution; *Other Health Institutions, Military 
hospitals, Municipality hospitals, Bank hospital and other organizations’ hospitals
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Achieving Unive rsal Hea lth Coverage (UHC), General Health 
Insurance (GHI) for All Citizens

The goals of UHC are typically defined by three dimensions: the population that 
is covered by pooled funds; the proportion of direct health costs covered by 
pooled funds; and the health services covered by those funds (137). UHC goals 
are mostly adopted in association with a major social, economic, or political 
change; for instance, UHC became a national priority following a period of 
financial crisis in Turkey in 2001 as well as Indonesia and Thailand (SR206). 
Following the changes that occurred in the Turkish health system, the adoption 
of UHC policies in Turkey benefited from strong executive leadership from the 
government (MoH and the head of state) who worked to garner the support of 
the people (106). On the other hand, providing UHC and financial protection for 
the whole population requires cross-subsidization, both from rich to poor and 
from people at low risk of illness to people with higher risk. Turkey has done 
this and achieved a high degree of cross-subsidization and equity in financing 
(106), and undertook major reforms to consolidate several insurance programs 
(137,106).

Turkey’s journey to achieve UHC went through different phases. In 2003, MoH 
introduced HTP for the purpose of achieving UHC to provide financial risk 
protection to all citizens and to overcome major inequities in health outcomes 
(138). Initially, the HTP involved the expansion of the coverage and benefits of 
the government funded non-contributory health insurance Green Card scheme 
that was introduced in 1992 (138). The Green card scheme was based on 
certain requirements, and Turkish citizens who were not covered by any social 
security programs and whose per capita household income was less than 1/3 
of the minimum wage threshold could be eligible for the Green Card program 
(139). After the introduction of the HTP, the number of green card beneficiaries 
increased from 2.5 million in 2003 to almost 9 million in 2011 (32,55). In 2005, 
Green Card holders were given access to outpatient care and pharmaceuticals 
in addition to inpatient services, and they started to be fully covered for 
outpatient prescription drugs (55). By virtue of this implementation, Green 
Card holders had the same benefits as SSI, Bağ-Kur and GERF enrollees (62). 
According to Tirgil et. al’s study (138), the Green Card scheme had a significant 
effect on the utilization of health services by the poor after the expansion of 
insurance coverage and the benefits package. Aran et al. (140) also noted that 
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healthcare service became more available to poor people through the Green 
Card program, and it increased the availability of universal non-contributory 
health insurance.

Since year 2003, Turkish MoH has been able to design and implement wide-
ranging health system reforms to achieve UHC that substantially reduced 
inequities in health financing, access to health service and health outcomes (49). 
These reform efforts have impacted nearly all aspects of the health system and 
have witnessed rapid expansion of the population coverage and the services 
(81). Within this context, Social Insurance and General Health Insurance Law 
No.5510 (SI-GHI) was announced in 2006 (61). SI-GHI Law aimed to provide 
social insurance and General Health Insurance (SI-GHI) to all citizens. However, 
this law did not come into effect right after it was announced because there 
was strong opposition to the law from the Turkish Medical Association and the 
unions representing health professionals claiming that it eroded the right to 
health because it offered financial protection for those who could afford to pay 
their premiums (27). Hence, this law came into effect in October 2008. Until 
2008, the Turkish health system covered different public and private financing 
programs as well as different service provision. 

After 2008, the financial coverage became universal as a part of the Health 
Transformation Program that was planned as a 10-year reform program 
covering the period from 2003 to 2013 (62). Attempts to integrate the 
fragmented structure of healthcare finance resulted in a unified health 
insurance system in Turkey, and legislation of a universal health coverage (UHC) 
scheme was put in force as of January 2012 (68). In general, UHC helped to 
address three major health system issues in Turkey (49): 

» inequitable distribution of health infrastructure and human resources that 
led to inequalities in health service access. 

» inadequate and inequitable health financing with a fragmented health 
insurance system, low insurance coverage for the poorest populations, and 
high out-of-pocket expenditures;

» inequities in health outcomes, with disparities among east–west, poor–
rich, and rural–urban divides 
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Moreover, UHC led to substantial improvements in use of key maternal and 
child health services, especially for the most disadvantaged population groups 
(49), and despite disagreements, Horton and Lo (141) claimed that UHC 
has helped to reduce under-5, infant, and neonatal mortality and insurance 
coverage for the poorest increased more than four-fold between 2003 and 
2011. Besides, Turkey has narrowed geographic disparities, notably through 
its Family Medicine Program that focused on primary care (106). During the 
last two decade of the Turkish Health system, the rates of Infant Mortality 
rate (IMR), Under-five mortality (UFM) and Neonatal mortality (NM) rates went 
down from 27.5% to 8.6%; 33.3% to 10%; 16.6% to 5.3% from 2002 to 2019 
respectively. Those rates were 55.4%, 73.9%, 33% in 1992. The same rates were 
better than the ones from other upper middle income level countries average 
for 2019 (11.3%; 13.6%; 6.9%) (Figure 7,8,9) (84-86).

The introduction of GHI, which is a compulsory public health insurance plan, 
aimed to achieve universal coverage and ensure that the Turkish population 
has access to public health interventions regardless of financial status (122). 
The GHI System in Turkey works on a premium basis and the GHI premium 
is 12.5% of earnings (5% is the insurance holder’s and 7.5% is the employer’s 
share) (68). Despite all these efforts to achieve UHC, Yenimahalleli Yasar 
claimed that SI-GHI Law had a negative effect on the rate of insured people, 
and in 2007, 83% of the citizens were insured, but this rate dropped to %81 in 
2008 and %80 in 2010 (27). On the other hand, GHI coverage in Turkey does not 
guarantee access to health services.  GHI holders and their dependents have to 
pay a special amount of premium to benefit from health services. People who 
do not pay their premiums in the required amount or have premium-related 
debts will be unable to access health services (27). As eligibility depends on 
contributions made to the GHI system, access to insurance coverage does not 
mean that a person can access healthcare services. For example, 64.5% of the 
self-employed (2 026 142 actively insured people) could not afford to pay their 
premiums in August 2009 (55). Besides, Yardım and Üner highlight a recent 
study that evaluated the equity in access to care during HTP, and this study 
showed that general access to healthcare has gradually increased but 9% of 
people still reported unmet needs due to high costs of medical care in 2013 
(68). Sulku and Tokatlioglu’s study (142) also pointed out that almost one-third 
of participants (31.7% of 3 524) could not afford health services and the main 
reason for avoiding healthcare service (although avoiders are more likely to have 



THE IMPLEMENTATION OF HTP AND HEALTH RELATED INDICATORS
96

a health problem at least for 6 months, to have a problem restricting their daily 
lives, and to have a pain) in Turkey was high costs. Pala (143) also highlighted 
that more than 10 million people in Turkey (14% of the whole population) were 
not covered by any insurance scheme according to SSI’s data in 2011, and 
almost 6 million individuals did not have access to health services as of 2011.

The coverage for formal contributory insurance schemes (SII, GERF and Bağ -
kur) expanded from 40.6 million (59% of the population) in 2003 to 50.1 million 
citizens (69% of the population) in 2008 (55). Former Minister of Health, Recep 
Akdağ claimed that Turkey accomplished UHC in a decade (between 2002 and 
2012) thanks to HTP (120). Also, Çınaroğlu noted that the public coverage rate 
increased from 67.2% in 2005 to 98.4% in 2015 (123), and while only 24% of 
the poorest decile was covered by health insurance in 2003, the insurance 
coverage of the poorest decile had reached 85% in 2011 (79). To Giovanis and 
Ozdamar (144), the HTP was successful in terms of health coverage expansion, 
especially for the poor, and the HTP reform has substantially increased access 
to health services. Akinci et al. (64) also stated that Turkey achieved universal 
health insurance coverage with merging three different social security 
programs with the Green Card scheme for low-income people under the SSI. 
Giovanis and Ozdamar (144) also pointed out that the HTP was successful in 
terms of health coverage expansion in the whole population, and especially 
the poor people.  However, Yenimahalleli Yasar (27) claimed that despite social 
security coverage reaching 67.6 million including approximately 9.5 million 
Green Card holders and 1.4 million people whose health expenses are paid 
through the general budget as of March 2010, almost 3.6 million people are 
not covered by health insurance. In addition, when over 2 million self-employed 
with premium debt and their 6 million dependents added to this 3.6 million 
people, the uninsured people could reach almost 11-12 million people (27). The 
study conducted by Erus et al. (122) indicated that although the Green Card 
scheme covered almost 15% of the population, people with scarce resources 
remained out of coverage. Yenimahalleli Yasar believed that the GHI System is 
unable to provide UHC in Turkey because of the structural economic problems, 
which are unlikely to be solved in a short period of time, and the conditions (like 
the duration of premium, lacking premium debt) that are required to be eligible 
for GHI coverage (27). Besides, according to Mathauer et al.’s study conducted 
in low- and middle-income countries of the WHO European Region, Turkey 
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was the only country where exempted individual had to make co-payments for 
certain services that are fully covered for regular contributing members, namely 
dental care, prosthetics, and orthotics (145). Finally, Erus et al. (122) noted that 
a considerable amount of people in Turkey lacked coverage according to their 
study that used the data based on the results of National Statistics on Income 
and Living Conditions (TR-SILC) survey conducted in 2007 by the TURKSTAT.

Turkey took very essential steps to reach UHC during the HTP. Because the 
necessary laws could not be enacted, the government expanded the green 
card coverage in the beginning of the HTP (55). Legal infrastructure for HTP 
was finalized in 2008 (62). Unified health insurance system in Turkey, and 
legislation of a universal health coverage (UHC) scheme was put in force 
in 2012 (Table 13) (68). UHC helped to address major health system issues 
such as fragmented health insurance system, low insurance coverage, high 
out-of-pocket expenditures, geographical discrepancies with regard to health 
outcomes. Moreover, UHC led to substantial improvements in various health 
indicators such as maternal and child health services. However, although 
healthcare coverage reached 98.4% in 2015, many people could not be covered 
by health insurance due to premium debt. The Minister of Labor and Social 
Security stated that as of 29 June 2021, almost 2 248 894 people applied to 
premium debt restructuring based on Law 7256 dated 17 November 2020 
(146,147). The Turkish Medical Association recently reported that more than 5 
million out of 10 million people with premium debt have not paid their premium 
debt within the scope of premium debt restructuring in 2021 (148). As of 2020, 
72 593.383 people are included in the social security coverage, which was 
62 899 356 in 2012, when the UHC implementation was started (Table 14, 
Figure 18) (149). The rest, more than 10 million people are also being covered 
by GHI (149). On the other hand, Head of the Insurance Association of Turkey 
reported that as of November 2020, complementary health insurance showed 
a 25% increase and reached 1 573 665 people, and private health insurance 
holders also showed approximately 25% increase and reached 2 283 769 
people compared to previous year’s statistics (150).
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Table 13. Achieving Universal Health Coverage (UHC) in Turkey (32,55,61,62,68)

Achieving Universal Health Coverage (UHC)

2005 Green card holders were given access to outpatient care and pharmaceuticals in addition to 
inpatient services, and they started to be fully covered for outpatient prescription drugs (55)

2006 Social Insurance and General Health Insurance Law (SI-GHI) was announced (61)

2008 Social Insurance and General Health Insurance Law (SI-GHI) came into effect (62)

2008 The financial coverage became universal as a part of the Health Transformation Program (62)

2011 The number of green card beneficiaries increased from 2.5 million in 2003 to almost 9 
million (32,55)

2012 Legislation of a universal health coverage (UHC) scheme was put in force as of January 2012 
(68)

Table 14. Social security coverage in Turkish health system, 2020 (149)

Type of Insurance Coverage  Numbers %

Total number of people under General Health Insurance 9 767 789 11.86

People who pay their own general health insurance premiums 1 941 961 2.36

People whose general health insurance premiums paid by the State 7 825 828 9.50

People who are under social security coverage 72 593 383 88.14

Total 82 361 172 100.00

Figure 18. The Social security coverage by the different categories (4a, Workers; 4b, Bağ-Kur; 4c, 
Government officers and retired people) (149)
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Ac cessible, Friendly and Extensive Health Service Provision

Prior to HTP, primary healthcare services were provided through state-
owned health centers (HC) (Sağlık Ocağı) where a medical team consisting 
of a physician, nurses, midwives, health technicians, and medical secretaries 
served (25). These centers provided basic curative and preventive services to 
the patients and referred them to the upper level health institutions as needed. 
Moreover, preventive healthcare centers, such as Tuberculosis Dispensary 
(Verem Savaș Dispanseri), Mother and Child Care Centers (Ana Ç ocuk Sağlığı 
Merkezi), and other private primary healthcare clinics delivered healthcare as 
well (25). One component of HTP was to re-organize the Primary Healthcare 
(PHC) service, and the main goal of this component was to replace the existing 
Health Centre modality with the Family Physician modality. This major change 
in health service provision was made to improve access and equity (54) as well 
as eliminate the geographical disparities. 

Although the concept of family medicine was introduced in Turkey in the 1970s, 
family medicine was recognized as a specialty in 1983 in Turkey (47). Ozcakir 
(47) noted that family medicine was perceived as the major enemy of socialized 
healthcare in Turkey, but the main objectives of the FM were to increase and 
maintain the level of health and to improve the quality of life. Ozcakir (47) 
also emphasized that healthcare systems should welcome the changes and 
improvement according to the needs of patients and current conditions. 
Within this context, the Family Physician model brought radical changes to 
the provision of primary healthcare services. The transition from the previous 
system to family practice has been gradual, the new system was introduced 
as a pilot project (funded by the World Bank) to be conducted between 2005-
2009 (58,126) and incrementally expanded at the end of 2010 (64,151) under 
the “Law No. 5258 on Family Medicine” which came into effect in 2004 (53). In 
the new system, the number of medical team members was reduced to one 
doctor and one nurse/midwife (82, 25). However, there was not enough human 
capacity in Turkey to expand the FP modality during that time and MoH tried 
to tackle this problem by conducting 10-day intensive training to the general 
physicians (GPs) deemed eligible.

The Family Physician Model introduced new working conditions for the 
physicians. Each FP was initially given a pre-assigned patient list (per maximum 
of 4 000 patients per FP) to work with (152). The patients have the right to 
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change their Family Physician every 6 months on the condition that the FP 
is located where they are registered (152,153). According to the new system, 
family physicians must sign a contract with the Social Security Institution of 
Turkey to serve as a family doctor (25). Therefore, primary care physicians, who 
once were salaried government employees, become contracted employees 
(153). According to the contract, Family Physicians receive a premium when 
they perform well on preventive services (immunization and mother-child care 
services) and keep their referral rates below the maximum level determined 
by the MoH (126). On the other hand, should the physician’s pre-assigned 
patient list fall below 1 000 people over 2 consecutive months, the contract 
is terminated, but if the number exceeds 4 000 people, the Family Physicians 
would not receive any further capitation fee (25). In addition to the FHC, 
community health centers were established to support the FHCs for the 
provision of primary healthcare services. The Community Health Centers 
provide integrated preventive, diagnostic, curative, and rehabilitative services, 
and they are responsible for managing preventive healthcare services such 
as vaccination campaigns and reproductive and child health services (32). 
Therefore, these two actors were the main institutions to interact with the 
secondary and tertiary services. In other words, while community health centers 
are in charge of public health duties, family physicians focus on individual care, 
and both of these actors coordinate healthcare with the secondary and tertiary 
care organizations (25).

One of the primary objectives of the Family Medicine Model was to improve 
patient satisfaction and according to the study conducted by Sparkes, Atun 
and Bärnighausen (154), Family Medicine Model in Turkey improved patient 
satisfaction across a range of satisfaction indicators. Accordingly, Stokes et al. 
(31) found that the citizens increasingly preferred primary care services rather 
than secondary care services as the provider of first contact after the HTP. 
Family Medicine Practice also aimed to remove geographical discrepancies in 
terms of service provision and health workforce. 

On the other hand, Maeda et al. stated that FM Practice encouraged physicians 
and other health workers to work in rural areas by adjusting their monthly 
payments according to the socioeconomic level of their area of practice, 
and since the introduction of the Family Medicine Practice, disparities in the 
distribution of health personnel across the country have declined (106). On the 
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contrary, Alkan et al.’s (155) study, which used a biplot graphical approach to 
determine the distribution of health workers, also showed that the distribution 
of the healthcare staff in Turkey is unbalanced. Alkan et al. (155) claimed that 
government investment is needed for the health sector, especially to the East 
Anatolia Region of Turkey. Alkan et al. (155) also stated that the nurses migrate 
from low-income provinces to high income provinces and one reason might be 
the lower life standards in those cities. Moreover, nurses also migrate to West 
and South of Turkey as soon as they complete their mandatory services (155). 
Besides, the training opportunities are not good, and the hospital conditions are 
very restricted, and these conditions decrease the job satisfaction of the health 
staff (155). Moreover, Ökem and Çakar (54) claimed that the introduction of 
family medicine and policies to increase the number of health personnel working 
in deprived areas was not very effective. Based on Ökem and Çakar’s findings, 
per capita visits to a physician at primary healthcare facilities in mid- and north-
eastern Anatolia was about 1.7 in 2012 (far below the Turkish average, 3.1), 
the geographical distribution of health personnel was still uneven, with fewer 
staff in less developed regions, there were 121 physicians per 100 000 of the 
population in eastern underdeveloped regions of Turkey and 266 in the western 
regions, and in 2012, Turkey had 172 physicians per 100 000 people, about half 
that of the World Health Organization European Region of 333 (54). Yardim and 
Uner’s (68) findings also highlighted that rural population significantly reported 
higher unmet needs due to availability, and to Öcek et al (156), this could be 
interpreted as resulting from relatively insufficient rural health services in the 
person-list based family practice-centered system established country-wide 
in 2010 to replace Turkey’s traditional district-oriented health service model 
dating back to the1960s. 

On the other hand, this newly introduced system is expected to provide the 
basis for a strict referral system and aims to decrease the number of patients 
at secondary and tertiary care levels. Güneș (25) claimed that this “gatekeeper” 
function of the Family Physician is very well established in countries like 
The Netherlands, the United Kingdom, and Canada, but fully functioning 
gatekeeping mechanism faced some obstacles in Turkey such as political 
pressures, insufficiently equipped PHC centers, increased patient demands, 
and low Family Physician-patient ratio. Yenimahalleli Yașar pointed out that 
as of 2007, breaking the referral chain has no sanction (32) so as Ökem and 
Çakar (54) stated, the lack of an effective referral chain resulted in individuals 
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unnecessarily referring themselves to the secondary or tertiary levels of care. 
Cevik and Kilic’s study (157), which aimed to explore opinions of patients, 
healthcare workers and managers regarding the comparison of HC and FP, 
showed that administrators and service users preferred to use a referral chain, 
while physicians and nurses rejected the use of a referral chain due to concerns 
on increasing workload. Akman et al. (152) claimed that increased number 
of patients to primary care (mean 3 642.7 patients per doctor according to 
MoH’s Annual Health Statistics for 2012) might also prevent the physicians 
from having enough time for necessary clinical work. Similar to this study, Öcek 
et al.’s study also supports that idea and to this study, people believed that 
the system would collapse if the referral system was put into practice (156). 
Moreover, according to Özșahin, if the referral chain was fully implemented it 
would downgrade the motivation of physicians and reduce their competence 
(58). Bener et al., associate this non-obligatory referral system to the limited 
number of GPs or family practitioners (76).

Besides, Turkey is one of the few countries without a national system of 
gatekeeping and lack of a referral system resulted in increased specialist visits 
in Turkey after the initiation of the health transformation program (82). In 
Turkey, the requirement for citizens to make their first visit to family health 
centers (FHC) or to other primary official healthcare institutions was suspended 
in 2009, when the gatekeeper system was abolished, and following this policy 
change, the total number of visits to hospitals increased 2.7-fold, and visits to 
private hospitals increased by 10.5-fold, whereas, the rate of referrals from 
primary healthcare to the hospital decreased dramatically (63). Öcal (158) also 
pointed out that the total number of visits to secondary and tertiary healthcare 
institutions increased extremely because the patients were given rights to visit 
any secondary and tertiary healthcare institutions without referral.

Akman et al.’s study (152) showed that patients bypassed their Family 
Physicians, and the gatekeeping function of primary care was not functioning. 
Moreover, the scholars found that the visits to primary care reduced over 
the years; the total out-patient clinical visits per year was 38% in 2003 and 
decreased to 35% in 2013 (152). Besides, according to the 2015 Health Statistics 
Yearbook, the average number of per capita primary care visits in the entire 
country is 2.7 while the average number of per capita secondary or tertiary care 
visits is 5.7. Therefore, most of the MoH hospitals suffered from overcrowding 
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in outpatient care due to problems in the primary care and referral system, 
thus long patient waiting times became common (159). Referral system did 
not function well in Turkey (160,117), there is no referral chain from primary 
to secondary care and seeking treatment at a secondary or tertiary healthcare 
facility of choice has been a common practice among the patients (161,152). 
Akman et al. (152) approached this problem from another perspective and 
they claimed that an 8.9% increase in the number of state hospitals and 80.4% 
in the private hospitals could highlight the fact that hospital care was quite 
dominant because primary care providers do not act as gatekeepers. Bilgel and 
Karahasan mostly attribute this to the absence of a referral system and the 
lack of health literacy in Turkey (161). To add that, Sözmen and Ünal found out 
that the referral rates from GP to a specialist or hospital decreased from 16.7% 
in year 2002 to 1.3% in year 2008 because Turkey is one of the few countries 
without a national system of gatekeeping after initiation of HTP, so individuals 
can directly access to secondary or tertiary care centers without referral for a 
small co-payment (78). Dündar conducted a study regarding health-seeking 
behavior and medical facility choice in Samsun and found out that most of 
the patients even with simple complaints prefer to visit hospitals instead of 
Family Health Centers (63). Dündar also observed that 55% of the visits to 
FHCs were made for consultation, while 45% of them were made for other 
reasons (specially to obtain a medical prescription (SR95). Yet, Hone et al. (124) 
demonstrated that even without a gatekeeping and a referral system, the FM 
model in Turkey resulted in positive changes in health service utilization and 
user preferences in a short period of time. Health service provision between 
2005 and 2017 was summarized in Table 15.

Regarding the health enterprises with administrative and financial autonomy, 
attempts have been made to implement policy tools for providing autonomy 
and decentralization in the public hospitals in Turkey to improve the 
effectiveness and efficiency of the public hospitals and reduce the financial 
burden of the hospitals on the government (162). Within this context, the 
government of Turkey took a legal initiative to decentralize the existing system 
through merging all MoH hospitals under hospital unions to provide them 
more autonomy (159). With the Decree Law No. 663, published in November 
2011 (66), the Turkish Public Hospitals Institution (Türkiye Kamu Hastaneleri 
Kurumu) was established in accordance with the new organized structure of 
public hospitals (81). Establishment of this new system was formally finalized 
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at the end of 2012 following the foundation of the Public Hospital Unions 
(Kamu Hastaneleri Birlikleri (KHB) which served as the provincial organization 
of the Turkish Public Hospitals Institution. (Table 15)

This Decree law introduced a performance-based bonus system for public 
employees, enhanced accountability arrangements, gave hospital directors more 
autonomy over hospital budgets, and introduced public-private partnerships to 
quickly enhance much-needed investments for public hospitals (67). In other 
words, to enhance the efficiency of MoH hospitals, financial and administrative 
autonomy was granted to public hospitals for their management of revolving 
funds and investment and procurement decisions within the context of HTP (54). 
Consequently, these reforms have given hospitals more autonomy and flexibility 
to carry out the service delivery function along with accountability emphasizing 
quality, efficiency and effectiveness of care are underpinned by tailor-made 
training programs for hospital managers (159). However, this model, which 
aims to benefit from the advantages of economies of scale and administrative 
effectiveness in the management of public hospitals, was abandoned with the 
Decree Law No. 694 in 2017 (70), and the former system, where public hospitals 
are operated with limited administrative and fiscal autonomy, has been restored 
(162).  The Public Hospitals Institution of Turkey was transformed into the 
General Directorate, and the structure, which was made “autonomous” in certain 
aspects with the status of “affiliate organization”, was again attached to the 
central organization of the Ministry. The presentation and management of health 
services has been completely taken back under the responsibility of the Ministry 
of Health, that is, the state. In his statements, the Minister of Health expresses 
the reason for this “return” as “multi-headedness” (163). 

Regarding the performance of the new system, Ökem and Çakar (54)’s review 
found some evidence that public hospitals’ efficiency improved thanks to 
performance-related payments, the changes that provided more autonomy 
to hospitals and increased investments in potentially quality-enhancing 
technology. Küçük (162) also found out that the union model, which was 
applied in Turkey between 2012 and 2017, provided success in economic 
benefits, human resources, stock management, and medical service planning, 
but taking into consideration the activities and performance indicators of the 
unions, desired development in efficiency, service quality, and accountability 
could not be achieved (162). However, Küçük (162) claimed that the central 
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authority failed to provide autonomy to the local administration and continued 
to force hierarchical control over the local administration. Finally, Küçük (162) 
associated these failures to the political and administrative tradition of Turkey, 
and dominance of the central authority did not allow the survival of these 
reforms regarding hospitals.

Table 15. Health service provision between 2005 and 2017 (58,63,64,66,70,81) 

2005-2009 The Family Practice model was started as a pilot project in Düzce province, and the 
project was funded by the World bank (58)

2009 The gatekeeper system was abolished (63)

2010 The Family Physician modality was extended to whole country (64)

2011 Establishment of Turkish Public Hospitals Institution (81)

2012 Establishment of Public Hospital Unions (66)

2017 Turkish Public Hospitals Institution and Public Hospital Unions were closed (70)

Although the Family Medicine modality increased the access to healthcare and 
patient satisfaction, some elements of the modality were criticized by various 
stakeholders. The new modality was considered as the major enemy of socialized 
healthcare in Turkey, performance system and working conditions were criticized. 
In addition, the gatekeeper system, which would provide the basis for a strict 
referral system and aims to decrease the number of patients at secondary 
and tertiary care levels, was abandoned in 2009 due to political reasons. The 
attempts that were made regarding the health enterprises with administrative 
and financial autonomy were revoked, and the Turkish Public Hospitals Institution 
and Public Hospital Unions, which were established for providing autonomy and 
decentralization in the public hospitals, were closed in 2017. 

The other areas on the improvement of the care under HTP program included 
security of the healthcare workers, classification of the hospitals according 
to their capacity and services, MoH licensing of different subunits of the 
hospitals, dissemination of the infection control policies, home care services, 
transplantation services, complementary and alternative medicine (163). 

In conclusion, the gate keeping of referrals and decentralization of the 
organizations have not been achieved. It seems that Turkey still needs 
improvement on the equity of healthcare among the different regions although 
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there is an overall improvement in access to care. According to Health Statistics 
Yearbook 2019, per capita visits to a physician in healthcare facilities was lower in 
the less developed regions of Turkey. As of 2019, the highest number of visits was 
in the Aegean region, Turkey average was 9.8, and the lowest figures belonged to 
Southeastern (8.9), Northeastern (8.2) and Mid-Eastern Anatolia (8.1). Although 
the total number of per capita visits to a physician was increased from 3.1 to 9.8 
in 2002 and 2019, respectively, the ratios of visits to the primary healthcare vs 
secondary & tertiary care did not change at all. (Figure 19 and 20) (164)

Figure 19. Number of annual visits to a physician per capita at healthcare facilities in different regions 
for 2002 and 2019 (164)

Figure 20. Total number of per capita visits to a physician in healthcare facilities by years, all sectors (164)



THE POLITICAL ECONOMY OF HEALTH IN TURKEY
107

H u man Resource Development

Akdağ and MoH claims that there was a misconception about the health 
workforce, and contrary to what is believed, Akdağ and MoH acknowledged 
that the number of healthcare workers was inadequate in Turkey (22). Out of 53 
countries in the WHO European Region, Turkey ranks 52nd and 53rd, regarding 
the number of physicians and nurses per 100 000 population, respectively 
in 2007 (22). This component of the HTP aimed at investing on skills and 
competence of the health workforce in accordance with the changing role of 
the MoH and affiliated institutions (64). Within this context, the HTP initiated 
major human resources planning to address the shortages and inequitable 
distribution of health workers (29,49). 

The first initiative was to increase the capacity of medical schools and higher 
institutions to train doctors and healthcare workers (49). As a result, the annual 
admissions of medical students increased from 5 253 in 2003, to 8 438 by 2010, 
with similar increases for nurses, pharmacists, and others (49). In addition, in 
accordance with the mandatory service Law No. 5371, which was cancelled in 
the beginning of HTP, but reintroduced in 2005, new graduates of public medical 
schools and newly qualified specialist physicians had to undertake mandatory 
service for a period of 300–600 days in different regions of Turkey (81).

The second initiative brought higher salaries and performance-based pay systems 
in hospitals and for primary healthcare providers (49), with the opportunity to 
substantially increase remuneration of health workers based on the institutional 
or individual performance criteria (81). Although hospitals and health facilities 
were allowed to use revolving funds for bonus payments to health personnel 
prior to the HTP, the HTP formulated a framework for making these bonus 
payments varying from 150 to 800% of the salaries of health staff depending on 
different professions and work styles linked to staff performance (32). 

The third initiative introduced new contract-based employment for health staff 
and enabled the MoH to hire contractual health workers for remote regions with 
lower socioeconomic development, particularly in eastern and southeastern 
regions (29,81,49). 

The fourth initiative introduced the Full-Time Law No.5947 in 2010 (65) that 
required the doctors employed in public (MoH and university) hospitals work 
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full-time and stop working in parallel private practice (29,33). However, some 
clinicians, who had private practices and worked in university hospitals and 
large public hospitals, objected to this new law (49). After the Supreme Court 
challenge, as of July 2010, new arrangements required MoH doctors to work 
only in the public sector but the doctors, who work at the university hospitals, 
could still practice in both sectors as long as their public commitments were fully 
met (23). Agartan (29) noted that improving the health workforce distribution, 
increasing the number of physicians and improving physicians’ income at the 
primary care level became moderately effective. Atun el al. (49) stated that 
these human resource initiatives helped MoH to increase the number of its staff 
(all clinical and administrative staff) from 256 000 in 2002 to 507 000 by 2012. 
The specialist physicians numbers increased from about 53 300 to 63 600, the 
number of general practitioners increased from 33 300 to 38 800, the number of 
nurses increased from 82 600 to 114 800, and the number of midwives increased 
from 42 700 to 50 300 between 2004 and 2010. Finally, Atun et al. (49) noted 
that HTP’s efforts towards UHC helped to address inequitable distribution of 
health infrastructure and human resources which caused inequalities in access 
to care, and in health outcomes (49). Moreover, Bump et al. (81) also noted that 
the reforms for human resources were successful in reshaping the numbers, 
distribution, and availability of health workers throughout Turkey, but healthcare 
workers were dissatisfied with some aspects of the terms and conditions of 
employment. According to the focus group discussions conducted by Șimșek 
et al. indicated that health staff had concerns that the performance-based pay 
system might affect the quality and safety of healthcare provided in medium 
term; and the complaints mechanism put in place by the HTP and the malpractice 
law against physicians in Turkey might reduce to perform risky operations even 
when necessary (81). To sum up, there was a general discontent among the 
physicians and health staff with regard to the HTP and they thought that the 
status of the health staff was weakened through the HTP (165).

Some critics also raised concerns about the rapid increase of seats in medical 
schools, and more importantly quality of education in the new private medical 
schools (29). Moreover, there were also concerns regarding the negative impact 
of performance-based-payments on physicians and the healthcare system; 
The Turkish Nurses Association highlighted the lack of emphasis on quality 
and preventive healthcare utilization, OECD emphasized concerns about the 
impact of performance-based payments on quality and patient outcomes, 
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and the Turkish Medical Association pointed out the working conditions and 
blamed the system for disrupting professional peace and harmony among the 
physicians (29). Besides, expansion of insurance coverage and the lack of a 
gate-keeping system increased the demand for healthcare services. Therefore, 
many physicians complained about the MoH’s appointment system because 
the time per patient decreased to only a few minutes due to HTP (165). Agartan 
emphasized that according to OECD’s data, number of visits increased from 2.8 
in 2000 to 8.2 in 2012 and this increased number of visits may be the sign of 
problems in quality, and when compared with European health systems such 
as France (with 6.7 visits) or Italy (7.2 visits), which have more physicians per 1 
000 population (3.3 in France and 4.1 in Italy in 2012), it was obvious that Turkey 
has far fewer physicians (fewer nurses and other healthcare professionals) but 
higher number of visits (29). 

Establishment of new curricula for the physicians who would provide services 
at the primary level was another aspect of this component. Within this context, 
new initiatives were taken to develop a curriculum for Family Medicine. In Turkey, 
family practice as a specialty was first recognized as a medical specialty in 1983, 
and the first education started to be provided in 1985. In 1993, family medicine 
was regarded as an academic discipline by the Higher Council of Education, and 
it recommended the family medicine departments be established at university 
faculties (166). In line with the Family Practice modality, MoH established the 
Turkish Board of Family Physician, which prepared two-stage training for the 
family physicians (22). According to the Regulation on the Pilot Application 
Family Physician Services, which was published in Official Gazette 25867 (167), 
the family physicians would attend a 10-day preliminary intensive educational 
course followed by a second stage training that lasts at least 12 months. The 
Turkish Board of Family Physicians released a new program for postgraduate 
training in family medicine in 2007 and this program has been accepted by the 
MoH within the Regulation for Postgraduate Training in Medical Specialization of 
2009 (166). However, Kısa et al. (168) conducted a study regarding the perception 
of FP systems among the FP residents and they found that the residents were 
not satisfied with the FP training programs. In addition, Akdeniz et al. (166) 
stated that according to the report (2010) published by the Higher Education 
Council, Ministry of Health, and State Planning Organization, 1 541 specialists of 
family medicine were actively involved in medical services, which corresponded 
to 2.1 doctors per 100 000 people. According to MoH’s progress report (22), as 
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of 2011, approximately 45 000 physicians and 28 000 assistant health staff 
obtained their certificate by completing these educational courses. Moreover, 
17 800 physicians provided services at the primary healthcare facilities prior to 
Family Medicine but as of 2011, 20 236 physicians served at 6 520 family health 
centers and 2 537 physicians served at the 957-community health centers (22).

Total number of visits per physician increased from 208 966 049 in 2002 to 
812 903 622 in 2019. For MoH hospitals the number increased from 109 
793 128 to 387 622 848. For University hospitals, there were more than 
fivefold increases and the number increased from 8 823 361 to 46 211 
148. The most dramatic increase was observed for private hospitals with 
an almost 13-fold increase, and the number reached 72 699 168 (Table 16) 
(164). However, this increase in university and private sector hospitals were 
questioned. The overload of the universities to treat patients were questioned 
because university hospitals could not focus on their main responsibilities of 
research and training. The performance system also forced hospitals to treat 
more patients and this situation was highly criticized in terms of quality of 
care, research, and education. Total number of per capita visits to a physician 
increased to 9.8 in 2019 from 3.1 in 2002 for all sectors (164). 

In a study that analyzed the geographical distribution and change of health 
workers in Turkey for the years 2002-2019, considering the population, migration, 
transportation, government policies and the reflections of political influences, it 
was determined that the total number of physicians in Turkey increased by 69.2% 
(Figure 21) (169). Considering the rate of change in the total physicians and the 
total population in the aforementioned date range, it is seen that the distribution 
according to the cities is not balanced despite the increase in the number of 
health personnel throughout the country (Supplementary Table 2) (170).

Figure 21. Number of healthcare professionals, MoH (164,169) 
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Table 16. Total number of visits to a physician by years and type of healthcare facilities, all sectors (164)

 Health Facility
Number of admissions to health facilities

2002 2015 2016 2017 2018 2019

Health center 69 103 517 - - - - -

Family medicine facility - 208 538 951 205 549 931 228 098 527 258 436 607 278 043 149

Tuberculosis control 
dispensary 2 012 458 1 495 558 1 374 153 1 391 817 1 332 580 1 256 364

CEKUS Unit 2 980 481 548 433 525 011 646 856 366 095 309 984

Community health 
centers - 3 457 520 8 080 631 4 496 425 4 821 348 3 959 746

Private outpatient clinics 731 132 523 694 461 013 501 993 539 593 629 221

Integrated district 
state hospitals (E2-E3 
category)

- 2 916 890 3 205 116 3 356 809 3 577 348 3 903 402

Primary Healthcare 
Facilities Total 74 827 588 217 481 046 219 195 855 238 492 427 269 073 571 288 101 866

Specialty Medical 
Centers 9 824 802 26 953 360 22 069 610 18 912 829 19 055 722 18 298 592

Hospitals 124 313 659 415 665 041 444 443 714 461 519 553 494 385 911 506 503 164

  Ministry of Health 109 793 128 303 908 634 336 875 423 350 347 005 377 045 707 387 622 848

  University 8 823 361 34 539 363 36 420 413 38 963 933 42 665 139 46 211 148

  Private 5 697 170 77 217 044 71 147 878 72 208 615 74 675 065 72 669 168

Secondary and tertiary 
healthcare total 134 138 461 442 618 401 466 513 324 480 432 382 513 441 633 524 801 756

Total 208 966 049 660 099 447 685 709 179 718 924 809 782 515 204 812 903 622

CEKUS: Child, adolescent, women reproductive health

Geographical discrepancies also existed for the number of total physicians 
per 100 000 population. As of 2019, the highest number of total physicians 
per 100 000 population was in the Western Anatolia (274), Turkey average 
was 193, and the lowest figures belonged to Southeastern (137), Mideastern 
Anatolia (154) and Northeastern (170) (Figure 22) (164).
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Figure 22. Number of total physicians per 100 000 population, all sectors, 2002 and 2019 (164)

Despite all the efforts during the HTP, Turkey still falls behind in terms of health 
workforce compared to OECD countries. As of 2019, the number of doctors per 
1 000 inhabitants in Turkey was 2.0. OECD average was 3.6 for the same year 
and India, South Africa and Indonesia were the only countries that had worse 
rates than Turkey (Figure 23) (171).

1. Data refer to all doctors licensed to practice, resulting in a large over-estimation of the number of practising doctors (e.g. of around 30% in 
Portugal). 2. Data include not only doctors providing direct care to patients but also those working in the health sector as managers, educators, 
researchers, etc. (adding another 5-10% of doctors). 3. In Finland, the latest data refer to 2014 only.

Figure 23. Practicing doctors per 1 000 population, 2000 and 2019 (or nearest year) (171)
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Similar statistics also apply to nurses per 1 000 population. While the OECD 
average is 8.8 for 2019, the ratio in Turkey is 2.4. There are only four countries 
whose statistics are worse than Turkey (Figure 24) (172).

1. Associate professional nurses with a lower level of qualifications make up about two-thirds of nurses in Slovenia; about one-third in 
Switzerland, Iceland, Finland and Canada; and about 18% in the United States. In Switzerland, most of the growth in the number of nurses since 
2000 has been in this category. 2. Data include nurses working in the health sector as managers, educators, researchers and similar. 3. Data 
include all nurses licensed to practise. 4. Data only refer to nurses employed in hospitals. 5. Latest data is from 2014.

Figure 24. Practicing nurses per 1 000 population, 2000 and 2019 (or nearest year) (172)

The Government established new medical schools, increased the capacity of 
the existing ones and the number of the graduates increased twofold in 18 
years. (Supplementary Table 3) (164).

Another focus from the public and professional side, is the trends in the 
subspecialties of medicine. The specialty (TUS) and subspecialty examinations 
(YDUS) for medical graduates are centralized in 1987, 2007, respectively (173). 
Öztürk (2018) (174) conducted a study to examine the branch preferences of 
physicians in Turkey. In this study, the base scores of the TUS exams (Examination 
for Specialty in Medicine) held between 2007 and 2017 revealed and selected 
specialties in medicine are grouped as internal medicine, surgery, and basic 
medical sciences. According to the results of this study among the internal 
medicine, cardiology, chest diseases, pediatrics, emergency medicine and 
cardiology and family medicine have shown a significant downward trend over 
the years. In addition, in surgical branches, it was revealed that the base scores 
of pediatric surgery, general surgery and gynecology and obstetrics showed a 
downtrend over the years. On the other hand, it has been determined that all 
branches of basic medical sciences show a significant upward trend over the years 
(Supplementary Table 4) (174). According to Öztürk (2018) (174), it is thought that 
the most important reasons for the changing preferences are the performance-
based additional payment application and the full-time law numbered 5 947.
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Erdöl stated the reasons for the decrease in interest in surgical branches as 
“malpractice lawsuits and violence in health, and heavy workload in surgical 
branches. Also he stated that as a result of lawsuits, the surgical branches of 
the hospitals, where 300-400 transplants are made annually, have struggles 
to find assistants. (175) 

The Health Minister of Turkey, Dr. Fahrettin Koca also made a statement 
regarding the changing preferences at a meeting on February 20, 2019. He 
explained that, especially branches that have low risk and are not busy with 
the patients such as dermatology, physical therapy and radiology are preferred 
more. However, he stated that the rate of preference for branches which have 
more difficulties and have possibility of juridical problems such as neurosurgery, 
cardiovascular surgery and obstetrics is low (176). In another study, Cansever 
(2020) made a systematic review on the factors affecting the choice of 
specialization in medicine, and as a result of this study, it was stated that life, 
income and malpractice status after specialization education were significantly 
effective in the choice of students (177).

The decision makers have to work on this trend to plan the future needs, 
otherwise, the country might face the number and quality issues in some 
specialties. This discussion even appeared in the national media. During the 
last few years, the number of doctors who would like to go abroad (mostly 
Europe) have also been discussed among the healthcare professionals and also 
Turkish Media. (See below COVID section for this topic)

Establi shment of Training and Scientific Bodies to Support the System

In line with this component of the HTP, a Public Health Institution was 
established in 2012 and Refik Saydam Public Health Institute (Refik Saydam 
Hıfzıssıhha Enstitüsü), which was aimed to be reorganized in a way to meet 
today’s needs through HTP, was closed in 2011 with the Decree Law No. 663, 
published in November 2011 (66). Moreover, The government decided to 
establish a health sciences university affiliated with the ministry of health and 
the “Health Sciences University” was established in 2015 and has 60 affiliated 
hospitals in 20 different cities (178) According to TMA’s study regarding the 
medical schools in Turkey, as of 2021, there are 128 medical schools, 37 of 
them are private and 14 of them are inactive. In addition, there are 122 391 
registered students in these medical schools (179).
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The major debate on the medical training is the negative effect of the increased 
burden and performance system in the universities and MoH training hospitals. 
Additionally, the rapid expansion of the newly established medical schools is 
also being criticized regarding the human capacity and quality of the education.

Quality and A ccreditation for Qualified and Efficient Health Service 
Provision

During the HTP, the following sub-components were considered to adopt the 
Quality and Accreditation for Qualified and Efficient Health Service Provision 
(Table 17) (180):

» Performance-based supplementary payment (PBSP) system for healthcare 
professionals 

» Quality in health services
» Patient Satisfaction
» Financially promoting healthcare professionals
» Satisfaction of healthcare professionals
» Monitoring and Evaluation of the performance of the system

Table 17. The legal and administrative initiatives on quality and accreditation for qualified and efficient 
health service provision (180)

DECREES

Decree Law 694 dated 25.08.2017

Presidential Decree 1 dated 10.07.2018

Presidential Decree 4 dated 15.07.2018

REGULATIONS

Regulation 28730 dated 08.08.2013 

Regulation 29399 dated 27.06.2015

DIRECTIVES

Directive 9489 dated 01.03.2011 for Performance and Quality in Health

Directive 2011 dated 02.07.2008 for Performance and Quality in Health

Directive 2542 dated 23.03.2007 for Improving Quality and Performance Assessment for MoH Health 
Organizations and Institutions
Directive 9414 dated 05.12.2006 for Improving Quality and Performance Assessment for MoH Health 
Organizations and Institutions
Directive 1831 dated 17.03.2005 for Improving Institutional Quality and Performance Assessment for 
MoH Inpatient Institutions
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The purposes of these changes regarding “Institutional Performance and 
implementation of Quality Management” were (i) to provide health services 
efficiently, effectively, timely and on an equitable basis, and (ii) to carry patient 
and healthcare professionals’ satisfaction to the highest level (116). As specified 
in Presidential Decree No.1 (181), the relevant quality and accreditation services 
fall under responsibility of the MoH General Directorate of Health Services, 
Department of Quality, Accreditation and Employee Rights in Health. This new 
system gradually became applicable to all public and private health organizations 
and institutions that provide primary, secondary and tertiary services in 
Turkey, and the terms such as efficiency, quality and patient satisfaction were 
introduced to the Turkish healthcare system both for institutional and individual 
performance (51). Hence, the changes brought by the HTP were expected to 
have direct and indirect impacts on the efficiency of the hospitals (182). Badir 
(119), on the other hand, claimed that quality management practices were not 
systematically adopted as a governmental policy; rather, it was implemented 
at individual, organizational, and departmental levels unlike Western countries 
where quality management was part of the major public sector reforms. As 
mentioned earlier, in line with this component of the HTP, public hospitals 
were converted into administratively and financially autonomous enterprises, 
and these hospitals were attached to the Public Hospital Unions via general 
secretariats (182). The goals of the implementation of Public Hospital Unions 
were to use the resources efficiently and effectively and to enable the hospital 
to provide quality health services based on the performance criteria set by 
the MoH (102). In other words, the public hospital programs were brought to 
introduce a performance-based bonus system for public employees, to enhance 
accountability arrangements, to give hospital directors more autonomy over 
hospital budgets, and to introduce public-private partnerships to quickly 
enhance the investments needed for public hospitals (67).

In accordance with the new system, the Performance-based Supplementary 
Payment (PBSP) system, the first component of this implementation, was 
initiated in MoH hospitals as of 2004 (51,116). The main goal of the PBSP, 
which is an additional payment made to the health professionals, was to 
increase job motivation and productivity among health personnel (64,51,73). 
In addition to the regular salary of health staff, additional payments were paid 
through revolving funds according to their previous month performance based 
on pre-specified individual and institutional criteria (54). 
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Gok and Altındağ claimed that before HTP, service quality and efficiency 
issues were not seriously taken into consideration by the most of the medical 
personnel; healthcare costs, waste, and idle capacity increased, and, hospitals 
were forced to increase service quality and efficiency to improve patient 
satisfaction by using their existing budget and additional income provided by 
the pay for performance (PFP) system (116). Moreover, Gok and Altındağ (116) 
stated that as a result of the performance and quality development system, 
healthcare professionals depended not only on the produced quantity of 
services but also the quality of care. The waiting hours have been shortened, 
referrals to upper-level hospitals lowered to a reasonable degree, the income–
expenditure balance of hospitals managed carefully, and found remedies to 
the recording system and to the provision of supplies and waste management 
(116). In addition, Cevik and Kilic conducted a study involving in�depth interviews 
and according to this study, staff were happy to work on a performance basis 
and healthcare workers and administrators expressed that payment on a 
performance basis increased service provision (157). 

According to the study conducted by Çiçekoğlu et al. (153), most FPs felt that 
the business function of family practice, which they thought it conflicted with 
their professional characteristics as physicians, became more important with 
the Family Medicine Model (FMM), and that some of the patients turned into 
demanding consumers; most of the FPs thought that the negative incentives 
in the performance scheme are degradingly punishing the physicians, contract-
based employment created job insecurity, and the new system created high 
workload. Besides, Cevik, Sözmen and Kılıç’s study, which was conducted in 
Manisa between 2003-2012, found that FPs tend to perform less follow-up 
visits for women and children because these are not included in the performance-
based payment system (SR66). According to study’s findings (82), “The mean 
number of follow-ups per person/year during the HC period in infants (10.5), 
pregnant women (6.6) and women (1.8) was significantly higher than the mean 
number of follow-ups during the FP period in infants (6.7), pregnant women 
(5.6) and women (0.9).” Akman et al. (152) also emphasized that negative 
performance criteria applied in Turkish primary care could have adverse effects 
on tasks without incentives. On the other hand, Solaroglu et al. (183) stated that 
because the incomes of the doctors working in these hospitals were regulated 
in accordance with a ‘‘Performance Based Salary System,’’ in which every 
procedure is allocated a constant wage that assigns the quantity but not the 
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quality of work, complicated surgery became unfavorable for neurosurgeons. 
Moreover, the scholars also noted that the Health Transformation Program 
introduced malpractice laws that increased the tendency to avoid high risk 
surgery, because of the absence of special malpractice courts (183). Civaner 
(184), believed that the time allocated by physicians is limited because of 
performance-based incentives and patients, diagnostic tests, operations, and 
any medical interventions are now all devalued into bonus points. Ökem and 
Çakar also stated that a group of studies showed the extended length of stays, 
unnecessary tests and procedures due to revenue concerns of health personnel 
and public hospitals (54). Besides, Öcal (158) also noted that performance-
based incentives reduced the treatment durations to increase the number of 
treatments. 

As a part of the institutional performance, quality scores for hospital 
infrastructure and process (service quality standards (SQS)) have been 
evaluated since 2009 (51), and SQS consisted of 383 items to evaluate the 
service process provided in the hospitals, and the physical and technical 
conditions of the hospitals (180). The standards include all evaluations from 
the registration and admission of the patient to the hospital to the discharge of 
the patient. Institutional Performance Assessment and Quality Improvement 
Implementation were adopted to the Turkish Health System taking into 
consideration the implementations of other countries and WHO’s approach 
(180). SQS is applied to hospitals, primary care units and oral-and-dental 
healthcare units (51). The former healthcare organization relied on public 
financing and there were not many incentives to improve quality or to make 
efficient use of resources, but the HTP brought opportunities to assess the 
hospital performance according to PBSP scores and SQS (51). Additionally, the 
Department of Efficiency was established within the Public Hospitals Institution 
and as a first step to declare how the government was dedicated to enhancing 
efficiency in the public sector (182). Other major changes in financing were 
accomplished through implementation of bundle pricing for reimbursement for 
patient care, implementation of global budgeting and the performance based 
supplementary payment (PBSP) method for physicians employed by MoH 
hospitals (182). 

Several studies were conducted in the literature to measure the impact of 
the Quality Management implementation in the Health Sector. Based on the 
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literature reviews, sub-components of the “Institutional Performance and 
implementation of Quality Management” were discussed by several scholars, 
both Qualitative and Quantitative research methods were applied to assess 
these sub-components, namely, Performance-based supplementary payment 
(PBSP) system for healthcare professionals, Quality in health services, Patient 
Satisfaction, Financially promoting healthcare professionals, Satisfaction of 
healthcare professionals, and Monitoring and Evaluation of the performance 
of the system.

To assess Hospital Efficiency, various studies used different methods, for 
example, some studies used the Data Envelopment Analysis (DEA) method, 
which is used to evaluate the input and output levels for the efficient and 
inefficient hospitals. Narci et al. (182) found out that only 188 (17%) hospitals 
studied were found to be efficient technically, average efficiency score was 0.6, 
which shows that hospitals used 36% of their resources in excess, and 18% of 
the hospitals had efficiency scores between 0.5 and 0.6.

Sahin, Ozcan and Ozgen’s study assessed the technical efficiency of MoH 
general hospitals following the implementation of HTP reforms using the DEA-
based Malmquist index (MI) with 4-year, nationally representative data, and the 
results from the MI indicated that reforms introduced with the HTP in Turkey 
resulted in improved productivity during the years 2005 through 2008 (159).

Sülkü’s study (136) investigated the impact of the HTP reforms on the 
efficiency of the MoH hospitals by conducting DEA and the Malmquist index on 
the multiple inputs and outputs of the MoH hospitals in 81 provincial markets 
in 2001 and 2006. Sulku (136) found that the HTP was generally successful 
in boosting productivity due to advancements in technology and technical 
efficiency, but socio-economically disadvantaged provinces were not achieved 
in terms of productivity gains. Gok and Altındağ used data envelopment 
analysis to analyze the efficiencies of public and private hospitals and used 
the Malmquist Productivity Index (MPI) to analyze the patterns of efficiency 
change (116). According to Gok and Altındağ’s findings, average efficiencies of 
public hospitals in Turkey increased slightly to 0.7 in 2008 immediately after 
the adoption of PFP system but for private hospitals, efficiencies dropped from 
(1.016) to (0.967) during the PFP implementation period compared to pre-
PFP period (116). Moreover, Gok and Altındağ also investigated the number of 
outpatient admissions per hospital to investigate the trend of patient choice; 
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outpatient numbers per hospital in 2001 was 483 for public hospitals, while it 
was 293 for private hospitals but it reached to 823 for public hospitals and 330 
for private hospitals in 2008.

Özgülbaș and Koyuncugil (118) adopted the Chi-Square Automatic Interaction 
Detector (CHAID) decision tree algorithm for the segmentation of public 
hospitals and in determining the performance characteristics of each profile. 
According to Özgülbaș and Koyuncugil’s study, the results of the analysis have 
indicated that the 9.2% (59 hospitals) of the covered hospitals were good 
whereas 90.9% (586 hospitals) of them were poor in terms of their financial 
performance (118).

Sülkü (102) also employed Data Envelopment Analysis and the Malmquist 
index on multiple inputs and outputs of the public hospitals in 81 districts in 
2001 and 2006 (pre and post reform years, respectively). A rapid rise from 
a slow and inefficient system into an active system in the short term was 
shown. He also reported that the performance based supplementary payment 
system was successful in increasing the productivity of the health staff, the 
MoH hospitals in provinces experienced total factor productivity growth during 
the period analyzed. On the other hand, Sülkü (102) claimed that there were 
some weaknesses of this performance-based system; the bonus payments 
mainly depended on the output but not the outcome (between the years of 
2001 and 2006, the mean outpatient visits, inpatient cases, and total number 
of surgeries rose 78%, 30% and 122%, respectively) and this enormous increase 
in the quantity of the service provision questioned the quality of care, and also 
productivity of the public hospitals in the less developed provinces remained 
unchanged after the reforms (102).

Erdem and Atalay (165) conducted qualitative research design and collected 
the data through document analysis and focus group interviews. Erdem 
and Atalay (165) observed that complaints resulting from the health 
transformation policies have recently increased. Quantitative evaluation of 
the service performance was gradually damaging the value of the medical 
service, overconsumption of medications and supplies were resulting in high 
economic losses, and research, medical education and teaching activities were 
hindered because of the increased polyclinic services and workload (165). 
De-prioritization of the training and research mission of teaching hospitals 
because of the performance pressure, and prioritization quantity over quality 
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in medical education by increasing the number of medical schools highlighted 
the fact that insufficiency of skilled physicians would increase in the medium 
and long run and this issue was estimated to be the weakest link in the overall 
healthcare system (165).

According to the Health Personnel Satisfaction Survey that was conducted in 
2010, there are several issues that need to be taken into consideration with 
regard to the dissatisfaction of health personnel. Performance-based payment 
systems, lower motivation of the personnel, lower rate of job satisfaction and 
negative opinions of university and tertiary-level hospital workers for HTP 
are some of the issues mentioned in the survey results (185). Moreover, the 
recent Health Personnel Satisfaction Survey that was conducted in 2017 also 
emphasized the negative attitude of the health personnel regarding HTP (186). 
Only one third of health personnel (34.8%) have a positive opinion regarding 
HTP. In other words, the HTP, which has been implemented since 2003, is 
not considered as a successful program by a considerable amount of health 
personnel. The survey also shows that health staff have highly negative 
thoughts on six out of seven components of the HTP, namely performance-
based payment systems, full time implementation, appointment and 
secondment, Public Hospital Unions, Patient Rights, Quality and Accreditation 
and primary care health services. On the other hand, it is seen that 64.6% of 
health staff are satisfied with their jobs) (186).

In conclusion, the ongoing discussion on the balance between access to care 
and quality of care and pay for performance seems to be continued. It seems 
that healthcare workers do not find the HTP as a successful program. 

Patient Satisfaction in the Health Secto r

Patient satisfaction is a commonly used, critical indicator for evaluating the 
healthcare service quality as the patients have contributor, target, and reformer 
roles in quality assurance, and besides, patient satisfaction also enables policy 
makers to understand patients’ needs and, consequently, to make strategic 
plans for effective and better-quality services (187). In line with the HTP, the 
MoH constantly emphasized the importance of patient satisfaction in policy 
documents. Moreover, MoH considered patient satisfaction as an important 
element to measure the quality of the health services. Bener et al. claimed that 



THE IMPLEMENTATION OF HTP AND HEALTH RELATED INDICATORS
122

Turkey should make an additional effort to assess the quality of healthcare 
regarding services and process. Based on the systematic literature review 
conducted within the scope of this study, several scholars studied the patient 
satisfaction to measure the impact of the HTP (76). 

Stokes et al.’s (31) findings showed that the user satisfaction significantly 
increased in Turkey over the period of HTP reforms. Batbaatar et al. (76) 
conducted a systematic analysis regarding patient satisfaction, and they 
found that health service quality indicators had strong influences on patient 
satisfaction and interpersonal care as a service quality indicator was the most 
consistent and strongest determinant of patient satisfaction. 

Akpinar et al. (33) conducted a study to assess the patient satisfaction for 
primary care before and after the transition of the healthcare system in 
Turkey. The study included a sample of 588 patients from three public family 
health centers (FHCs) in Adana, it was conducted between March and April 
2008 and May and June 2009, the patients were asked to assess their family 
physician based on their contact experience before and after the healthcare 
system transition in Turkey and according to the results of the study, overall 
satisfaction was %74.6 before and %93.5 after the transition. Ali Jadoo et al. (73) 
also indicated that several studies conducted to measure patient satisfaction 
showed that there was a growing increase in the proportion of overall 
satisfaction with health services among Turkish citizens. Ali Jadoo et al. (73) 
believed that the increase in patient satisfaction was not a surprise because 
Turkey engaged in health sector reforms which tackled several problems that 
occurred in the health sector. According to scholars’ evaluations, “More than 
two-third (69.3%) of the respondents have positive opinions. 77.6% of the 
respondents prefer the current situation over that in the past. The majority 
of respondents (82.0%) believed that there was an increase in access to care, 
73.7% thought more availability of health resources, 72.6% alleged improved 
quality of care, and 72.6% believed better attitudes of politicians/mass media 
due to the changes in the last 10 years.” 

Bodur and Filiz also conducted another survey on patient safety culture 
in primary healthcare services in Turkey by utilizing the Turkish version of 
the Hospital Survey on Patient Safety Culture developed by the Agency for 
Healthcare Research and Quality and a demographic questionnaire (188). 
Bodur and Filiz concluded that Turkey may need to improve the patient safety 
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culture in primary healthcare services to reach the benchmark values for safety 
culture level and event reporting frequency (188). Another study of Bodur and 
Filiz (189) also stated that they generally found low patient safety culture 
scores in Turkey, therefore the hospitals in Turkey need to continue to make 
improvements to their patient safety culture.

Çağlar and Gülel’s study (190) also analysed hospital efficiency and patient 
satisfaction during HTP by using Data Envelopment Analysis (DEA) and spatial 
modeling. Çağlar and Gülel (190) found that the patient satisfaction increased 
during HTP and reached up to 75%, and the hospital efficiency increased 
according to recent studies.

Uğurluoğlu and Çelik (191) also studied the responsiveness level of Turkish 
healthcare system and how Turkish healthcare system met the expectations 
of its citizens, and they found that Turkey can improve responsiveness level of 
its healthcare system not by making costly investments, but by putting more 
emphasis on dignity, autonomy, and confidentiality.

To Emmert et al. (192), PFP will continue to be a popular improvement strategy 
in healthcare and like the US and the UK, public and private purchasers started 
to make plans to implement PFP programs for healthcare providers to improve 
performance, but it is unlikely to draw a conclusion about PFP’s efficiency 
based on the existing evidence.

An overall evaluation of patient satisfaction was regularly done by Turkstat 
and published. The results showed an increase in the patient satisfaction rates 
in general. A significant increase was reported after 2010, a time period after 
most of the HTP policies were implemented (Table 18) (193).
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Table 18. National patient satisfaction surveys (193)

Percentage of Persons Satisfied with Health Services (2003-2020)

Year
State 

Health 
Centers

University 
Hospital

State 
Hospital

Private 
Medical 
Centers

Private 
Policlinic

Private 
Hospital

Organizations’ 
Doctor

Family 
Health 
Center

2003 39.4 46.8 41.0 46.7 - 49.3 - -
2004 48.9 - 47.5 42.8 38.9 44.6 46.4 -
2005 57.3 - 56.9 47.3 42.5 50.8 57.0 -
2006 57.1 53.8 51.5 44.6 44.4 44.3 56.0 -
2007 70.6 69.1 66.6 63.3 60.9 60.6 50.5 -
2008 62.3 57.5 66.0 47.4 55.8 59.6 45.6 -
2009 66.3 56.5 66.5 59.9 56.5 61.2 60.6 -
2010 74.9 68.5 74.8 39.0 65.2 66.2 54.3 73.2
2011 77.7 71.2 76.4 65.1 64.9 70.4 61.7 78.4
2012 - 72.1 75.7 57.2 59.6 67.1 73.9 77.7
2013 - 68.5 75.5 64.3 63.9 64.9 61.0 77.2
2014 - 57.2 72.4 45.2 55.6 57.8 59.8 73.4
2015 - 70.3 75.0 45.7 47.5 60.3 67.0 73.2
2016 - 69.3 77.8 64.3 60.1 64.3 56.1 76.3
2017 - 66.6 73.2 51.3 57.2 61.5 54.4 73.7
2018 - 63.7 72.6 38.7 59.6 57.5 48.7 72.0
2019 - 57.8 67.9 55.9 54.5 56.0 64.7 70.0
2020 - 69.2 73.0 77.7 45.5 60.2 70.6 74.7

Table 19. Satisfaction ratio with healthcare services, (%), 2019 (193)

  Satisfied Neither Satisfied Nor 
Unsatisfied Not Satisfied No Opinion

Hospitals

  State 67.9 15.1 16.3 0.7

  University 57.8 21.8 18.3 2.1

  Private 56 17.3 26.1 0.7

Family Health Center 70 14.7 14.9 0.4

Private Policlinic 54.5 29.4 16.1 -

Organizations’ Doctor 64.7 11.7 23.6 -

Private Medical Centers 55.9 31.1 13.0 -
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Table 19 shows that the biggest satisfaction rate was for State hospitals and 
the lowest rate was for private centers. This should open a discussion on quality 
and pricing for the private hospitals and the effect of newly established city 
hospitals. We believe that there is a need for detailed satisfaction analysis with 
a focus on cause-and-effect relations. The figure 25 shows the international 
comparisons of life satisfaction surveys where Turkey is below the OECD 
average which is compatible with the income levels (164). 

 

F igure 25. International comparison of satisfaction ratio with healthcare services, (%), 2009, 2019 (164)

 Institutional Structuring for Rational Management of 
Pharmaceuticals and Supplies

With the Decree Law No. 663, published in November 2011 (66) Turkish 
Medicines and Medical Devices Agency and Public Health Institution was 
established in accordance with the EU acquis (22). To Tekiner (194), the HTP had 
a significant impact on Turkey’s pharmaceutical system in compliance with the 
program objectives to establish new pricing regulations for pharmaceuticals 
based on reference prices, and to develop better computer based health 
information systems. On the other hand, Semin and Güldal (195) claimed that 
increasing pressure from global regulation of the pharmaceutical sector had 
an important effect on the pharmaceutical industry for Turkey, and the effects 
of globalization on the pharmaceutical sector were reflected in a decrease in 
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exportation and domestic manufacturing, and the increase in importation, 
consumption, and pharmaceutical prices can be likened to the tip of an iceberg.

After HTP, reduction occurred in drug prices ranging from 1% to 80%, the VAT 
rates for pharmaceuticals was gradually reduced, beneficiaries were given 
access to all community pharmacies, Pharmaceutical Tracking (Track-and-
Trace) System using two dimensional matrix barcodes was initiated to prevent 
not only drug counterfeiting but also fraud against the medical insurance 
system and off-record transactions, and the process of electronic recording 
of prescriptions was launched in 2012 (194). Regarding the pricing of the 
medicines, Turkey started to use a “reference pricing follow-up” as of 2004 
based on the Decree on the Pricing of Medicinal Products for Human Use with 
Decree 2004/6781 (196). The price of a drug was determined according to the 
lowest ex-factory price among five EU countries (France, Spain, Italy, Portugal 
and Greece), and the reference countries might change, and the number of 
reference countries might increase up to 10 on the condition that four months 
prior notification is given to industry (197). There is an ongoing debate on the 
use of this reference pricing system in Turkey. Although there is no major crisis 
on medicine availability, some sporadic difficulties on availability on the market 
have been reported during the sudden changes of Turkish Lira vs foreign 
currency parities. 

Es tablishment of Integrated Health Information System

In hospitals, hospital information systems (HIS) are used in keeping records of 
patients and hospitals securely, improving appointment, hospital management, 
decision support and workflow processes (198). HISs are also used to increase 
efficiency and productivity, to reduce error rates, to increase service quality, 
to reduce service costs and to realize specific purposes like ensuring patient 
satisfaction (198). Initiatives for the establishment of health information 
systems in Turkey started in the 1991 with the “Health Information Systems 
Project’’ funded and coordinated by the Ministry of Health and the World Bank 
(198), and the Ministry of Health has actively implemented projects and studies 
on information systems in the healthcare system, especially after 2000’s, with 
a radical modernization (199). With HTP, new changes were implemented 
regarding the health information system. Initially, the standard definitions, 
data banks of physicians, standard description of healthcare institutions, 
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international disease classification, medicine and medical product codes 
were constituted and clarified by MoH (51). Moreover, all the hospitals were 
equipped with hospital information systems, and ICD-10 codes were used 
for systematic coding of diseases in all MoH hospitals and Family medicine 
information systems (FMIS) (51). Currently, all hospitals contracted with SSI 
are using the ICD-10 coding. According to OECD’s report published in 2008 
(200), MoH Information System was expanded, the amount of data collected 
was extremely increased, and the MoH Information System, which is known as 
E-health, consisted of the following information systems and data sets: Family 
Medicine Information System, Green Card Information System, Physician 
DataBank, Patient Rights Information System, National Data Glossary and 
Minimum DataSets. Besides, Kahveci and Meads (117) noted that investments 
for information networks and databases were the strengths of the reforms in 
healthcare, but the traditional “expert-based” decision making, lack and poor 
quality of data could be considered as the weaknesses of the recent reforms 
in healthcare. On the other hand, Bener et al. (2019), emphasised the urgent 
need to collect more accurate and reliable data from hospital and PHC centres 
in Turkey (76). 

Ministry of health started communication center (SABIM) which allows 
people to communicate directly with MoH in 2004 (201), a central physician 
appointment system (MHRS, Merkezi Hekim Randevu Sistemi) in 2010 (202).

The National Health Information System (E-Nabız) was established in 2015 
in which every citizen of Turkey has access to their own health related data 
including medical imaging, reports, vaccination status and so on (203). During 
the COVID-19 pandemic, the E-Nabız system has been improved significantly. 
As of December 2019, the number of E-nabız users were 10 million (204) and 
it exceeded 50 million as of August 2021 due to COVID-19 pandemic (205). All 
personal data was protected according to the “Personal data protection law” 
that was enacted in 2016. 
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Sparkes et al. (111) states that 
health financing includes four health 
system functions and policies: 
revenue raising, pooling, purchasing, 
and benefit design: 

“Raising revenues refers to policies 
for mobilizing financial resources 
from households, businesses, and 
external sources to pay health 
system expenditures. Pooling 
refers to the accumulation and 
management of pre-paid revenues 
to spread financial risk for paying 
for certain health services across 
a group so that the pooled funds 
can be used to help pay for 
healthcare, Purchasing relates to 
the arrangements used to pay for 
health services, including health 
workers and other providers, on 
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behalf of the population and benefit design is a policy choice that refers to 
the services covered by pooled funds, and commonly also includes specifying 
eligibility groups, point of service costs, and patient cost sharing.” 

According to Yenimahalleli Yasar and Ugurluoglu (27), risk pooling by which all 
individuals and households share the financing of total healthcare costs is a 
crucial component for health financing policy to reach UHC, and thereby the 
citizens face fewer financial consequences associated with health risks when 
degree of risk pooling is larger. The healthcare system in Turkey was highly 
fragmented, both in terms of financing and service provision. The existence of 
a variety of funding sources has resulted in a multi-tier system of healthcare 
production, financing, and delivery (105). Health financing system in Turkey 
underwent different phases since the beginning of the Turkish Republic. During 
the early years of the republic, the aim of the government was to resolve the 
staff shortage and establish new health facilities. During the 1960s, Turkish 
healthcare system aimed to socialize the health services, which was mainly 
financed via general taxation, for the purposes of creating an egalitarian 
health system and expanding the healthcare coverage to the entire population 
(32). The last phase of the health financing system, which was the shift from 
socialization to the liberal policies (New Public Management), occurred after 
the 1990s (158).

The MoH is the main healthcare provider for the highly fragmented health 
system of Turkey. Active and retired civil servants and their dependents 
had the most advantageous benefits package but could only seek care in 
public facilities, the SSI, which was subsidized by the government to cover 
expenditure shortfalls, was financed by premium contributions from both 
employees and employers, and Bağ-Kur was financed by the premiums of 
its beneficiaries, but its deficits were covered by the government (81,102). In 
addition to these social security schemes, the Green Card Program, introduced 
in 1992, covered only the inpatient expenditures for the poor who had monthly 
income of less than one-third of the minimum wage to be eligible for benefits 
(81). This fragmented structure was also reflected on the health financing 
system. General government budget, social security funds (from the SII, Bağ-
Kur, and GERF) and Out-of-Pocket (OOP) payments (directly or through private 
voluntary health insurance schemes) were the three main sources of financing 
(81,206,207). Social Insurance Institution (SII) provided pension and health 
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services to private sector employees, blue-collar public sector workers and 
agricultural laborer and the dependents of these three groups; Bağ-Kur covered 
the self-employed workers which consisted 22.5% (for the year of 2007) of 
the population and this scheme did not directly provide health services, but 
contracted with other healthcare providers in the public and some private 
sectors; and the GERF covered inpatient and outpatient health services where 
a 10% drug and prostheses co-payment applied for non-exempted services 
(62). In 2005, SSK members constituted 56.8% of the country’s population, 
GERF members were 12.8% of the population and Bağ-Kur covered 14.2% of 
Turkey’s population. In addition, 14% of the country’s low-income population 
were green card holders and financed by the state in 2005 (207). Besides 
these formal insurance schemes, the private expenditures consisted of about 
one third of total health expenditures in 2003 according to the OECD’s report 
published in 2008 (160). In general, healthcare is financed by the government 
budget, various social security mechanisms, and private payments (directly or 
through private voluntary health insurance schemes) (206).

The government initiated several reforms under the HTP to eliminate the 
differences provided by the various benefit packages of public health insurance 
schemes, and to provide equal access to healthcare services (102). Kisa (208) 
stated that there were important differences between the different social 
security funds according to health coverage offered. Atun et al. (49) stated that 
the HTP addressed two major financial problems; the low health expenditures 
and the inequitable, fragmented health insurance system, with low coverage of 
the poorest populations and high out-of-pocket costs that caused catastrophic 
expenses.

The main purpose of the HTP was to re-organize healthcare services in a way to 
make them effective, efficient, and easily accessible with affordable financing 
(54). The HTP reforms sought to create a single-payer health financing system 
with a common benefits package for all citizens and a clear purchaser–provider 
split (107). Within this context, a purchaser-provider split was introduced to 
merge all separate schemes; SII, Bağ-Kur and GERF have been integrated 
into a single organization, called Social Security Institution (SSI). Thus, the 
Social Security Institution has become responsible for strategic purchasing 
from providers, improving service quality and efficiency, and pooling both risk 
and funds from contributory health insurance and the government-financed 
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Green Card scheme (60). The MoH also implemented important reforms in the 
financing of the hospital sector; the SII health facilities were transferred to the 
MoH by which a purchaser-provider split was established (102). Moreover, the 
Green Card scheme started to include outpatient health expenses in 2004 (55), 
and the General Health Insurance System (GHI) was initiated in 2008 to achieve 
universal health coverage to enable access to adequate healthcare services for 
all citizens for an affordable price (27). With the unification of a fragmented 
health insurance system under one umbrella, GHI represented an important 
step toward greater equity in financing healthcare services (123). In other 
words, Universal Health Insurance and the unification of different insurance 
scheme benefits sought to improve equity in financing (54,209).

Regarding the reduction of the cost of medicines in Turkey, effective policies 
aimed to balance the services and medicines provided within the benefit 
package, the government made agreements with pharmaceutical companies 
and leveraged provider payment systems in order to bring more benefits to 
more people (106,137). Moreover, the policy makers incorporated a reduction 
on VAT (from 18% to 8%) that resulted in significant discounts of pharmaceutical 
and medical products and services, and consequently reduced the burden for 
the public and citizens (144). Çelik and Seiter (197) pointed out that despite 
drug expenditures dropping over the years, drugs consisted of about 44% of 
SSI expenditures as of 2008, and pharmaceuticals were a major share of public 
health expenditure in Turkey and the Pharmaceutical expense was about 32.6% 
of total health expenditure as of 2008.

To summarize the important changes that occurred in both provision and 
financing of healthcare services (Table 20) (68,32):

» The SSI was established by the Law on the Social Security Institution (SSI) 
in 2006.

» In 2006, with the establishment of SSI, the pharmaceutical expenditure 
tracking system was established within SSI and work on an integrated 
claims and utilization management system for SSI commenced.

» The premium rate for UHC has been set at 12.5% of earnings; 7.5% is paid 
by the employer and 5% by the employee. Individuals whose per-capita 
monthly income is less than one-third of the gross minimum wage are 
covered by the State. 
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» The second financial resource of GHI is co-payments made by insurance 
holders and their dependents when benefiting from health services.

» There are some conditions for entitlement to health services: for access to 
health services, the GHI requires that beneficiaries make at least 30 days’ 
worth of contributions during the previous one-year period. Moreover, the 
GHI also requires self-employed, and others determined under Article 60 to 
have no more than 60 days’ premium debt, and that the voluntarily insured 
and foreigners have no premium debt at all.

HEALTH FINANCING
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Table 20. Financial milestones in the Turkish health system between 1920-2020 (27,32,40,48,54-
56,60-62)

1946 Social Insurance Institution (SII) was established for blue collar workers (27)

1950 Government Employee Retirement Fund (GERF) was established for retired civil servants (27)

1967 General health Insurance bill drafted but did not make its way to the parliament (40)

1972 Social Insurance Agency for Merchants, Artisans and the Self-employed (Bağ-Kur) was 
established (40)

1984 The first examples of PPP projects were experienced as “Build Operate Transfer” to reduce the 
financial burden of the required infrastructure investments although many projects in Turkey 
could not be realized due to some legislative and organizational difficulties (48)

1992 The Green Card Scheme was introduced with Law No.3816 to cover (with limited access) the 
households that fall outside of the existing formal health insurance schemes (40)

2004 Turkey started to use a “reference pricing follow-up” based on the Decree on the Pricing of 
Medicinal Products for Human Use (54)

2005 Green Card holders were given access to outpatient care and pharmaceuticals in addition to 
inpatient services, and they started to be fully covered for outpatient prescription drugs (55)

2005 SII facilities were transferred to MoH with Law No.5283. The fragmentation problem of the 
health sector was eradicated, and purchaser-provider split was established (54)

2005 A new law which established a legal basis for public private partnership (PPP) for the first time, 
was enacted to add an article to the existing Basic Law on Health Services. (56)

2006 The SSI was established with Law 5510 on the Social Security Institution (SSI) (61).

2006 The PPP in Turkey, which was initiated with 15 integrated projects with more than 2,500 
hospital beds and the cost of more than $5 billion, is inspired by the British Private Finance 
Initiative (PFI) projects (56)

2006 Within this context, MoH assumed sole planning and monitoring role by leaving its purchaser 
role to a separate organisation, Social Security Institution (60)

2006 Social Insurance and General Health Insurance Law (SI-GHI) was announced. However, this law 
did not come into effect right after it was announced because there was strong opposition to 
the law from the Turkish Medical Association and the unions representing health professionals 
on account of the fact that it eroded the right to health because it offered financial protection 
for those who could afford to pay their premiums. (61)

2008 Social Insurance and General Health Insurance Law (SI-GHI) came into effect in October 2008. The 
financial coverage became universal as a part of the Health Transformation Program which was 
planned as a 10-year reform program covering the period from 2003 to 2013 (62).

2011 The number of green card beneficiaries increased from 2.5 million in 2003 to almost 9 million 
in 2011. (32,55)

2011 The first PPP initiatives started to take place in 2011 (48)

2012 The legislation of a universal health coverage (UHC) scheme was put in force (68)

2013 Law No.6428 prepared a legal structure for the PPP framework in healthcare. (48)
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 Health Expenditures after Health Transformation Program, HTP

The World Bank’s report claimed that the Turkish health system’s remarkable 
transformation between 2003 and 2013 forced the government to allocate 
additional resources for the health sector (81). This increase in health service 
utilization led the government to increase the share of the health sector within 
the overall government budget. Studies regarding the health expenditures 
emphasized that total health expenditure in Turkey dramatically increased. 

The OECD data for Turkey’s health expenditures in 2000, just before the Health 
Transformation Program, are as follows (210):

» Total health expenditures accounted for 6.6% of Turkey’s GDP in 2000.

» Government expenditure accounts for 25.9%, social security funds account 
for 35.8% and private health expenditure accounts for 38.3% of total current 
expenditure for the year 2000.

» While hospital services constitute 36.4% of the total expenditures, 
outpatient services and retail sales of medical products constitute 49.8% of 
the total.

» 34.7% of MoH hospitals’ revenues are met from the general budget while 
14.3%of the revenues for University hospitals are met from the general 
budget. 

» Amongst the 14 OECD countries, Turkey spends the least for inpatients 
with 19.9% of total expenditures but with 29.1% Turkey has the second-
highest expenditure for medical supplies to outpatients in 2000 (210). 

Atun et al. (49) reported that total health expenditure was 2.7% of GDP 
(US$155 in purchasing power parity terms) in 1990, but it reached 6.1% of GDP 
($913) in 2008; 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; the growth in health expenditures largely consisted of increasing 
public sector funding, which rose from 63% of total health expenditures in 2000 
to 73% in 2008, and public sector funding for health increased at an average 
annual growth rate of 9.1% (ranging from 4.7% to 14.8%) between 2000-2008; 
public investments in health infrastructure increased ninefold in nominal terms 
from 603 million Turkish lira (TL) in 2003 to more than 5.4 billion TL in 2008; 
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and private sector investments in health infrastructure increased almost 13-
fold from around TL100 million in 2003 in nominal terms to almost 1.3 billion TL 
in 2008. Moreover, the World Bank (81) also highlighted the increases in health 
expenditures; total health expenditure (THE) as a share of GDP increased from 
5.3 percent of GDP in 2003 to 6.7 percent of GDP in 2011, government health 
expenditure as a share of total government expenditure increased from 71.9 
percent in 2003 to 74.9 percent in 2011, and this prioritization produced an 
increase in total per capita health expenditure in constant purchasing power 
parity from US$469 in 2003 to US$1,161 in 2011. Sulku (102) emphasized 
the increase in total health expenditure which was US$18.2 billion in 2003 and 
reached US$30.6 billion in 2006 with an increase of 68%. Yardim and Uner (68) 
noted that the government health expenditure as a share of total government 
expenditure increased from 72% in 2003 to 77% in 2013. Çinaroglu (123) also 
noted that total health expenditure, as a proportion of the GDP, increased from 
5.3% in 2003 to 6.1% in 2008 but despite this growth, Turkey had the lowest 
total health expenditure among the OECD countries, averaging at 9%. The World 
Bank’s report published in 2014 highlighted the lower rate of per capita health 
expenditures in Turkey when compared to OECD benchmark countries. Turkey’s 
total health expenditure as a share of GDP (6.7%) in 2011 was comparable to 
that of countries with similar human development index levels but remained 
lower compared to OECD average of 12.1 percent (81). In addition, Pratt et al. 
2014 (211) conducted a study based on data from OECD Health Data 2009 and 
investigated health financing expenditures of OECD countries. The scholars 
tried to compare health finance patterns of health financing expenditures of 
OECD countries and observed that OECD countries do not converge to each 
other as a whole, rather countries with similar economic conditions converge 
(211). In this study, according to the income elasticities of healthcare results 
calculated for 2007, healthcare is a luxury good for developing countries such 
as Turkey which means that as the income growth rate increases, investments 
in healthcare increases as well.

Ökem and Çakar (54) also noted that although the share of public spending 
increased from 63% to 77% between 2000-2010, the total level of health 
spending was 5.4% of GDP in 2012, which remained below the OECD average 
of 9.3%. On the other hand, government health expenditure as a share of Total 
Health Expenditure was 74.9 percent for Turkey and 61.3 percent on average 
for OECD member countries in 2011 (81). However, Atilgan, Kilic and Ertugrul 
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(212) argued that rising health expenditures may be the result of excessive 
and unnecessary use of the healthcare system, so, the increase in healthcare 
expenditures might not result in improvements in the efficiency of the 
economy’s human capital, total factor productivity (TFP) growth, and economic 
growth. With HTP reforms, because the outpatient and inpatient treatments at 
both public and private hospitals were highly increased, public healthcare costs 
also elevated (151). Ökem and Çakar (54) thought that the most remarkable 
success of the HTP was the ability of the government to control health spending 
despite higher demand incurring from improved access through UHC. Ökem 
and Çakar (54) claimed that to control the increased costs, the government 
took several initiatives such as the the international reference pricing system 
to pharmaceuticals in 2004, the formation of a positive list for drugs in 2005, 
and the use of global budgets for Ministry of Health (MoH) hospitals in 2006 
and for drugs in 2010. In addition, the Turkish government introduced a number 
of co-payments for physician and hospital visits as well as prescription drugs 
starting in 2009 to deal with the increased health expenditures (213).

On the other hand, the problem is that to Kahveci et al. (74), those working on 
the HTP did not foresee the financial impact of the rapid expansion of services 
on the Turkish economy and did not take sufficient precautions, which raised 
issues regarding its sustainability and might not be welcomed by the Turkish 
population due to possible access restrictions to certain services. Aktan et 
al. (214) also emphasized the effects of unemployment rate and informal 
economy problems in health financing and as a result, they claimed that these 
resulted in an increase in copayments, complementary health insurance, and 
out-of-pocket expenses. On the other hand Özgen et al. (215) claimed that 
the government took another step on policy by bringing the Complementary 
Health Insurance (CHI) in November 2013 to target the possible undesirable 
effects of increasing OOP health expenditures. According to scholars, (215) 
health expenditures that are not covered or partially covered by the SSI will 
be financed by the Complementary Health Insurance. However, Cinaroglu (79) 
stated that Complementary Health Insurance Policy has a risk of increasing 
the gap between poor and wealthy populations in terms of OOP payments. 
Because, poor people cannot afford CHI and it is more available for higher 
income people. Cinaroglu (79) also noted that the country needs to build up 
a strong structure and justify decisions to sustain the system and sustain 
public support because financial sustainability and increasing costs are current 
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problems in the Turkish healthcare system, and these included the challenges 
of ensuring effective universal health coverage.

According to World Bank data, the health expenditure per capita increased from 
186 USD to 389 USD for 2002 and 2018 respectively (Figure 26) (94). This is 
lower than the UMC average (532 USD) for 2018, although Turkey was spending 
more than the UMC average in 2002 (186 vs 106 USD). The comparison with 
HIC has not changed significantly since 2002, when Turkey spent 14-fold less 
than HICs both in 2002 and 2018. However, it is different for the comparison 
with the UMC average, where Turkey was spending 1.7-fold more in 2002 and 
spent 1.3-fold less in 2018. A better comparison needs a closer look for health 
expenditure percentage of GDP (HE % of GDP). This was 5.06% and 4.1% in 2002 
and 2018 respectively which is less than the UMC average (5.4% for 2002 and 
5.8% for 2018) (93). HICs were spending two-fold more in 2002 (10.4%) and 
spent 3-fold more in 2018. GDP of Turkey increased from 240 253 216 295 
USD (2002) to 778 377 023 568,9 (2018) in 16 years and connected to this, 
GDP increased 3.2 fold from 2002 to 2018 whereas HE per capita increased 
2.08 fold (Figure 27 and 28) (100,101). 

Out-of-Pocket  (OOP) Expenditure

There are three different components of the out of pocket payments in the 
literature. The first is direct payments for goods and services purchased from 
the private sector, which are not covered by any insurance. Secondly, in return 
for cost sharing/user charges, it is the payment of the part not covered by 
insurance or prepayment. Finally, informal payments are unofficial payments 
sometimes also called envelope and under-the-table payments (216). 

Examining the level and the reasons for out-of-pocket expenditures in a health 
system is important because it shows the quality of the healthcare system. It is 
known that in a problematic healthcare and the health finance system patients 
can incline to make out of pocket payments (217). However, Yıldırım et al claimed 
that it is not easy to estimate out-of-pocket expenditures accurately in Turkey 
because the data collected from the private providers are questionable since the 
private care providers declared lower income to avoid the tax burden (217). 

Yıldırım et al aims to examine the factors that affect the decision of out-of-
pocket payments in Turkey. For this reason, a survey was conducted in 5 
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hospitals of the capital city, Ankara. The number of people participating in the 
survey is 500 and the survey collected information about economic conditions, 
social security status, education level and out of pocket payments. According 
to the results of this research, it has been revealed that people make more 
out of pocket payments as age and education level increase. In addition, it was 
also observed that as the income level increases, out of pocket expenditures 
increases. Moreover, it is also stated that social security status of the patients 
has an impact on the decision of making out of pocket payments. However, 
patients who don’t have any kind of social security and have a green card are 
less likely to make such payments (217).

Özgen et al, claimed that the studies in the literature about the OOP payments 
are usually until 2009 (215). Özgen et al stated the importance of examining 
OOP payments after 2008 and 2009 is emphasized because the years 2008 and 
2009 were critical years because of the radical changes in the General Health 
Insurance (GHI) with Health Transformation Program in Turkey. In this study it 
is stated that, with HTP collections of co-payments for medicines started to 
be collected on payrolls. Before the HTP this was collected by pharmacies, and 
this makes it difficult to collect payments especially in the rural areas (215). 

Özgen et al, (218) stated that in 2005 donations to associations affiliated with 
public facilities was withdrawn because this type of donation was a common 
type of informal payments in the Turkish healthcare system. Moreover, Özgen 
et al (215) stated that the number of part-time physicians in Ministry of Health 
facilities was 89% in 2002 and %7 in 2010. This is one of the most important 
developments in terms of preventing OOP spending in Turkey because it is 
known that a very important part of OOP payments are made to part-time 
employees. (218, 219) 

Yardım et al. (62) claims that no such health system is able to fully cover the 
cost of health services and most of the people in low- and middle-income 
countries finance their health expenditures through their own pocket. Out-
of-pocket expenditure, which is described as the individuals and households 
paying for healthcare from their own pocket, is considered an important 
feature of healthcare systems and it includes co-payments, doctor’s fees, 
drug fees, hospital fees and other out-of-pocket expenditure on health and 
generally excludes insurance premiums (220). Öcal (158) reported that patients 
were exposed to OoP expenditures and assumed the burden of healthcare 
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expenditures after the HTP. Giovanis and Ozdamar (221) also think that OOP 
expenditures may have multiple consequences to society in general; people do 
not use health services because they cannot afford the direct costs which may 
have a negative impact on a country’s growth and development. Cinarlioglu 
(123) pointed out that level and socioeconomic impact of OOP expenditures 
were the main motives for the health financing strategies of the HTP and 
the unification of the health financing system, but despite the government 
efforts to increase the health system’s efficiency and distribute its resources 
more evenly, there is not a clear evidence whether the unification of the health 
financing system provides equal distribution of OOP health expenditures.

Another dimension of out of pocket expenditures is the catastrophic health 
expenditure (CHE). WHO describes health expenditure as “catastrophic” when 
it exceeds or equal to 40% of a household’s income after the basic needs 
are covered (72). Giovanis and Ozdamar (144, 221) also note that when the 
OOP reaches catastrophic health expenditure (CHE) level, people do not seek 
healthcare since they cannot afford the costs of health services such as drug 
and doctor’s fees. Giovanis and Ozdamar (221) claim that protecting citizens 
from catastrophic out of pocket expenditures to ensure equitable access to 
healthcare is an important policy for a country’s healthcare system, and such 
absence may force citizens to spend excessive amounts on health, therefore, 
policy makers should aim to protect citizens from catastrophic health 
expenditures as a result of the health services usage. 

Regarding the Turkish healthcare system, several studies were conducted by 
various scholars regarding out of pocket (OOP) expenditures and catastrophic 
health expenditure (CHE). These studies aimed to measure the impact of the 
HTP on OOP expenditures and CHE using various sets of data. In addition, 
Cinaroglu (222) found that despite the positive progress in health financing 
after the HTP, non-zero OOP health expenditures showed increasing trend 
from 2003 to 2015 and this is consistent with the time period that policies to 
implement the UHC. Cinaroglu (123) conducted another study using the Turkish 
Household Budget Surveys between 2003 and 2015 and applying Gini, entropy 
(Theil and mean logarithmic deviation), and Atkinson indexes to investigate the 
inequity in healthcare financing in Turkey. Based on Cinaroglu’s findings, the 
government should pay special attention to health insurance plans for poor 
populations because inequities in the distribution of OOP health expenditures 
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are considerable in Turkey and favours the wealthy, in return poor populations 
were negatively affected due to increase in OOP expenditures (123, 223).
Brown et al. (220), analysed the prevalence of ‘catastrophic’ out-of-pocket 
health expenditure in Turkey using the Turkish Household Budget Surveys from 
2003 to 2008, and found that poor households were less likely to experience 
catastrophic health expenditure compared to non-poor households and this 
might arguably be attributed to preferences in favour of private healthcare 
facilities amongst the non-poor, which in itself reflected an important existing 
inequality between poor and non-poor households in Turkey. Moreover, Brown 
et al. (220) noted that poor households are less likely to seek healthcare relative 
to non-poor households, and households with a disabled or ill member and 
households with more preschool and/or elderly members are more likely to 
incur catastrophic health expenditure. Erus and Aktakke (160) investigated the 
impact of HTP on out-of-pocket health expenditures in Turkey for public insurers 
using the Household Budget Survey (HBS) from 2003 and 2006. They found 
that the proportion of those with non-zero OOP health expenditures increased 
from 41 to 54%, level of OOP health expenditures increased from 15 TL on 
average to 23 TL or from 1.6 to 1.9% of total expenditures, the average share 
of health expenditures excluding those households with zero OOP decreased 
from 3.8 to 3.5% of all expenditures from 2003 to 2006, the average per capita 
expenditure levels reached from about 792 to 1 061 TL (160). They concluded 
that households spent less out of their pocket compared to earlier periods due 
to the larger set of benefits, therefore, the reforms can be considered to be 
effective in a way that they increased access to care by reducing monetary 
and possibly non-monetary costs (160). Erus (224) conducted another study 
to explore the change in out-of-pocket payments to physicians and hospitals 
from 2003 to 2013 using the Household Budget Survey micro level data. Based 
on their findings, there has been a significant increase in the number of the 
households making an OOP expenditure, there are more cases of non-zero OOP 
expenditures on physicians and hospitals in 2013 relative to 2003, less than 1 
percent of the households paid for a hospital visit and about 10 percent for a 
physician visit in 2004, the share of physician and hospital expenditures in all 
expenditures (of all households) was 0.5 percent and 0.3 percent, respectively, 
and those making an OOP expenditure on physician services increased fivefold 
and hospital services 14-fold. Moreover, Giovanis and Ozdamar’s study (221), 
which explored the determinants and characteristics of the out-of-pocket to 
capacity to pay and catastrophic health expenditures in Turkey using a detailed 
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micro-level data from the Household Budget Survey during the period 2002-
2011, found out that the catastrophic health expenditures in Turkey were really 
low and were significantly reduced during the period examined, and green card 
policy and its expansion in 2008 was a successful policy that reduced the OOP 
expenditures and catastrophic health expenditures in this sensitive group (225). 
However, Erus et al. (122) found that in 2007, 44% of households could not 
benefit from Green card even though they were entitled and households had to 
incur high OoP health expenditures. Furthermore, Erus (151) investigated OoP 
health expenditures after the effects of co-payments together with increased 
primary care services for the years 2003, 2008, 2010 and 2013. Although it did 
not affect access to healthcare services, OOP health expenditures increased, 
especially from 2003 (41.8 %) to 2008 (55.6%) (151).

Here are some basic health finance numbers from World Bank Sourcee; Domestic 
general government health expenditure (% of current health expenditure) 
increased from 69.9 in 2002 to 77.3% in 2018 which is higher than WB HICs 
average (59.3 and 61.5 for 2002 and 2018) (Figure 29) (226). Domestic private 
health expenditure (% of current health expenditure) decreased from 38.3% in 
2002 to 22.6% in 2018. This was almost the same with HICs in 2002 (38.2& 
vs 40.6%) whereas Turkey was able to decrease the domestic private health 
expenditure percentage in 2018 (22.6% Turkey vs 38.4% HICs) significantly (Figure 
30) (227). Out-of-pocket expenditure (% of current health expenditure) decreased 
from 28.6% in 2002 to 17.4% in 2018 which is much less than UMCs (41.2% and 
32.8% for 2002 and 2018 for UMCs, respectively). But it is still higher than HICs 
average both in 2002 and 2018 (16.3% and 13.4%, HICs) (Figure 31) (228).

With the Health Transformation Program commenced in 2002, Turkey targeted 
at improving access to health services and UHC. Although a high coverage 
rate was achieved by the Social Security Institution, an increasing trend in 
private health insurance has been observed by years. While total private health 
insurance in Turkey was only 1% in the years before the HTP, in 2019 the number 
achieved 9% of the population (98). Despite universal health coverage, the reason 
for the increase in this figure needs to be analyzed (Figure 32 ). The percentage 
of health investment by private sector within the total health investment was 
9.7% in 2002 and increased to 20.7% in 2019 (Table 6 and Figure 33) While the 
government sector investment increased 32.5-fold, private sector investment 
increased 79.1% from 2000 to 2019 (Table 9 and Figure 33) (229).
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Informal Payments

Informal payment, which is considered as part of the out-of-pocket expenditures, 
was the main concern for several low- and middle-income countries. The 
complexity of the Turkish health system resulted in a considerable amount 
of formal and informal out-of-pocket payments (224, 27). Tatar et al. (219) 
conducted a study to understand the informal payments in the Turkish health 
sector. They adopted the definition of informal payment (payments [in cash 
or in kind] made to service providers [person or institution] by the people in 
addition to any legally defined payment) developed for a wider study in four 
Central and East European (CEE) countries carried out by the Central and East 
European Health Network (CEEHN) (219). Tatar et al. (219) found that 25% 
of total out-of-pocket payments in 2002 were informal, 71.6% were cash 
payments, 27.5% were in-kind contributions, and 0.9% were gifts. The scholars 
also pointed out that 38% of payments made to public-sector providers and 
22% of payments made to private-sector providers were informal; the effect 
of underinsurance and “knife payments” (the practice of surgeons’ asking for 
extra money for undertaking surgery) were among the main incentives of the 
informal payments for public-sector providers (219). According to the findings 
of this study, people felt obliged to pay extra money to receive better treatment 
and they also had to visit a physician’s private office first, which indicated the 
role of part-timers in the healthcare sector, to get the services they are entitled 
(219). Taking into consideration these practices, the Turkish health sector 
had serious problems regarding corruption, equity and access to healthcare. 
Chakraborty (67) also claimed that informal payments were high in the health 
sector and caused serious concerns regarding the equity, transparency and 
accountability of health sector financing. Moreover, Özgen et al. (218), claimed 
that informal payment was mainly related to the supply side problems and 
associated with socio-cultural norms, and it increases out-of-pocket payments, 
which might cause catastrophic health expenditures and poverty among the 
poor with negative consequences on equity and health (218). Özgen et al. 
(218) pointed out that Turkey is one of the developing countries that uses out-
of-pocket health expenditures as a financing mechanism mainly in the form 
of co-payment or full/direct payment (218). Informal payment to healthcare 
providers has also been part of healthcare financing in the country for many 
years to obtain better quality services, gain faster access to public providers 
and to be hospitalized, regardless of insurance coverage (218). Ökem and Çakar 
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(54) noted that the elimination of informal payments thanks to the reforms 
implemented during HTP led to an improvement in equity.

Figure 26. Current health expenditure per capita (current USD) for Turkey and the World (94)

Figure 27. GDP growth (annual %) for Turkey and the World (101)

USD

%
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Figure 28. Current health expenditure (% of GDP) for Turkey and the World (93)

Figure 29. Domestic general government health expenditure 
(% of current health expenditure) for Turkey and the World (226)

Figure 30. Domestic private health expenditure 
(% of current health expenditure) for Turkey and the World (227)
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%
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Figure 33. Health expenditure by government and private sector for Turkey (229)

Figure 31. Out-of-pocket expenditure (% of current health expenditure) for Turkey and the World (228)

Figure 32. Total private health insurance (PHI) coverage (% of population) (98)
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Hospital sector in Turkey has 
experienced increased competition 
since 1980 and several small private 
hospitals entered the market after 
the 1990s (230). In addition, the 
longstanding financial actors in 
healthcare and grew significantly 
since the healthcare reforms 
implemented across the OECD 
countries in the 1990s (231). Eren 
Vural (232) stated that Turkey has 
experienced significant neoliberal 
healthcare reforms through the 
2000s and these neoliberal reforms 
started to marketisation in the 
healthcare sector in Turkey. Civaner, 
Balcioglu and Vatansever (233) 
stated that commercialized health 
became a common phenomenon all 
around the world and the reforms 
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based on budget cuts, cost effectiveness, deregulation, and privatisation were 
swiftly implemented including in high income countries. Turkey’s health system 
also underwent a similar reform process with the HTP that was initiated in 
2003 (153). Eren Vural (232) also claimed that the reforms under the “Health 
Transformation Program‘’ accelerated the process of marketisation in the 
healthcare sector in Turkey. Within this scope, Yenimahalleli Yasar (32) noted that 
marketization of the health system in Turkey had three important milestones 
with HTP. First, unification of health financing under a single public actor called the 
Social Security Institution (SSI), second public hospitals became entrepreneurs 
competing with the private sector due to the performance-based system and 
finally the development of the private healthcare provision was supported (32). 
Moreover, Eren Vural (232) claimed that procurement of health services from 
the private sector by the public, investment subsidies for the private providers 
and also facilitated billing procedures for the private healthcare providers are 
other neoliberal elements of reforms in the health system. Under the HTP 
program, reimbursement from SSI for healthcare services produced by private 
organizations was allowed in 2004 (232) Additionally, highly specialized services 
such as bone marrow and organ transplants by private hospitals were started 
to be reimbursed more commonly (232). Eren Vural (232) stated that growing 
competition in the healthcare sector and investments in the private health sector 
has led to the birth of a new hospital format called a “chain hospital” especially 
in İstanbul, Ankara and İzmir. In addition to these, the Ministry of Health in 2008 
supported this formulation with the Regulation on Private Outpatient Treatment 
Centres, and Regulation on Private Hospitals (Official Gazette 26788) (232). 
According to this regulation, private hospitals are subjected to new technical 
requirements and technological investments for the hospital operating licenses. 
Therefore, this regulation brought advantages for larger private healthcare 
providers compared to small and medium sized hospitals (232). In other words, 
this regulation supported the enhancement of private hospitals in Turkey. The 
regulation brought in 2008 was largely discussed among the private healthcare 
institutions and provided support in favour of the bigger hospitals. In addition, 
Adaman et al (206) stated that the number of private hospitals doubled during 
the period 2000-2005 and as of 2006, the patients treated in private facilities 
has reached almost 11%. Moreover, Eren Vural (232) examines private equity 
investments in the healthcare sector to draw attention to neo liberalization 
in the health sector in Turkey. In this study, it is stated that “over the period 
stretching from 2007-2011, to 2011-2013, healthcare, respectively, was the 
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second, and third highest attractor of Private Equity (PE) investments in Turkey 
in terms of both deal numbers and value. Civaner, Balcioglu and Vatansever 
(233) claimed that HTP aimed to transform the organization, financing, and 
provision of healthcare from a public model to a private model, and centers for 
primary healthcare have been transformed into family physicians’ private clinics, 
and public hospitals have become autonomous institutions that are expected to 
compete each other in the market. Therefore, medical care was transformed 
into an economic commodity: patients were viewed as customers and 
physicians as providers (233, 158). On the other hand, the scholars also noted 
that there had been several studies showing that commercialized healthcare 
fails to improve quality of care and efficiency, limits the access to care, increases 
the cost, decreases wages and increases the workload and job insecurity 
(233). In addition, the scholars stated that privatization was internationally 
criticized because the very nature and values of medical professionalism were 
threatened by market forces, globalization, and problems in healthcare delivery 
(233). Within this scope, Çiçeklioğlu et al. (153) conducted a qualitative study 
to understand how family physicians (FPs) experienced the market-oriented 
primary care reforms on their working conditions. They found that concepts such 
as business administration, flexible working, isolation, competition, exhaustion, 
and insecurity are becoming more embedded into the lives of physicians, and 
this transformation in working conditions led to changes in the professional 
attitudes of physicians and their practice of medicine. Another study conducted 
by Seren and Yıldırım (234) also showed that privatization in health services 
(including Employing health services providers on contract, Performance-based 
wage system, Family medicine practice and Legal regulations with the HTP) 
were perceived negatively by nurses. Civaner (235) also noted that the HTP’s 
privatization policies, which conflicted and eroded professional value, turned the 
physicians into commissioners, patients into customers, and healthcare services 
into a commodity. In addition, Tanik (236) also emphasized that physicians 
rejected being part of the commercialized healthcare. In addition, during HTP, 
Turkish healthcare also witnessed rapid growth of medical schools established 
by the private sector and Oguz (48) claimed that following the private universities 
starting to provide medical training, private medical schools increased their 
share of medical education. There is still an ongoing discussion on the quality 
of the education in private medical schools. On the other hand, there is a major 
shift of physicians from public university and government hospitals to private 
hospitals especially for the city of İstanbul. We did not find any published data 
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on the dimension of this movement. It needs a detailed analysis why this shift 
is happening. Is it only the financial reasons or are there any other reasons for 
faculty members’shift from major public universities to private hospitals and 
universities?

Although the cost of medical supplies and equipment increased a lot in recent 
years, prices in the “Health Application Communiqué” (Sağlık Uygulama Tebliği) 
were not increased. This situation allowed SSI to control their expenditures but 
hindered the revenue growth for university hospitals. In recent years, admissions 
to university hospitals were not related to tertiary care rather they were related 
to low-cost treatments specified in the Health Application Communiqué. In 
addition, these admissions hindered physicians from performing high-cost 
treatments in the hospitals and the abolishment of the referral system is the 
leading cause of such a situation. The pricing policies of Health Application 
Communique and having more patients with costly investigations and 
treatments in University Hospitals in addition to their teaching and research 
responsibilities have been causing an ongoing negative budget balance in many 
universities for years. The attempts by the Higher education Council, MoH, 
Ministry of Finance to improve the situation for Universities have not reached 
a better solution for now. This is an alarming case since the future physicians 
are being trained in these university hospitals (237). In November 2021, the 
president of Higher education criticized the private medical schools to leave 
medical education behind other routine works of the hospitals (238). 

Furthermore, Güven claimed that despite the fact that total health 
expenditures increased threefold in the last 7-8 years, the share in total 
health expenditures increased eightfold for MoH hospitals, fivefold for private 
hospitals but only threefold for university hospitals. His remarks can be 
commented that the financial problems faced in the university hospitals for 
many years is a governmental management problem in Turkey (239). Most of 
the times university managers were blamed for the poor financial status of 
the universities, however it seems that government does not have any realistic 
stable plan to improve the financial ability of the university hospitals.
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Generally, a public private partner-
ship (PPP) can be defined as a “top 
title” for state and private sector 
collaborations combining the ser-
vices provided by the state with the 
services through the private sector 
(240-241). In the literature, some 
important advantages are men-
tioned about PPP such as meeting 
general needs, providing important 
financial resources for projects, 
completing the projects more quick-
ly, allowing governments to focus on 
their core business, benefitting the 
private sector’s skills, experience, 
and technology (241). Sadeghi et al. 
(56) found that the public-private 
partnership (PPP), which was in-
troduced in 1990, was increasingly 
used in several countries to reform 
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the healthcare sector, and it was considered as one of the effective approaches 
to tackle the challenges faced by the health sector in the 21st century. More-
over, Çiçek (242) noted that a well-structured partnership between public and 
private sector can bring several advantages to both rural and urban infrastruc-
ture of a country leading to overall social and economic growth.

Hospitals play an important role in promoting health in society, and their 
actions in coordination with political, social, and cultural factors leads to the 
community’s health (56). Like in other countries, HTP in Turkey aimed to reduce 
costs for healthcare services including public-sector hospitals.  Public Private 
Partnership is a new topic for the provision of health-care services in Turkey 
but it is a globally recognized reality that high-quality health service provision 
puts pressure on government’s budgets, therefore, the governments seek 
alternative financial solutions (48). The first examples of PPP projects were 
experienced as “Build Operate Transfer” in 1984 to reduce the financial burden 
of the required infrastructure investments although many projects in Turkey 
could not be realized due to some legislative and organizational difficulties 
(48). After the introduction of the HTP, JDP initiated privatization efforts to 
use market mechanisms in the health system and the private sector became 
an essential competitor with significant and rapid growth (48). In line with 
the privatization efforts, JDP used the PPP model for various infrastructure 
projects. In 2005, a new law (Law No 5496) (243) which established a legal 
basis for PPP for the first time, was enacted in 2015 to add an article to the 
existing Basic Law on Health Services. The PPP in Turkey, which was initiated in 
2006 with 15 integrated projects with more than 2 500 hospital beds and the 
cost of more than $5 billion, is inspired by the British Private Finance Initiative 
(PFI) projects (56). The PPP, which is one of the mechanisms used to promote 
the involvement of the private sector in the public sector hospital sector, 
brought radical changes in delivering, organizing, and financing healthcare 
services (162). In other words, this system transferred financing, construction 
(or reconstruction), service provision, operation, and maintenance of the 
hospitals to the private sector (56). Despite the initial attempts, the first PPP 
initiatives started to take place in 2011 yet some of the projects were put on 
hold by the Council of State (48). In the following years, the law no. 6428, which 
was enacted on 21 February 2013 (244),  prepared legal structure for the PPP 
framework in healthcare. The law allowed the government to outsource the 
construction of facilities on Public land on the basis of an independent and 
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permanent management right for a period not exceeding 30 years excluding 
the fixed investment period as stated in the contract. Initially, the government 
decided to build 19 hospitals (called as “city hospitals”) including small-scale 
physiotherapy and psychiatry and high-security forensic psychiatric hospitals 
in various cities and the total number of beds planned for city hospitals under 
different phases of construction was 40 553 (48). Oğuz (48) noted that these 
city hospitals are complex structures and contain several hospitals such as 
cardiac, orthopedic, neurology, maternity, children, oncology, and rehabilitation 
hospitals, and psychiatry and high-security forensic psychiatric hospitals. With 
the PPP model, four city hospitals were built in 2017 to renew the infrastructure 
of the hospitals and to increase service quality, and the plan was to extend this 
model to 30 different provinces within 3 to 4 years with the aim of building 42 
000 bed capacity hospitals in total (162).

PUBLIC-PRIVATE PARTNERSHIP (PPP)

Figure 34. Number of hospitals operated by MoH, universities and private sector (164) 

Figure 35. Number of hospital beds in hospitals operated by MoH, universities and private sector (164)
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Since 2002, the major increase in hospital numbers and beds were observed in 
private sectors compared with MoH and Universities (Figure 34 and 35) (164).  
While MoH is opening new city hospitals by PPP project, many old hospitals 
merged or moved to these newly established hospitals. Table 21shows the 
MoH hospitals established recently by PPP. 

Table 21. The city hospitals and bed capacities established by MoH through PPP (245)

Name of the Project Number of Beds Service Start Date

1 Adana City Hospital 1 550 September, 2017

2 Mersin City Hospital 1 294 February, 2017

3 Isparta City Hospital 755 March, 2017

4 Yozgat City Hospital 475 January, 2017

5 Kayseri City Hospital 1 607 May, 2018

6 Manisa City Hospital 558 October, 2018

7 Elazığ City Hospital 1 038 August, 2018

8 Ankara Bilkent City Hospital 3 711 March, 2019

9 Eskișehir City Hospital 1 081 October, 2018

10 Bursa City Hospital 1 355 July, 2019

11 İstanbul Bașakșehir City Hospital 2 682 May, 2020

12 Konya Karatay City Hospital 1 250 October, 2020

13 Tekirdağ City Hospital 486 November, 2020

14 Kocaeli City Hospital 1 210 Expected in 2022

15 Kütahya City Hospital 610 Expected in 2022

16 Ankara Etlik City Hospital 3 624 Expected in 2022

17 Gaziantep City Hospital 1 875 Expected in 2022

18 İzmir Bayraklı City Hospital 2 060 Expected in 2022

 Total Bed Capacity 27 221  

According to the World Bank data, it seems that there has not been a great 
increase in the number of hospital beds per 1 000 people in Turkey since January 
2017, when city hospitals started to come into service in Turkey. Hospital beds 
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per 1 000 population are respectively  2.8 and 2.9  in the years 2017 and 2018 
(128,245). The closure of some hospitals affiliated to the Ministry of Health and 
their inclusion in city hospitals can be considered as one of the reasons for this. 
The number of beds in closed hospitals and the number of beds added through 
city hospitals seem to have compensated for each other. For this reason, it 
seems that there has not been a significant increase in the number of hospital 
beds per 1 000 people with the introduction of city hospitals in Turkey. It should 
be monitored when ongoing city hospital projects have been progressed and 
completed. 

Also, Çiçek (242) considered PPP as a better option to finance infrastructure 
development instead of increasing taxes and said that it can create a “win-
win” situation for both the government and the private investors. Although 
the government put efforts to promote private investment in health sector 
and emphasized the possible positive outcomes of the PPP, Küçük (SR162) 
pointed out that UK National Audit Office’s last report regarding UK’s PPP 
model emphasized that there was no evidence for advantages of PPP 
hospitals in terms of construction cost, operational efficiency, asset quality, or 
maintenance, therefore, it could be argued that a systematic evaluation of its 
actual performance should be made, and its financial costs must be revealed 
in order to accept PPP as a valid model. Besides, Oğuz (48) emphasized that 
although the government had claims like providing high quality services, 
promoting medical tourism and profiting US$25 billion via city hospitals, 
Turkish Medical Association emphasized the conflicting declarations regarding 
the cost of hospitals and unrealistic income targets regarding medical tourism. 
Top, 2019 conducted a study that identified the views of stakeholders about 
the integrated health campus projects model and within the scope of the study 
83 people were asked to participate in a questionnaire. According to responses 
of the participants, cost advantage, providing quality and efficiency, saving 
the public’s resources and increasing access to health services are the main 
reasons for using the PPP model in Turkey. In addition, 18.8% of the participants 
considered the PPP model as cost effective while %12.5 thought that high-cost 
risk in large projects (241).

The problem was that to Oğuz (48), should these hospitals were not centrally 
located, patients might avoid visiting these hospitals due to time constraints 
and prefer to visit private hospitals, which would likely increase the out-of-

THE POLITICAL ECONOMY OF HEALTH IN TURKEY
155



PUBLIC-PRIVATE PARTNERSHIP (PPP)
156

pocket expenses, and emergency cases would turn against the patient due 
to time required to reach hospitals and again this situation could force a 
compulsory visit to a private hospitals. According to Top 2019 (241), especially 
in big cities such as İstanbul and Ankara, people’s access to integrated health 
campuses can be a problem and for this reason transportation possibilities and 
conditions should be improved. 

On the one hand, there were needs for investment for the maintenance 
of current hospitals and creation of new hospitals, and PPP provided an 
opportunity on the investment side to implement major projects in a shorter 
period by creation of funding, mobilizing the corporate and human resource 
capacity. On the other hand, major debate points were the financial aspects 
of the project in the long term, namely gains and losses, return of investment, 
the management difficulties on a big hospital complex with more than 500 
beds, and sustainability of the projects. We believe that major research projects 
are needed to follow up PPP investment on Health in Turkey.  The lessons 
learnt from the Turkish PPP experience must be shared at global level. The 
government and academia in Turkey are the responsible parties to plan and 
conduct this prospective research. In the long run, political stability is also an 
important element of risk for PPP implementation. 
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Legal Background on Refugees 
and Asylum Seekers

Universal Declaration of Human 
Rights (UDHR), which was 
proclaimed by the United Nations 
(UN) General Assembly in Paris 
on 10 December 1948, was the 
first international document to 
guarantee the ‘‘right to seek and 
to enjoy in other countries asylum 
from persecution.’’ (246). Ekmekci 
(247) noted that both the rights of 
asylum and the concept of being a 
refugee were described more clearly 
in the 1951 Geneva Convention, 
and according to the Convention, 
a refugee is defined as “someone 
who is unable or unwilling to return 
to their country of origin owing 
to a well-founded fear of being 
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persecuted for reasons of race, religion, nationality, membership of a particular 
social group, or political opinion.” (248). Besides, UNHCR defined Asylum seeker 
as the person whose request for sanctuary has yet to be processed (249).

The Republic of Turkey is a party to the 1951 Refugee Convention and 1967 
Protocol. However, Turkey has a geographic reservation to implementation of 
the Geneva Convention which means that Turkey entitles refugee status only 
to people from European countries (247, 250). Therefore, asylum-seekers 
coming to Turkey from non-European countries have no right to claim refugee 
status because of the geographical constraints maintained by Turkey (251). 
Although Turkey issued certain decrees or circulars regarding refugees before 
1994, the first general refugee policy in Turkey was constituted with Regulation 
No. 1994/6169 (252) on the Procedures and Principles related to Population 
Movements and Aliens Arriving in Turkey (251). The regulation allows the 
Turkish government to determine the status of non-Europeans and exhibits 
procedures to determine this status in accordance with the refugee definition 
in the Refugee Convention and those who pass the test are referred to UNHCR 
for resettlement to a third country (253). Within this context, “UNHCR registers 
non-European asylum-seekers and determines their refugee status, with a 
view to advising the Government on who should be given temporary asylum, 
and identifies refugees for resettlement. Under the framework of the 1994 
Asylum Regulation, amended in 2006 and supplemented by a Government 
directive the same year, Turkey provides non-European refugees with 
“temporary asylum-seeker status” and permission to remain in the country 
until UNHCR finds durable solutions for them elsewhere.” (254).

In line with the Partnership for the accession of Turkey proceedings, Turkey 
agreed to adopt and implement the EU Acquis and best practices on migration 
for the purpose of preventing illegal immigration to EU within the scope of 
Accession for Partnership Document for Turkey (247). In 2013, an agreement 
was signed between the European Union and the Republic of Turkey on the 
readmission of persons residing without authorization (247). The desired aim 
of the agreement was to “establish, by means of this Agreement and on the 
basis of reciprocity, effective and swift procedures for the identification and 
safe and orderly return of persons who do not or who no longer, fulfil the 
conditions for entry to, presence in, or residence on the territories of Turkey 
or one of the Member States of the Union, and to facilitate the transit of 
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such persons in a spirit of co-operation.” Together with the Syrian crisis that 
started in 2011, the readmission agreement between Turkey and the EU 
Turkey revised its legislation on refugees and migrants (247). As of 22 October 
2014, Regulation No. 1994/616 was replaced by the “Temporary Protection 
Regulation” (255) which came into effect following the Turkish Law on 
Foreigners and International Protection Law No. 6458 (256) that brought very 
essential changes regarding the protection and assistance for asylum-seekers 
and refugees regardless of their country of origin (251). “The purpose of this 
Law is to regulate the principles and procedures with regard to foreigners’ 
entry into, stay in and exit from Turkey, and the scope and implementation of 
the protection to be provided for foreigners who seek protection from Turkey, 
and the establishment, duties, mandate and responsibilities of the Directorate 
General of Migration Management under the Ministry of Interior.” (257).

In 2013, the Directorate General of Migration Management (DGMM) was 
established with the new law and DGMM was designated as the sole responsible 
authority for asylum matters (257). Following the new law, all relevant 
procedures that were conducted by the Directorate General of Security were 
transferred to the DGMM as of 11 April 2014 (258). Furthermore, DGMM has 
started to conduct Refugee Status Determination (RSD) for all asylum seekers 
regardless of their country of origin. Although the DGMM was designated as the 
sole responsible authority, UNHCR in Turkey continued to mandate RSD for Iraqi, 
Afghani, Iranian, and other non-European asylum-seekers (251). However, as 
of 10 September 2018, UNHCR stopped carrying out mandate Refugee Status 
Determination procedures, in other words, UNHCR stopped registering and 
making referrals of foreigners who want to apply for international protection 
in Turkey (259).

Doğar (251) also stated that the EU-Turkey accession negotiations also shaped 
the asylum framework in Turkey, as such, Article 63 of Law No. 6458 includes 
the same subsidiary protection principle with Article 15(c) of the EU Qualification 
Directive; “A foreigner or a stateless person, who neither could be qualified as a 
refugee nor as a conditional refugee, shall nevertheless be granted subsidiary 
protection upon the status determination because if returned to the country 
of origin or country of [former] habitual residence would: a) be sentenced to 
death or face the execution of the death penalty; b) face torture or inhuman or 
degrading treatment or punishment; c) face serious threat to himself or herself 
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by reason of indiscriminate violence in situations of international or nationwide 
armed conflict; and therefore is unable or for the reason of such threat is 
unwilling, to avail himself or herself of the protection of his country of origin or 
country of [former] habitual residence.”

Figure 36 and Table 22 summarizes the Legislations Regarding Immigrants, 
Refugees, Asylum Seekers. 

Law on Foreigners and
International Protection

Law No. 6458

Temporary
Protection 
Regulation

MoH Directive 
Regarding

Migrant Health Centres/Units

MoH Directive 
regarding 

“Procedures for the 
Implementation 

of Health Services 
for Foreigners 

under Temporary 
Protection”

AFAD Circular 
regarding 

“Implementation 
of Health Services 

for Foreigners 
under Temporary 

Protection”

Ministry of Interior 
Circular number 

2017/10 regarding 
mobilisation for 

Syrian population

Protocol Between 
Ministry of Health of 
Turkey and AFAD on 
Lump Sum Purchase 

of Healthcare 
Services

Figure 36. Legislations  related with Syrian  influx in Turkey (260)
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Table 22. Legislations regarding immigrants, refugees, asylum seekers 

The 1951 Refugee Convention and its 1967 Protocol (261)

Regulation No. 1994/6169 on the Procedures and Principles related to Possible Population 
Movements and Aliens Arriving in Turkey either as Individuals or in Groups Wishing to Seek Asylum 
either from Turkey or Requesting Residence Permission in order to Seek Asylum From Another 
Country (252)

IOM’s partnership with the Republic of Turkey was formalized in November 2004 when Turkey was 
granted member status to IOM (262)

Law on Foreigners and International Protection Law No. 6458 dated 4 April 2013 (256)

Agreement signed on 16 December 2013 between the European Union and the Republic of Turkey on 
the readmission of persons residing without authorization (263)

Temporary Protection Regulation announced on 22 October 2014 in the official gazette 29153. (255)

On 18 March 2016, the European Council and Turkey reached an agreement aimed at stopping the 
flow of irregular migration via Turkey to Europe (264)

MoH Directive regarding “Rules and Procedures for the Establishment, Closure and Operation of 
Temporary Health Facility” dated 31 December 2012 (265)

AFAD’s Circular regarding “Health Services for Syrian Guests” number 2013/1 dated 18 January 
2013 (266)

AFAD’s Circular regarding “Health Services and Other Services for Syrian Guests” with number 
2013/18 dated 9 September 2013 (267)

MoH Directive regarding “Procedures for the Implementation of Health Services for Foreigners under 
Temporary Protection” with number 2875 dated 25 March 2015 (268)

MoH Directive Regarding Migrant Health Centres/Units announced on 3 September 2015 (269)

AFAD’s Circular regarding “Implementation of Health Services for Foreigners under Temporary 
Protection” with number 2015/8 dated 12 October 2015 (270)

MoH Directive regarding “Changes to the Procedures for the Implementation of Health Services for 
Foreigners under Temporary Protection” with number 9648 dated 4 November 2015 (271)

Syrians and Their Status in Turkey

The Syrian conflict started in March 2011 and displaced millions of people 
both internally and externally. People living in Syria had to flee to neighboring 
countries including Turkey (272). Following the conflict, a great number of 
people crossed the Syrian border, and migration flow from Syria to Turkey 
increased dramatically due to Turkey’s geographic proximity to Syria (273). 
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Initially, 252 Syrians arrived in Turkey on 29 April 2011 (257) and at the end 
of April 2011, Turkish foreign minister Ahmet Davutoğlu stated that Turkey 
is ready to welcome Syrians “who are not happy at home.” (274) Within this 
context, Turkey decided to adopt an “Open Door policy” toward Syrians fleeing 
from the conflict (250,275-278). However, because Turkey has maintained its 
geographical constraints, Turkey did not grant Syrian asylum seekers refugee 
status and preferred to use the term “guest” (277-280). The term “guest” does 
not have any legal status and it emphasized the expectation of the Turkish 
government that the conflict would end in the near future and Syrians would 
return to Syria (280, 257, 278). On the other hand, as of 2011, Syrians were 
given “temporary protection status” in accordance with the Article 10 of the 
Ministry of Interior’s Regulation issued in 1994 (281). Moreover, on 30 March 
2012, “Ministry of Interior constituted a Directive concerning the admission 
and accommodation of the nationals of the Syrian Arab Republic and stateless 
people residing in the Syrian Arab Republic who collectively seek asylum in 
Turkey.” (255). In line with these developments, Law No. 6458 on Foreigners 
and International Protection (LFIP) entered into force as of 4 April 2013 (278, 
282) and it introduced ‘conditional refugee’ status for refugees from non-
European countries, and a ‘temporary protection’ status for Syrian immigrants 
(247). Besides, Regulation on Temporary Protection (TPR) dated 13/10/2014 
was published within the framework of Article 91 of Law No. 6458 on 
Foreigners and International Protection (LFIP) (255). According to Article 7 
of the Regulation, “Temporary protection shall be granted to foreigners who 
were forced to leave their countries and are unable to return to the countries 
they left and arrived at or crossed our borders in masses to seek urgent and 
temporary protection and whose international protection requests cannot be 
taken under individual assessment.” Temporary protection in Turkey, in line with 
the international law, is based on three main  principle: open door policy, non-
refoulment and provision of basic needs (283). Turkey allows Syrians to flee 
into Turkey due to the spread of the crisis in Syria and grants them temporary 
protection status (TPS). Within this context, Turkey has been providing shelter, 
nutrition, education and health services for Syrians who fled from the conflict 
(276). Üstübici (280) noted that the Temporary Protection Regulation indicated 
the terms of registration and stay in Turkey without emphasizing the length 
of protection. However, people who fled from Syria are not considered as 
refugees and they have no right to access the regular RSD (Refugee status 
determination) process available to other non-European asylum-seekers 
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(251). Moreover, the Turkish government initially adopted an encampment 
policy, but they could not accommodate Syrians in camps because the number 
of arrivals gradually increased (284). The first group of Syrians were settled 
in camps (tent cities) that were established in Hatay, near the Syrian border. 
However, as the conflict in Syria continued and the number of Syrians who fled 
to Turkey increased, additional camps were settled in the provinces of Kilis and 
Gaziantep (285). Regarding the number of camps in Turkey, “In March 2012, the 
number of camps was 7. This figure increased to 14 in January 2013 and then 
to 22 in January 2014. As of 1 October 2014, there are a total of 22 camps in 
Adana, Adıyaman, Gaziantep, Hatay, Kahramanmaraș, Kilis, Malatya, Mardin, 
Osmaniye, and Șanlıurfa. Sixteen of these 22 camps are tent cities and 6 are 
container camps. A total of 35 455 tents and partitions and 11 918 containers 
have been set up to house those who fled their country and came to Turkey.” 
(285) AFAD was the sole responsible authority for the provision and coordination 
of all the services at these camps. Figures 37, 38, 39 and Supplementary Table 
5 show the numbers and distributions of the Syrian refugees in Turkey. 

Figure 37. The change in the number of Guests (1 October 2014) (285)
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Figure 38. Distribution of Syrians in Turkey by the years (286)

Figure 39. Top 10 cities of Turkey which has the highest number of Syrians (286)

Health Status of Syrians in Turkey

The health status of Syrians under temporary protection in Turkey varied 
depending on their medical history, social status, the time they travelled, 
security conditions and their accessibility to social support (273). Assi et al. 
(273) also noted that the Syrians’ acute health problems including “nutrition 
disorders, dehydration, shock, burns, injuries, food poisoning, reproductive 
health problems, drowning, waterborne diseases, diseases infected through 
fecal or oral means, airborne diseases, parasitic diseases, diseases infected 
through close contact and deaths” needed immediate support from Turkish 
healthcare professionals. 
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The 2018 Turkey Demographic and Health Survey Syrian Migrant Sample Study 
showed that infant mortality rate was 22 per 1000, under-five mortality rate 
was 27 per 1000 and neonatal mortality rate was 12 per 1000. Ninety three 
percent of Syrian women received antenatal healthcare from skilled health 
staff and again 93% delivered at a health facility (287).

Moreover, Akar and Erdoğdu (275) stated that contagious diseases are causing 
problems for Syrians, and Ekmekçi (247) stated that leishmania, Hepatitis A, 
malaria, tuberculosis, and smallpox are common infectious diseases among 
Syrian refugees. Demirtaș and Ozden (288) also stated that tuberculosis 
incidence has been declining for the past 30 years in Turkey but in 2014, the 
rate increased, and a total of 3.7% of these cases were attributed to individuals 
from other countries. In addition, while the confirmed cases of measles were 
0 between 2006 and 2010, the figure jumped to 9.7 per 100 000 population 
(6 731 cases) in 2013 (288). Leblebicioğlu (289), Doganay and Demiraslan 
(290), and Ozaras et al. (291) indicated that breakdown of the healthcare 
system in Syria has caused a recurrence of many infectious diseases such 
as cholera, typhoid fever, measles, tuberculosis, and leishmaniasis in Syria 
and neighboring countries. Ergönül et al.’s study (292) showed that Measles 
have strikingly increased in 2013 in Turkey. Between 2012 and 2017 a total 
of 8 640 people were diagnosed with CL (The number of cases of Cutaneous 
leishmaniasis was 117 in 2012; 3 094 in 2013; 2 672 in 2014; 825 in 2015; 
and 1 086 in 2016). Number of imported Malaria cases has tremendously 
increased (it was 376 cases in 2012. Numbers were 86 and 126 in 2010 and 
2011, respectively) (Figure 40). Karakuș et al. (293) also stated that Reported 
Cutaneous Leishmaniasis cases have increased in Turkey due to the conflict in 
Syria. Doganay and Demiraslan (290) reported that as of 2016, polio vaccination 
was initiated for all Syrian children and Turkish children under the age of 5 in 
seven provinces that are located near the Syrian border. 

Besides, Sexual and Reproductive Healthcare and sexually transmitted 
infections such as HIV are among the important health issues for refugees 
in Turkey, and based on the studies recently conducted in Turkey indicated an 
increase in the prevalence of sexual and reproductive healthcare problems 
in Turkey after migration (273). In addition, the high number of pregnancies 
and high prevalence of caesarean sections were noted among Syrian women 
(294). 
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Assi et al. (273) also highlighted the mental health disorders of Syrians such 
as “neurotic, psychotic and psychosomatic problems, behavioral problems, 
substance abuse, depression, occupational imbalance, occupational deprivation, 
vocational problems”. Akar and Erdoğdu (275) also indicated that Syrians have 
serious mental health problems but they cannot access services due to lack 
of mental health workers. El Arnaout et al. (294) also highlighted that Post-
traumatic stress disorder (PTSD) and depression were found remarkably 
prevalent among Syrian refugees. 

In 2012, Alghothani et al. (295) conducted a study with regard to a short-term 
medical mission to the Syrian refugee camps in the Hatay province. The results 
showed that “the medical conditions noted to be most prevalent included acute 
ailments such as upper respiratory infections, gastroenteritis, conjunctivitis, 
hepatitis A, skin rashes as well as poorly controlled diabetes, hypertension, 
chronic obstructive pulmonary disease, asthma, arthritis, gastroesophageal 
reflux, and exacerbated chronic back pain. Vaginitis, urinary infections and 
incontinence, dysmenorrhea and poor pre- and post-natal care were common 
among the female patients.” (295). Alawa et al. (296) noted that according to a 
survey of 10 019 Syrians under temporary protection living in Turkey conducted 
in 2019, 15.2% of responders reported the presence of a chronic disease, with 
hypertension, psychiatric disorders, and diabetes. 

Moreover, a health status survey conducted (data was collected on 7-25 
December 2015) by Balcılar regarding Syrian’s health status in Turkey reported 
that more than 50% of Syrians were at high risk for developing a chronic disease 
(297). 

Göktaș et al.’s study (298) showed that the most common cancer types among 
all refugees were breast (28.2%), lymphoid leukemia (8.1%), colon (6.6%), 
Hodgkin’s lymphoma (4.9%), brain (3.51%), myeloid leukemia (3.2%), and non-
Hodgkin’s lymphoma (2.8%). Silberman et al. (299) estimated 60 and 100 new 
pediatric cancer cases annually among the Syrian refugees. In general, the 
types of pediatric cancers were similar to Turkish children. 

The patients, their families faced various problems such as shelter, language 
barriers, compliance with the therapy, communication problems, difficulties 
in accessing medication and blood products, poor prognosis due to advanced 
disease at diagnosis and relapsed disease and financial problems (299). 
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However, the results of the treatment showed that survival rates of patients 
treated in Turkish hospitals were close to those of Turkish children (299). Kutluk 
et al. examined the cancer among Syrian refugees in Konya province and showed 
that most five common cancer among adults are breast (24.8%), colorectal 
(10.9%), lung (7.4%), central nervous system (CNS) (7.0%), and stomach (5.2%). 
Among all, 40.4% had metastatic disease at diagnosis and the overall survival 
probability was 31% at five years. On the other hand, the three most common 
childhood cancers are Leukemias (21.1%), lymphomas (21.1%), and CNS (13.2%). 
Among pediatric cancer patients, the three-year survival probability was 69.5% 
(300). Akar and Erdoğdu (275) noted that Syrians residing in local communities 
are vulnerable to vaccine-preventable diseases, and the care of pregnancy, 
postnatal and neonatal care, screening, family planning, care for babies and 
children are problematic in the shelter centers. Chong (301) claims that many 
Syrians who are unable to access health services suffer from serious morbidity, 
and many Syrians live in bad conditions that threaten their health. 

In general, Syrian refugees in Turkey suffer from severe health problems that 
needed immediate attention. Chronic health problems cannot be diagnosed 
during the migration. The common health problems are diarrhea, measles, 
acute respiratory infections, tuberculosis, malnutrition, vitamin/mineral 
deficiencies, sexual and reproductive health problems, and mental health and 
psychosocial problems. (273).
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Provision of Health Services

Currently, Turkey hosts the largest number of refugees in the world (277, 282, 
302). According to DGMM data, as of 10 March 2022, 3 747 734 .Syrians were 
registered under the Temporary Protection, and 50 983 people live in the shelter 
centers located in 5 provinces, Adana (1 camp), Hatay (3), Kahramanmaraș (1), 
Kilis (1), Osmaniye (1). Istanbul (538 126 refugee), Gaziantep (461 613), Hatay 
(433 212) and Șanlıurfa (428 887) have the largest number of Syrians in Turkey. 
In other words, approximately 1.3% of Syrians reside in the shelter centres 
according to DGMM’s latest data as of 10 March 2022 (Table 23) (286).

Table 23. Distribution of Syrian refugees under temporary protection according to shelter centers 
10.03.2022 (286)

Province Total

Adana, Sarıçam 16 685

Hatay

   Altınözü 2 433

    Yayladağı 3 313

   Apaydın 2 513

Kahramanmaraș 9 648

Kilis, Elbeyli 8 209

Osmaniye, Cevdetiye 8 182

Total 50 983

Provision of health services has started since the beginning of the first arrivals 
of Syrians on 29 April 2011 (303). However, Bilecen (304) argues that granting 
access to rights and services does not automatically provide easy access; rather 
barriers and challenges continue to exist. Regarding the health service provision 
in camps, as the responsible authority (DGMM has been the responsible 
authority after the announcement of Temporary Protection Regulation), AFAD 
established field hospitals with doctors and nurses (304). Turkey has provided 
very essential possibilities for Syrians to access health services (305). Assi et 
al. (273) also noted that Syrians who live in the refugee camps and outside of 
the camps had free access to primary health services, and secondary health 
services provided by public hospitals and polyclinics. According to AFAD’s 
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report, which is based on the results of the survey conducted on Syrian guests 
in Turkey between 23 June 2013 and 7 July 2013, healthcare service utilization 
among Syrians living in the camps is relatively high, but healthcare service 
utilization was lower among Syrians living outside the camps (Figure 41) (285). 
The report also highlighted that the low percentage utilization of healthcare 
services might be associated with the lack of the registration required to 
benefit from healthcare services in Turkey (285).

Figure 41. Health service utilization inside and outside the camps (285)

Healthcare Service Utilization for Syrians

In October 2011, Syrians were granted Temporary Protection Status (250), 
but because there was no explicit regulation in national legislation, the status 
remained unclear what it meant in practice (306). Yıldırım et al. (306) described 
the period from 2011 to 2013 as a pre-institutionalization stage for provision 
of health services which “were implemented by quickly decided regulations, 
dispensed through pre-existing structures, and limited largely to emergency 
care services delivered in the camps and along the border.” Due to the increased 
number of the Syrians and accommodation outside of the refugee camps, 
provision of healthcare services needed to be regulated (306). Disaster and 
Emergency Management Authority (AFAD) issued a Circular number 2013/1 
dated 18 January 2013 regarding “Health Services of Syrian Guests”. According 
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to the circular, treatment cost (including medicine and prosthesis) of the 
Syrians who were registered in one of the 11 provinces would be charged 
to the governorates where the treated Syrian is registered and the referrals 
be made to other health institutions in line with the referral chain according 
to “Health Application Communiqué” (307). The circular also stated that the 
medical cost of Syrians would be compensated by AFAD (306). However, Türk 
(307) stated that Syrians had to bear the cost when they received healthcare 
service from a province that is not listed in the AFAD’s circular. To Yıldırım et al. 
(306), AFAD’s being the central authority for the coordination of Syrian response 
underlined that the problem was initially considered as “temporary” by the 
Turkish government, but this situation changed after AFAD issued another 
circular number 2013/8 on 9 September 2013 and coverage and provision of 
health services were extended to 81 provinces (AFAD Circular 2013/8). Yıldırım 
et al. (306) also noted that this provisional measure was made permanent 
by the Temporary Protection Regulation published in October 2014. In 2014, 
WHO, in collaboration with Turkey’s MoH, Yıldırım Beyazıt University in Ankara, 
the Provincial Health Directorate of Gaziantep and Gaziantep University, 
provided training courses for Syrian doctors (306). In 2015, AFAD issued the 
circular number 2015/8 dated 12 October 2015 for “Provision of Healthcare 
Services For Foreigners Under Temporary Protection”. Moreover, MoH also 
issued a Directive number 2875 dated 25 March 2015 regarding Principles for 
Provision of Healthcare Services to the People Under Temporary Protection. 
The Directive aimed to determine the health institutions and organizations 
(NGOs and foundations) that will serve the people under temporary protection, 
voluntary healthcare provision and working principles of those who will provide 
such voluntary healthcare services. Article 8 of this Directive states that 
“Primary healthcare services are provided by the Directorate General of Public 
Health.” Health services for Syrians were provided by the Directorate General of 
Emergency Health Services until August 2016 but the Department of Migration 
Health Services of the Directorate General of Public Health have started to 
provide health services since then (305). According to the Turkish Ministry 
of Health and AFAD records, between 2011 and 2015, Syrian refugees was 
provided various healthcare services including outpatient health examinations 
(7 519 668), hospitalizations (302 805), wounded patient admission (25 467), 
surgical operations (228 537), and childbirths (60 000) (290). On 3 September 
2015, MoH issued another circular for the establishment of migrant health 
centers where Syrians live intensively (304). Another Directive that was issued 
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by MoH on 4 November 2015 made some revision to the Directive issued on 25 
March 2015. According to changes made to Article of this Directive, “those under 
temporary protection can receive services from temporary shelter centers, or 
migrant health centers that were established outside of the temporary shelter 
centers (305). In 2015, to respond to the health needs of Syrians and ease 
the burden on existing health institutions, Refugee Health Centers, which are 
functioning in collaboration with community health centers and employ health 
workers, social workers and psychologists, in addition to translators, were 
established in certain districts (273). These centers aimed to imitate Turkish 
Family Health Centers that were established after HTP, each of these centers 
provides services to 4 000 - 7 000 Syrian population (306). The main purpose 
of the Migrant Health Centers was to address the language barriers and 
stigma frequently experienced at Turkish community health centers (296). The 
Migrant Health Centers serve as the main facility for the primary care services 
available to Syrian refugees and aimed to provide effective primary healthcare 
services to Syrians under TPR (296). In these centers, screening tests for 
phenylketonuria, hypothyroidism and congenital deafness are performed 
and complimentary micronutrient supplements such as vitamin D and iron 
are provided for newborns (273). Sexual and Reproductive health services 
such as counselling, examination and distribution of contraceptive materials 
were also provided (247).  MHCs also employed Syrian doctors or interpreters 
to facilitate the provision of health services (296). Alawa et al. (296) claimed 
that enabling Syrian health workers to work in the Turkish healthcare system 
not only enhances the provision of health services but also offer displaced 
Syrian physicians and health workers the opportunity to work in their field of 
expertise. 

Ekmekçi (247) also noted that more than half a million Syrian patients were 
transferred from the camps to public hospitals in 2015 and the MoH data 
showed that 35 000 Syrians gave birth in Turkey and hospitals near the Syrian 
border devoted 30–40 % of their capacity to Syrian refugees. 

Since April 2011, Syrians registered in Turkey with temporary identification 
numbers have had the right to access primary and secondary health services 
as Turkish citizens (273, 308). Besides, provision of health services has been 
gradually revised by the Turkish government. Following the TPR, details 
of health services were changed and health services have been provided to 
every Syrian under temporary protection. However, Syrians who have not 
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registered have limited access to primary and secondary healthcare except 
for the emergency care (304). Despite all these efforts, language and cultural 
barriers created communication problems between Syrian patients and the 
health workers. Bilecen (304) also notes 3 important barriers that Syrians 
experienced during the utilization of the health services. First, Syrians who 
were not fully informed about registration procedures are unable to access free 
healthcare services. In addition, delays in registrations due to workload made 
those persons temporarily vulnerable in terms of access to healthcare services. 
Second, general transformation of the Turkish healthcare system as well as 
revisions made for provision of healthcare services to Syrians under temporary 
protection is also another challenge in terms of service provision (304). Lastly, 
Syrians in Turkey encounter language barriers and not every hospital in Turkey 
provides interpretation services (304, 309). Syrians patients usually need to be 
accompanied by an NGO member or other volunteer such as a family member 
or someone whom they meet within or outside the camps (304). Moreover, 
the number of health workers near the Syrian border increased in 2016 and 
in Șanlıurfa and Gaziantep, the number of physicians increased from 156 to 
380 and 65 to 179 respectively (247). Moreover, language barriers and mobility 
of Syrians also created problems for provision of health services (247). The 
mobility of Syrians creates problems because it is hard to control and monitor 
the mobile population’s health, especially pregnant women, babies, and 
refugees with chronic disease and rehabilitation needs (273). Aygün et al. (308) 
noted that 30-40 % of patients in state hospitals in provinces near the Syrian 
borders were Syrians according to WHO’s report. Furthermore, the tremendous 
increase in the population has created a serious burden on health services, in 
terms of human resources and logistics (247). Aygün et al. (308) examined 
the effects of the massive influx of Syrian refugees on the health system 
infrastructure in Turkey. According to scholars, the arrival of Syrians negatively 
affected the existing physical and human infrastructure of the health system, 
and several indicators -numbers of doctors, midwives, hospitals- worsened 
(308). Ekmekçi (247) also stated that the unexpected population increase has 
had negative impacts on health and social determinants of health. 

Kavukçu et al.’s (310) study on systematic review showed that almost all 
articles they reviewed emphasized the challenges caused due to linguistic and 
cultural barriers, and some mentioned about limited knowledge and skills of 
service providers including inefficient healthcare systems.
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Kargın (311), and Yıldız and Uzgöre (312) conducted separate research 
regarding the problems faced by Syrians when accessing healthcare services. 
Kargın (311) found that although the majority of the Syrians were satisfied 
with the free healthcare, they experienced problems such as bad treatment 
of health workers, lack of translation services, unable to find the appropriate 
lines for physical examinations due to overcrowding. In addition, Torun et 
al.’s study (309) also showed similar results and the scholar noted that the 
participants had problems in utilizing healthcare services due to the language 
barrier and lack of knowledge about the Turkish healthcare system. In addition, 
waiting time at hospitals and negative attitudes of healthcare staff reduced 
satisfaction in these services (309). On the other hand, the Turkish Medical 
Association makes note of financial constraints faced by Syrians. People living 
outside of the camps have to pay 20% of drug prices (302), and the remaining 
amount is covered by the AFAD but due to problems in reimbursements to 
pharmacies, the pharmacies request Syrians to pay all the cost of drugs (313). 
Also, Kargın noted that new regulation was announced on 16 March 2018 to 
address this problem and  management of the Syrian refugees’ drug payments 
was assigned to DGMM (311). 

Since the beginning of the Syrian crisis, various resources have been utilized for 
the funding of the health service provision. The Republic of Turkey is the primary 
actor in funding the crisis. In addition, donors such as EU, UN agencies, USAID 
(United States Agency for International), Swedish International Development 
Cooperation Agency (SIDA), Bureau of Population, Refugees, and Migration 
(BPRM), Department for International Development (DFID), and several other 
actors provided funding for the provision of health services for Syrians under 
temporary protection. In 2019, President Recep Tayyip Erdoğan said in the 1st 
Global Refugee Forum that Turkey has spent more than 40 billion USD since 
the beginning of the Syrian crisis.

Chong (301) also indicated that Syrians, who are having trouble in accessing 
healthcare, are using Google Maps and WhatsApp to seek medical assistance, 
and those who seek treatment are provided healthcare services through mobile 
vehicles. Chong (301) notes that access to healthcare for Syrian refugees living 
outside official government camps is challenging, even for the emergency 
cases, especially for those without temporary protection documents. Doğan et 
al. (314) also conducted research regarding Syrian refugee adults’ experiences 
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with mental health services. The scholars found that Syrians had several 
difficulties in making appointments, reaching the medicine, benefiting from 
personal rights, reaching information, receiving translation services, and faced 
discriminations.

Although the Turkish government made concrete revisions in the health 
system infrastructure for the certain provinces, these were not enough to keep 
health indicators at the pre-refugee levels (308). To mitigate these problems, 
the Turkish government increased the number of healthcare professionals and 
interpreters in healthcare services, including refugee healthcare centers (273, 
247). Until 2014, Syrians were treated in hospitals, and private hospitals on the 
condition that they comply with the referral system but this situation changed 
with the regulation brought in December 2014. The treatment of Syrians was 
restricted in private hospitals with emergency and intensive care, and treatment 
was only possible in secondary- and tertiary-level public hospitals if the referral 
chain was followed (273). Refugees with chronic diseases like cancer and others 
have access to health services when they apply to the rehabilitation services. 
However Assi et al. (273) stated that “lack of interdisciplinary rehabilitation 
services for refugees is also a problem. By appointing healthcare professionals, 
such as medical doctors, occupational therapists, dieticians, speech and 
language therapists, physiotherapists, nurses, psychologists, and others in 
sufficient numbers, the Turkish government is creating more comprehensive 
healthcare and rehabilitation services for Syrian refugees, which will ultimately 
help improve their integration into society.” Savas et al. (315) conducted a 
survey to see the Syrian refugees on the healthcare providers’ workload at 
a university hospital in Hatay. Their results pointed out that there has been 
an increase in healthcare providers’ workloads and patients’ waiting time due 
to the intensity of refugee patients, and the complications are more common 
in refugee patients due to serious infectious and noncommunicable diseases 
and therefore their need for inpatient care and intensive care is higher than 
the Turkish patients (315). Assi et al. (273) also emphasized that increase in 
population had significant pressure on the existing health system. Besides, 
most of the Syrians seek healthcare in hospitals rather than using primary 
healthcare facilities and this situation not only created increased need of 
healthcare workers, medical equipment and hospital beds for both refugees 
and community residents but also created financial and workload on the Turkish 
healthcare system (273). In addition to the Turkish government’s efforts, there 
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are several national and international non-profit organizations offering special 
healthcare services to the Syrians in Turkey. Moreover, “SIHHAT Project”, which 
was jointly executed by the Ministry of Health and the European Union, aimed 
to increase the quality of healthcare services, healthcare infrastructure and 
qualification of the professionals working with Syrians in Turkey (276). The 
project was launched in 2017 and completed on 31 January 2021. The project 
was implemented in 29 provinces where Syrian density was higher, and quality 
of service provision were enhanced and access to services was increased to 
address the health needs of Syrians under temporary protection status in their 
own language (Box 2) (316).

Box 2.  Achievements of SIHHAT Project (316)

» 177 MHCs and 782 Migrant Health Units were established as of September 2020
» 96.2% of Syrians under temporary protection were reached through MHCs
» 48 of 177 MHCs are Extended MHCs. These centers provide services such as internal diseases, 

obstetrics and gynecology, pediatrics, orthodontics, psycho-social support, laboratory and X-ray 
examination services.

» As of September 2020, counselling services, psyco-social support services and various training 
were provided for 6 248 Syrians.

» A total of 3 422 staffs (125 specialists, 606 practitioners, 5 dentists, 995 nurses/midwives, 76 
X-ray and laboratory technician, 41 psychologists, 37 social workers, 4 interpreters, 1128 patient 
orientation staffs, and 405 support staffs) were recruited within the scope of project.

» As of September 2020, 8.8 million laboratory tests were performed.
» Approximately 13.5 million Syrians received primary healthcare services.
» A total of 10 Community Mental Health Centers were established.
» A total of 42 000 mental health services were provided both for Syrians and Turkish citizens.
» Micronutrients (2.6m Vitamin D, 2.4m iron supplements) were provided.
» Approximately 2m oral contraceptives and 20m condoms were provided.
» 2.6m pre-natal care services were provided for almost 750 000 Syrians.
» 4.2m vaccination was administered for Syrians babies/children.
» 102 Mobile Healthcare Vehicles were procured.
» Cancer screenings were performed via 5 mobile cancer screening vehicles.
» A total of 420 000 cancer screenings were performed for Syrians as of November 2020.
» 3 966 medical equipment/vehicles and 163 surgical microscopes were procured for 113 Public 

Hospitals.
» Training was provided for Turkish health workers.
» 430 ambulances were procured and 50 of them were for newborns.
» Several Information, Education and Communication materials were distributed.

SYRIAN CRISIS AND HEALTH SECTOR IN TURKEY



SYRIAN CRISIS AND HEALTH SECTOR IN TURKEY
176

Another EU facility project aimed to improve access to health services for Syrians 
in Turkey and the project was implemented by the World Health Organization in 
collaboration with the Ministry of Health (MoH). The specific objectives of the 
project were to support national healthcare services by increasing the capacity 
of Syrian health staff, and to provide quality health related services to refugees 
and impacted host communities in Turkey The project was Funded from EU 
Trust Fund and is being implemented in Ankara, Gaziantep, Hatay, Istanbul, 
Izmir, Mersin, Sanliurfa (Box 3) (317).

Box 3. Access to health services for Syrian refugees in Turkey 2018-2020 (317)

» 300 Syrian doctors and nurses would be invited to the adaptation training which consists of 
1 week theoretical and 6 weeks practical training. In addition, 600 interpreters would be trained 
for  medical terminology.

» 50 Syrian and 150 Turkish health personnel will be identified to attend the Mental Health and 
Psychosocial Support (MHPSS) training.

» Training curriculum would be prepared by medical faculty with the support of WHO, and MoH 
would approve the curriculum for use in the ongoing medical training in Turkey.

» 140 Syrian health professionals and others would be provided ongoing medical training in all 
7 Migrant Health Training Centres every week. In total, 1.500 participants would complete 
ongoing training.

As of 31 March 2020, 2019 health workers were trained, 42 812 refugees 
received MHPSS, and 388 958 primary healthcare services provided to refugees. 
As of 15 January 2016, the Regulation on Work Permit for Refugees under 
Temporary Protection came into force to allow Syrian health professionals to 
apply to the Labor Ministry for work permits six months after their registration 
under TPS (306). This regulation, which aimed to integrate Syrian health workers 
into the Turkish health system and eliminate language or cultural barriers when 
Syrians receive healthcare services, led Syrian health professionals to work in 
the Turkish health system (306). The laws allowing Syrian health professionals 
to be employed was formalized on 1 April 2017 based on the Regulation on 
the Change of the Regulation Regarding the Working Methods and Principles 
in Private Healthcare Facilities of Turkey for the Foreigner Health Professionals 
(306). Syrians were exempted from the conditions set by the regulation 
published on 22 February 2012 and therefore, Syrian health workers, who 
were certified under WHO’s training program, became eligible to work only 
in migrant health centers that provide services to Syrians (306). Yıldırım et al. 
(306) also noted that the integration of Syrian health workers into the refugees’ 
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healthcare system made an essential change in the implementation of migrant 
health policy because Syrian health professionals and additional interpreters 
would help to overcome cultural and language problems that interrupt the 
migrant healthcare system.

Syrians were given an identity card and ID number starting with 99…. for a 
long period. The Syrians with this ID has right to use the healthcare services. 
However, Syrians with temporary travel card (ID with G code) were only able to 
access to the health if they were only accepted to the emergency department.  
The lack of previous medical records in patients applied to the hospitals also 
have been creating interruption on the proper management of the healthcare 
delivery. Training of the healthcare staff who had no prior experience on working 
with refugees needs also training on cross-cultural needs and management of 
migrant health issues. 

Healthcare Expenses

The government of Turkey has spent a tremendous amount of money to 
meet the needs of Syrians in Turkey. Although the numbers vary according to 
the resources, it is clear that generosity of the Turkish government was highly 
recognized by many governments, EU, UN and other relevant stakeholders.  In 
2015, EU also stated that Turkey has already spent more than € 7 billion of its own 
resources on addressing this crisis (Table 24) (318). From April 2011 to December 
2017, the government of Turkey has spent almost 84 million TRY for Syrians and 
16 million TRY of this amount was spent for healthcare services (305). Kargın 
(311) noted that AFAD’s report regarding the aid for Syrian refugees that was 
published in 2017 showed that The Turkish government has spent $27.3 billion 
to meet Syrians’ basic needs since the beginning of the Syrian crisis. The same 
report also mentioned that Turkey has received $526 million from international 
aid, which covered only 2% of the country’s total expenses thus far (311). Sever 
(319) claimed that Turkey allocated 98% of its humanitarian aid to support Syrian 
refugees and this made Turkey the most generous donor to the Syrians.

The Economic Burden of Cancer Care of Syrian Refugees were investigated in 
Turkey, Lebanon, Jordan (2017) Turkey’s spending on cancer care for Syrians 
were estimated as €25.18 million based on the crude incidence approach for 
2017 (320). 
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Table 24. EU funding for healthcare expenses of Syrian refugees in Turkey (318)
First tranche of €3 billion for 2016-2017

Funding Instrument Implementing partner Priority area Disbursements

Humanitarian Implementation Plan (HIP) Turkey 2017 Médecins du Monde Health 8 972 049

Humanitarian Implementation Plan (HIP) Turkey 2017 Relief International Health 2 927 014

Humanitarian Implementation Plan (HIP) Turkey 2017 UNFPA Health 13 400 164

Humanitarian Implementation Plan (HIP) Turkey 2016 International Medical Corps (IMC) Health 2 312 901

Humanitarian Implementation Plan (HIP) Turkey 2016 Médecins du Monde Health 3 000 000

Humanitarian Implementation Plan (HIP) Turkey 2016 WHO Health 9 641 130

Humanitarian Implementation Plan (HIP) Turkey 2016 Relief International Health 4 000 000

Humanitarian Implementation Plan (HIP) Turkey 2016 Danish Refugee Council Protection Health 800 000

Humanitarian Implementation Plan (HIP) Turkey 2016 International Medical Corps (IMC) Protection Health 3 498 483

Humanitarian Implementation Plan (HIP) Turkey 2016 Federation Handicap Health 1 810 936

Humanitarian Implementation Plan (HIP) Turkey 2016 UNFPA Protection Health 9 000 000

Humanitarian Implementation Plan (HIP) Turkey 2016 GOAL Protection Health 1 473 519

HIP Regional Syria Crisis WHO Health 2 000 000

HIP Regional Syria Crisis International Medical Corps (IMC) Health 2 961 875

HIP Regional Syria Crisis Relief International Health 2 000 000

HIP Regional Syria Crisis Federation Handicap Health 2 463 365

HIP Regional Syria Crisis Médecins du Monde Health 2 977 918

EU Trust Fund Danish Red Cross Health, Socio-economic 
support 29 159 420

EU Trust Fund WHO Health 10 350 000

IPA Special Measure 3 (July 2016) Ministry of Health Health 270 000 000

IPA Special Measure 3 (July 2016) Council of Europe Development Bank Health Infrastructure 50 000 000

IPA Special Measure 3 (July 2016) Agence française de 
développement (AFD) Health Infrastructure 22 138 461

SUB TOTAL 454 887 235

Second tranche of €3 billion for 2018-2019

Funding Instrument Implementing partner Priority area Disbursements

HIP Turkey 2019 Relief International Health 3 812 542

HIP Turkey 2019 Médecins du Monde Health 4 000 000

HIP Turkey 2018 Relief International Health 7 900 000

HIP Turkey 2018 CARE Health 2 500 000

HIP Turkey 2018 International Medical Corps (IMC) Health 2 320 000

Instrument for Pre-Accession Assistance (IPA) Special 
Measure 2019 on health, protection, socio-economic 
support and municipal infrastructure

Ministry of Health Health 62 226 675

 Council of Europe Development 
Bank (CEB) Health 7 506 413

SUB TOTAL 90 265 630

GRAND TOTAL 545 152 865
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Effects of Syrian Crisis on Stakeholders/Actors

Because the Syrian crisis was assessed as temporary and Syrians who fled to 
Turkey were considered as “guests”, Syrians were given temporary protection 
and AFAD was designated as the leading institution. However, this temporary 
protection status changed after the Foreigners and International Protection 
Law and the Temporary Protection Regulation. The Directorate General of 
Migration Management  (DGMM) was established in 2013 with the new law 
and DGMM became the first institution in Turkey that specialized in migration 
management. It aimed at taking over this policy area from the General 
Directorate of Security (321). DGM, as the sole responsible authority,  acted 
as the coordination body for refugee registration and information collection 
(321). Following the establishment of DGMM, a national policy on migrant and 
refugee integration was started to be developed by DGMM in accordance with 
the LFIP (321).

Local Governments

Although Turkey had been focusing on the development of a comprehensive 
migration policy, The Syrian civil war had an important impact on the development 
of a comprehensive refugee protection (321). Kale and Erdoğan (321) noted 
that local authorities had to put a lot of effort to meet the needs of Syrians in 
the absence of state level integration policies, and this shift of responsibility to 
the local level, which led local governments to rely on de facto implementation 
and to develop different institutional structures, created extra burden on local 
governments. At first, municipalities started with emergency response and 
then switched to humanitarian assistance activities (321). Within this context, 
municipalities provide legal aid support, humanitarian assistance, educational 
support, and healthcare support including getting hospital appointments for 
refugees, providing hospital transportation, medical equipment (i.e. wheelchair, 
hearing aid) or distribution of other medical supplies (i.e. hygiene products, 
baby formula, baby diapers, etc.) (321). Legal and financial constraints faced 
by the local government gave way to developing collaborations with various 
international organizations, NGOs and other partners to support refugees (321). 
Therefore, NGOs and INGOs became active actors working in collaboration with 
district municipalities. Some municipalities preferred the involvement of NGOs/
INGOs to distribute aid because this method saves time and labor from them 
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(321). Governorates also played a role in provision of healthcare services. The 
cost incurred from the utilization of health services by Syrians was charged to 
the governorate where Syrians were registered (273).

AFAD

Disaster and Emergency Management Presidency (AFAD) is the responsible 
authority for the management of refugee camps in which health services 
are provided for Syrian people (275). The healthcare services for people living 
outside of the camps are given by the MoH in coordination with the Turkish 
Presidency of Disaster and Crisis Management (AFAD). In addition, the cost 
incurred by the utilization of healthcare services are covered by the AFAD based 
on the agreement made between these two institutions (304). Moreover, 
although the percentage of coverage varies, the cost of medicines purchased 
in pharmacies is also covered by AFAD (304).

NGOs, INGOs, Intergovernmental Organizations’ Role

The role of international organizations and Non-Governmental Organizations 
(NGOs) is very precious in raising awareness to humanitarian issues all over 
the world (277). Turkey accommodates a great number of Inter-Governmental 
Organizations and Non-Governmental Organizations working on humanitarian 
affairs to provide more support and financial assistance to the Syrian crisis and 
these organizations provide services in various fields of areas such as refugee 
camp maintenance, shelter, education, food supply and health-care for Syrian 
population in Turkey (277). Aras and Duman (322) stated that despite the lack 
of attention at the state level in international platforms, several NGOs and 
INGOs started to provide services including healthcare in the regions where 
the number of Syrians is very high. On the other hand, Torun et al. (309) noted 
that NGOs specialized in healthcare in Turkey are limited and most of them are 
not providing long-term support. Regarding the healthcare service provision 
inside the camps, AFAD is collaborating with NGOs and Syrians doctors are also 
working in the camps to provide healthcare services (288). Moreover, vaccination 
services are also provided inside of the camps to prevent communicable 
diseases (291). Despite the fact that many I/NGOs have been closed due to 
various reasons over time, many others continue to provide humanitarian 
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assistance in Turkey (322). Besides, the most of the I/NGOs operating in Turkey 
come from Western States (such as Germany, United Kingdom, Ireland, and 
Denmark) and are funded by government or the European Union to serve 
two specific aims: to prevent refugee flows towards European countries and 
keep them in Turkey, and to contribute to the projects in Turkey and provide 
humanitarian support to refugees (322).

The major Inter-Governmental Organization working for humanitarian issues in 
Turkey is the United Nations High Commissioner for Refugees (UNHCR) (277). 
UNHCR states that they try to lead a coordinated effort across the region and 
offer a lifeline to those in need together with their partners, NGOs and host 
governments (323) Other UN Agencies also work in close cooperation with 
other stakeholders in the health sector. WHO is the leading UN agency for the 
provision of health services. International Organization for Migration (IOM), 
United Nations Population Fund (UNFPA), United Nations High Commissioner 
for Refugees (UNHCR) and United Nations Children’s Fund (UNICEF) are other 
agencies trying to deliver health services.

The Ministry of Health (MoH)

The Ministry of Health (MoH) is leading the healthcare response and the 
provision of healthcare to Syrians under temporary protection (324). Thanks 
to TPR, Syrians have access to healthcare through hospitals, Migrant Health 
Centers (MHC) and units that serve as part of the Community Health Centers. 
The MoH also provides free healthcare services for Syrians within Temporary 
Accommodation Centers. In addition, Syrians who are not registered have 
limited access to primary healthcare and referral services but are provided 
free emergency care and then referred for registration (304, 324). MoH also 
established a department named Migration Management to specifically work 
on the migration issues.

Overall Evaluation of Turkish Healthcare Policy on the Management 
of the Syrian Influx

The Turkish government has been providing health services since the arrival 
of the first refugees in April 2011. Syrian refugees’ health status were 
assessed when they entered the Turkish border and vaccination programs 
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were implemented. Temporary shelter centers (camps) were opened in various 
provinces of Turkey such as Hatay, Șanlıurfa, Kilis, Gaziantep, Mardin, Maraș, 
Osmaniye, Adıyaman, Adana, Malatya. Health services have been freely 
provided to Syrians since the beginning of the crisis. Field hospitals and health 
facilities were built in the temporary shelter centers to provide health services. 
In addition to the regular health service provision, public health services such as 
preventive health services have been provided to Syrians in the camps. Regular 
services have also been provided regarding communicable diseases, sexually 
transmitted diseases, and sexual and reproductive health services in the 
camps. Moreover, children have been vaccinated in accordance with the Turkish 
vaccination calendar. Supportive vaccination programs were also provided both 
for Syrian children. On the other hand, patients who could not be treated in 
the camps were referred to the relevant health institutions for treatment. In 
addition, wounded Syrians who arrived in Turkey were also provided emergency 
health services in the health facilities near the Syrian border. People who reside 
outside of the camps also had free access to secondary and tertiary health 
facilities. Syrians who reside in the camps had easy access to health services. 
However, Syrians who live outside of the camps had serious barriers to access 
to healthcare. Initially, free healthcare services were only provided in certain 
provinces. However, because the number of Syrian refugees increased over 
time, scope of health services were extended to 81 provinces. Syrians who have 
not registered have limited access to primary and secondary care except for the 
emergency care. Furthermore, in order to limit the mobilization of the Syrians, 
they were only provided primary and secondary healthcare in the provinces 
they are registered except for the emergency care. Until 2014, Syrians also had 
access to private hospitals but access to private hospitals were limited with the 
legislation announced in December 2014. 

As the number of refugees increased in Turkey, the Turkish government’s 
approach to health services has also changed. In cooperation with international 
organizations, donors, NGOs and INGOs, the Turkish government aimed to 
imitate Turkish Family Physician modality by opening Migrant Health Centers 
where there are a high number of Syrians with temporary protection. Scope of 
health services have also gradually extended: Access to reproductive health, 
oral/dental health services and community health centers increased, central 
health appointment system in Arabic were enabled and Arabic speaking health 
staff in health facilities recruited where a high number of Syrians live.
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When the Syrian influx started in 2011, it was not expected that the crisis 
would continue that longer. The Syrian crisis took longer than expected and 
eventually Turkey is hosting the largest number of refugees in the world. 
Although the Turkish government has aimed to provide comprehensive 
healthcare since the beginning of the crisis, the increased number of refugees 
put a significant pressure on the healthcare infrastructure, human workforce, 
and social determinants of health. Since the introduction of the HTP, the 
Turkish government has made several investments to improve the healthcare 
services and health status in Turkey. The capacity of the Turkish health system 
has improved since 2003 in terms of infrastructure, human workforce, health 
financing and legal framework. However, the additional burden of Syrians 
created serious challenges for the health system. On the other hand, the 
government had received several funding from the international community to 
ease the burden of Syrians. The EU and the Turkish government had agreements 
to open new health centers to extend the health service provision and improve 
the health conditions of Syrians. 

In conclusion, Turkey as hosting the largest number of the refugee population 
has a unique experience on the management of the sudden influx and major 
burden on health, education, economy and all the other aspects of this 
humanitarian crisis. Both immigrants and the host country were not ready for 
such a large crisis. Not only the acute problems but also the chronic problems 
need a development and implementation of a sustainable program to manage 
NCDs, mobilization of the healthcare workforce, sociocultural adaptation, 
discrimination, sustainability, management of conflict, Preparedness, capacity 
of infrastructure and human workforce, the legal framework, unexpected 
burden to economy, education, health, security, sociocultural situations became 
the major aspects of the Syrian influx. Multidisciplinary management of all 
stakeholders including government and civil society is essential. The global 
community must take the lessons from this experience. 

THE POLITICAL ECONOMY OF HEALTH IN TURKEY
183





COVID-19, which is declared by 
WHO as a pandemic, emerged in 
China at the end of 2019, spread 
rapidly all over the world and 
became the headline on all countries’ 
agenda. Undoubtedly, the effects 
of this pandemic have had the 
greatest impact on the healthcare 
sector. However, these effects are 
not limited to the health systems 
of countries, and it also caused 
radical changes in many different 
areas such as social life, economy, 
education, tourism, and politics. With 
the COVID-19 pandemic, discussions 
about right to health, health 
management, health inequalities 
and effectiveness of health systems 
have intensified again. In addition, 
with the COVID-19 pandemic, the 
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importance of having a public health approach, socioeconomic determinants of 
health, and collaboration between different sectors has emerged.

Measures Taken by Turkey

The first coronavirus case in Turkey was reported by the Ministry of Health on 
March 11, 2020 (325). The Ministry of Health established a “scientific Committee” 
on January 10, 2020, to combat the COVID-19 pandemic. This committee 
is headed by the Minister of Health and consists of medical scientists from 
different specialties and used the National Influenza Pandemic Preparation Plan 
prepared by the Ministry of Health in 2019, as the main framework of the fight 
against the COVID-19 pandemic (326). Provincial Pandemic Boards were also 
established. In the circular prepared by the Ministry of Health, it is recommended 
to postpone all non-urgent procedures (Ministry of Health, 2020b) (327), 
restrictions on patient visits in hospitals (Ministry of Health, 2020c) (328), and 
the duration of health reports has been extended (Ministry of Health, 2020d) 
(329), Health personnel were not allowed to take leave and quit the job for 3 
months in the first period (Ministry of Health, 2020g) (330).

After having the first COVID-19 case, a controlled social life period, lockdowns 
were imposed on citizens under 20 and over of 65 of age Lockdowns throughout 
the country were implemented in certain periods, and the obligation to wear 
masks was introduced. In Turkey, the first vaccination against COVID-19 
(Coronavac vaccine) started to be implemented on January 13, 2021. In addition, 
the first dose of the Biontech vaccine started to be administered on April 2, 2021. 
In this context, two different types of vaccines are applied as of April 2021 (326).

Burden of the COVID-19 Infection

3 January 2020 to 10 December 2021 there have been 8 984 407 COVID-19 
cases with 78 602 deaths in Turkey. Also, as of 7 December 2021, 120 910 
438 vaccine doses were administered. While 56 371 961 persons vaccinated 
at least one dose 51 375 142 persons fully vaccinated (two doses) (331) .As 
of 12 December 2021, the rate of 2nd dose vaccination is 82.0% and the rate 
of 1st dose vaccination is 91.0% in Turkey. Moreover, 110 515 595 number of 
COVID-19 tests performed in Turkey as of December 9, 2021 (332).
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Table 25. COVID-19 cases and vaccination status in Turkey (Accessed on 23 December 2021) (333) 

Countries
Cases - cumulative 
total per 100,000 

population

 Deaths- cumulative 
total per 100,000 

population

Persons vaccinated at 
least one dose per 

100 population

Global 3 531.11 68.83 57.08

Turkey 10 919.9 95.78 68.14

HIC 27 259.43 390.67 74.18

UMIC 25 682.34 613.54 72.54

LMIC 11 812.1 236.49 46.18

LIC 789.30 18.84 7.89

It is seen that cases & deaths per 100 000 population are higher in high income 
countries compared to low-income ones (World Bank Income Groups). This is 
most likely due to reporting issues in low-income countries. Turkey has the 
vaccination rates close to the levels from upper-middle income countries’ level. 
In Turkey, persons vaccinated with at least one dose per 100 population is 68.1. 
The same number is 72.5 in upper middle income countries’ group. (Table 25) 
(333)

See the Figure 42 for COVID-19 indicators in Turkey compared with OECD 
average.

Figure 42. COVID-19 pandemic indicators in Turkey and OECD countries as of 22.1.2020 (334)
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Health Sector Capacity During the Pandemic

Within the scope of COVID-19 measures, an increase in the number of intensive 
care beds of 6 108, of which 5 884 is for adults (3 500 of which is the 3rd step), 
92 for children and 132 for newborns. During the COVID-19 pandemic, 5 673 
new ventilators and 5 950 new monitors were purchased and distributed to our 
hospitals in need. Moreover, 2 emergency hospitals with 1008 beds, all single 
rooms and which can be converted into intensive care beds if desired, were 
completed and put into service in a short period of 45 days. (335). According to 
the latest weekly data of 20-26 November 2021 announced by the Ministry of 
Health, the bed occupancy rate is 57.3%, the adult intensive care unit occupancy 
rate is 70.5%, and the ventilator occupancy rate is 30.8% (325).

Expenditures

A joint research by Cerrahpașa Faculty of Medicine and Bașkent University 
Faculty of Health Sciences reported that the medical cost of COVID-19 in one-
year period was approximately 8.7 billion TL. The share of this amount in health 
expenditures made by the state is 2% and its share in SSI health expenditures 
is 3.8% (336). The IMF “Database of Country Fiscal Measures in Response to 
the COVID-19 Pandemic” analyzes important budgetary measures declared or 
adopted by governments in selected economies in response to the COVID-19 
pandemic (337). According to this report, as of March 17, 2021 Turkey’s 
additional spending in the health sector is 2.4 billion of USD dollar in response 
to COVID-19 Pandemic. Turkish government has spent 4.3 bn TL for medicine, 
vaccine, and equipment, 1.3bn TL for protective equipment and other needs 
of university hospitals and other institutions. Moreover, SUT expenditure for 
Covid is 1.6 bn TL. Turkey’s additional spending and forgone revenue in areas 
other than health is 11.1 billion of USD dollar. These extra spending in the 
areas of other than health are cash aid and raised minimum pension (7.5 bn 
TL), unemployment benefits (5.1 bn TL), cash aid to employees (8.3 bn TL), and 
short time work allowance (27.7 bn TL). In addition to this extra spending there 
is also forgone revenue in sectors other than healthcare. This forgone revenue 
emerged due to the reduced VAT ratio in many sectors such as food and 
beverage, cinema, theatre transportation, wedding and marriage organizations. 
Totally, in response to COVID-19 pandemic, the impact on the Turkey’s budget 
is 13.5 billion USD (Table 26) (337).
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In 2020, the first year of the pandemic, total health expenditure in Turkey 
increased by 24.3% compared to the previous year and amounted to 249 billion 
932 million TL. While health expenditure per capita was 2 434 TL in 2019, it 
increased by 23.1% to 2 997 TL in 2020. The ratio of total health expenditure to 
GDP was 4.7% in 2019, it became 5.0% in 2020. (18) The current government 
recently announced that share of health in the overall budget will be increased 
to 7% for 2022 (338) 

Table 26. Turkey’s fiscal measures in response to COVID-19 pandemic (337)

 Health Sector Areas Other Than Health Sector

Additional 
Spending

Medicine, vaccine, and 
medical equipment spending 4.3 bn TL Cash aid and raised 

minimum pension 7.5 bn TL

Protective equipment and 
other needs of university 
hospitals and institutions

1.3 bn TL Unemployment 
benefits 5.1 bn TL

SUT Expenditure 1.6 bn TL Cash aid to 
employees 8.3 bn TL

Performance pays 9.6 bn TL Short-time work 
allowance 27.7 bn TL

Total Additional 
Spending 16.8 bn TL 48.6 bn TL

Forgone 
Revenue ---

VAT rate on food and beverage, cinema, theatre, 
museum and accommodation services was reduced 
from 8% to 1% until 31 December, 2020. It is prolonged 
for five months for 2021.
VAT rate on workplace rental services, passenger 
transportation, maintenance and repair of small home 
appliances, wedding and marriage organizations, 
residential maintenance, repair, painting, and cleaning 
services was reduced from 18% to 8% until 31 December, 
2020. It is prolonged for five months for 2021.

Withholding tax on workplace rent was reduced from 
20% to 10% until 31 December, 2020. It is prolonged 
for five months for 2021.

VAT rate on passenger transportation by air was 
reduced to 1% from 1 April, 2020 to 30 June, 2020.
VAT rate on education and training services between 
1 September, 2020 and 30 June, 2021 was reduced 
from 8% to 1% temporarily.

Support to tradespeople (TL 2.1 bn)

Total Forgone 
Revenue  --- 29.4 bn TL

Total Spending 
and Forgone 
Revenue

16.8 bn TL / 2.4 bn USD 78.0 bn TL / 11.1 bn USD
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Other Diseases

In addition to the economic consequences of the COVID-19 pandemic, there 
have also been many effects in the treatment of other diseases. While the 
number of appointments made through the MHRS (centralized physician 
appointment system of the MoH), was 156 216 897 in 2019, this figure 
decreased to 113 311 577 in 2020 (335). In addition, according to Social 
Security Institution (SSI) data, while the total number of hospital applications 
was 573 133 in 2019, it was 371 659 in 2020. In addition, the same figure is 92 
921 in the first 3 months of 2021. (Figure 43) (339). Screenings for colorectal 
cancer, cervical cancer and breast cancer in primary care were decreased by 
more than 70% in 2020 compared to 2019 (335). Kutluk et al. (2021) conducted 
a study at Hacettepe University Pediatric Oncology Department to determine 
the effects of COVID-19 pandemic on pediatric cancer care, COVID-19 period 
(March 10 to October 31, 2020) was compared to its previous year control 
period (March 10 to October 31, 2019). The outpatient numbers were 34.7 
per day during COVID-19, a significant decrease from 52.2 per day in the 
previous year control period. Also, during 10 March -31 March 2020 period, 
there were 17.7 inpatients per day, significantly lower than the 23.8 inpatients 
per day during the previous control period. Moreover, it appears that there has 
been a decline in new pediatric cancer diagnosis, with 128 new cases during 
the COVID-19 period, compared with 212 cases during the previous control 
period (340). Similarly The Turkish Radiation Oncology group published a 50% 
decrease in new patient admission for the first 2 months of the pandemic in 109 
department (341)( The medical oncology department at Hacettepe Oncology 
hospital also published a significant decrease in outpatient admissions during 
the COVID-19 pandemic (342).
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Figure 43. The number of visits to healthcare organizations 
(Primary to tertiary all levels) before and after the pandemic (339)

Healthcare Workers

Another important and dramatic effect of the COVID-19 pandemic in Turkey 
was the burden on healthcare workers as it appeared around the world. Turkish 
Medical Association dated October 1, 2021, nearly 12 thousand cases of 
violence in health, which were given white codes, experienced in 2020 alone 
(343). Although Minister of Health Dr. Fahrettin Koca announced that 2 412 
doctors resigned and 522 doctors transferred to private hospitals during the 
first 6 months of 2020, according to unofficial information, it was reported 
to the Turkish Medical Association that there were more than 8 thousand 
physician resignations in 18 months (343). 

According to the Turkish Medical Association, the largest union of doctors in 
Turkey, the number certificate of good conduct request for physicians from 
the Turkish Medical Association to work abroad was 59 in 2012, increased to 
more than 1,405 in 2021 and 5,000 over the past decade (Table 27) (345,346). 
The worsening economy and increasing inflation, which have brought some 
doctors’ salaries close to the minimum wage, have pushed many to the point of 
no return, leading them to look for opportunities abroad in increasing numbers. 
Many doctors complain about excessive workloads and diminishing returns 
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from their labor, as well as physical violence from their own patients. More than 
13,000 health professionals reported incidents of violence at work in 2020, 
according to Turkish Medical Association (344). 

Table 27. Number of applications to the Turkish Medical Association for “Good Conduct Certificate” to 
work abroad  (345,346)                

 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

January 3 13 12 11 20 42 34 102 81 90

February 3 8 12 6 10 34 47 92 77 76

March 4 6 12 11 20 35 61 81 63 87

April 4 11 7 9 8 26 37 72 36 76

May 3 4 7 10 17 34 76 94 33 83

June 3 3 6 15 28 34 46 53 65 121

July 4 7 6 17 18 38 74 81 65 94

August 3 5 8 9 23 54 62 97 92 178

September 9 9 12 19 25 62 85 81 113 162

October 6 4 36 16 24 31 91 102 110 144

November 10 11 13 30 50 115 89 100 135

December 7 9 14 22 42 74 103 96 159

Total 59 90 118 150 245 482 802 1047 931 1405
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The financial burden, economic crisis, 
liberalization of health, inequity, 
increasing conflicts in the region, 
migration, digital transformation, 
COVID-19 pandemic were the 
driving forces behind the major 
changes in the health system in 
Turkey during the recent years. 
Political economy working group 
R4HC aimed to analyze the planning, 
implementation and outcome of 
the health policies with major focus 
after 2000. This report evaluated the 
progress of the healthcare in four 
different periods to better reflect 
the evolution of the health system. 
The Early Republican Period, 1923-
1940; the socialization process of 
the health services, 1940-1980; 
health system prior to Health 
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Transformation Program, 1980–2002; and Health Transformation Program 
after 2002 and beyond. The period before 2000 was not the focus of this report 
and was summarized briefly. In the early days of the Republic, health became a 
priority area for the state, MoH was established, the required legislations were 
enacted. The investments on healthcare regarding the infrastructure, healthcare 
workforce, the programs for priority health issues were implemented to provide 
and disseminate healthcare services. In the following years, financing, better 
access to healthcare and population policies were targeted. These years became 
an era of the planned economy and the socialization project that was started in 
the 1960s made a major impact on the Turkish healthcare system. The transition 
to a market economy in health was started in parallel to the liberal policies at 
global level in the 1980s.  On the other hand, due to political instability and political 
turmoil between 1990 and 2002, health sector reforms did not go beyond the 
planning stage before the Health Transformation Program (HTP). In conclusion, 
health system was inequitable, inefficient, and fragmented in early 2000s.

At the beginning of new millennium, Turkey was suffering from economic and 
political problems including high inflation and high unemployment rates, and 
various constraints on freedom in 1990s. Weak coalition government, lack 
of accountability and transparency, unrealistic investment, political economic 
decisions contributed to the public deficit of the Turkish economy. The global 
economic crisis and increased demand for foreign exchange led the Turkish 
economy into a new crisis in 2001. Turkish economy was in needs of major 
reforms to move forward for a stable and stronger economy in early 2000’s. 
The health system experienced significant improvements since the beginning of 
the Republic. However, there were significant regional disparities in distribution 
of the resources and healthcare outcomes. Socio-economically less-developed 
regions of the country had the lowest ratio of health personnel to population and 
poorest across almost all indicators. The need for comprehensive change in the 
Turkish health sector was inevitable and the government introduced the HTP.

The major goals of the health agenda after 2000, was to transform the health 
system including UHC, new social security system with purchaser provider split, 
pay for performance system, family medicine program, management reforms 
in MoH, more investment on the private healthcare, increased admissions to 
medical school, establishment of the health science university, city hospital 
projects through PPP investment. Following the essential legislations 
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regulated and implemented during Recep Akdağ’s ministerial period after 
2002, health transformation program was announced in 2003. This was an 
ambitious plan to realize the healthcare transformation. The performance-
based supplementary payment system was started in 2004 to increase the 
hospital efficiency then extended to public sector more broadly. As the number 
of patient admissions increased, the performance system became a major 
subject of debate at the national level and is still being criticized. Increased 
burden on the healthcare workers resulted in burn out, decreased examination 
duration, poor communication among all stakeholders raised the issues on 
quality of the health services. 

The family medicine system started in 2004 and was extended to whole 
country in 2010. It aimed to decrease the inequity in healthcare access, 
resulted in increased access for the assigned population, improved vaccination 
coverage and patient satisfaction. However, the proposed referral system of 
family medicine was abolished in 2010 due to its limitations on responding the 
demands of patients who need advanced care.

The new reference pricing system for medicines was brought in 2004. Turkish 
Medicines and Medical Devices Agency was founded in 2011 and these 
improved the provision of medicines and devices. In 2005, purchaser-provider 
split was started to run the healthcare organizations efficiently which is well 
accepted by the health community in Turkey. A major step was UHC law 
accepted in 2008, and implemented in 2012. This became a major progress in 
equity in health financing and was well-accepted at national and international 
level. On the other hand, more than five million people are not being able to 
pay their premium debt. The major reform in organizational structure of MoH 
in 2012 was an ambitious plan to give autonomy to health organizations. 
However, due to organizational culture of the MoH and capacity issues, it 
was reverted to the prior structure in 2017. The growth of private sector was 
accelerated. The discussions on the performance system in the health sector 
remained on the agenda. A legal structure for the PPP framework in healthcare 
was implemented in 2013, city hospital projects were started. However, the 
financial model was highly criticized. In 2015, with the establishment of Health 
Sciences University, MoH increased its role in Medical Education particularly 
for post-graduate education. Health Sciences University is questioned for its 
large structure which will limit its efficiency. University hospitals as the leading 
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advanced healthcare providers, with quality medical education and research in 
health science were managed with a negative budget for many years. Major 
critics were made to the university hospitals due to their financial problems.  
it still requires a high-level special attention and reform for a better and 
sustainable quality medical education, research and patient care. 

While an improvement is observed in overall health indicators by years, 
regional disparities within the country is still a major concern. As an example, 
while the number of healthcare professionals increases by year, there are still 
problems about the distribution of healthcare professionals within the country.   
The compulsory service for physicians is still in use to overcome the disparity.  
In 2019, the average number of physicians per 100 000 population was 193 
in Turkey and 137 for the southeastern Turkey. Turkey’s average neonatal 
mortality rate was 5.8 in 2019 and 8.3 for the Southeastern Anatolia.  Regional 
disparities still need more attention and shows that there is a need for policies 
to eliminate this inequality. When evaluated from the equity perspective, 
universal health coverage was a major step for Turkey. The new single payer 
system named as Social Security Institution eliminated the inequality between 
different types of insurance within the society and public coverage rate 
reached almost the entire population (98.4% in 2015). In addition, the number 
of people with private health insurance has increased over the years. it was 
only 1% of the population before the HTP and increased to 9% in 2019. It is a 
discussion point that the reforms under the “Health Transformation Program 
‘’ accelerated the process of marketisation in the healthcare sector in Turkey. 
The health expenditure per capita increased from 186 USD to 389 USD for 
2002 and 2018, respectively. The health expenditure percentage of GDP (HE 
% of GDP) was 5.06% and 4.1% in 2002 and 2018, respectively. Out-of-pocket 
expenditure (% of current health expenditure) decreased from 28.6% in 2002 to 
17.4% in 2018. Domestic general government health expenditure (% of current 
health expenditure) increased from 69.9 in 2002 to 77.3% in 2018. 

Meanwhile, increased work load and decreased examination time, quantity vs 
quality dilemma, the pay-for-performance system, ongoing compulsory service 
for physicians, pressure of COVID-19 pandemic, lack of proper communication 
among stakeholders including the government, healthcare workers, patients 
created a tough climate. The preferences for medical specialties among the 
physicians at early period of career has changed, high risk specialties started 



THE POLITICAL ECONOMY OF HEALTH IN TURKEY
197

to become less preferred although low risk ones are preferred more. Increased 
incidents of violence against health workers elevated the dissatisfaction of 
health workers. In 2020, nearly 12 thousand cases of violence in health were 
observed.  It was reported more than 8 thousand physicians resigned from 
their public duties in the last 18 months. As a result of these, the tendency of 
migrating to other countries among young physicians started to increase. In 
2021 only, 1 405 physicians requested a good standing certificate from Turkish 
Medical Association to apply for working abroad. These findings indicate 
that regulations regarding the working conditions and rights of healthcare 
professionals are necessary. One progress was the acceptance of the Law on 
“Prevention of Violence in Health Sector” in 2020 to protect healthcare workers 
from violence. 

The Syrian conflict started in March 2011 and Turkey granted temporary 
protection status to Syrian refugees. Currently, Turkey hosts the largest number 
of refugees in the world, 3 750 462 as of 10 March 2021. The government of 
Turkey has spent a tremendous amount of money to meet the needs of Syrians 
in Turkey. it is clear that generosity of the Turkish government and its open-
door policy was highly recognized by many governments, EU, UN and other 
relevant stakeholders. Healthcare costs of all registered Syrians are funded by 
the Turkish government. Turkey also get some level of EU funding due to size of 
refugee population and duration of the crisis. The Migrant Health Centers serve 
as the main pillar for the primary care services available to Syrian refugees 
and these centers are aimed to provide effective primary healthcare services 
to Syrians. In conclusion, Turkey has a unique experience on the management 
of the sudden influx and major burden on health, education, economy and all 
the other aspects of this humanitarian crisis. Not only the acute problems 
but also the chronic problems need a sustainable program to manage NCDs, 
mobilization of the healthcare workforce. The sociocultural adaptation, 
prevention of discrimination, management of conflict, preparedness, capacity of 
infrastructure, the legal framework, unexpected burden to economy, education, 
health, security became the major aspects of the Syrian influx. Multidisciplinary 
management including government, civil society and other stakeholders is 
essential.  The global community must take the lessons from this experience. 
The recent Ukrainian Crisis has shown the importance of the management of 
the health in conflict settings. The proper management of acute and delayed 
effect of conflict has utmost importance. 
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The emergence of COVID-19 put the health sector on top of the political agenda 
as in other countries around the world. Turkey did not face major problem 
regarding the provision of COVID-19 care.  The pandemic resulted an increase 
in health literacy and the importance of the healthcare management was 
better understood. March 17, 2021 Turkey’s additional spending in the health 
sector was 2.4 billion of USD dollar in response to COVID-19 Pandemic. As of 
12 March 2022, there have been 14 487 482 COVID-19 cases with 96 094 
deaths in Turkey.  Also, by 23 February 2022, 144 850 157 vaccine doses were 
administered. In 12 Mach 2022, the rate of 2nd dose vaccination was 85.22%. 

Turkey experienced a sudden increase in TL and USD parity in December 
2021. The effect of COVID-19 pandemic, political tension, regional and global 
conflicts are affecting the economic stability. The most recent Ukrainian—
Russian conflict and energy crisis seems to have an additional detrimental 
effect on economy all over the world and Turkey. Increasing inflation, income 
inequality, and foreign exchange prices in Turkey indicate that the sustainability 
discussions and socio-economic determinants of health will be discussed more 
in the coming period. The Gini coefficient, as the income distribution inequality 
criteria, was recorded as 0.4 in 2020, reaching the highest figure of the last 
10 years. All these problems emphasize the need for a more comprehensive 
perspective to the health sector rather than just a medical approach.

The narrative review is based on the published articles, gray literature and 
the reports from government and international organizations. The political 
economy of the health is a very broad subject, more detailed and focused 
analysis are required for each component of it. Health is a complex issue and 
there is no perfect health system around the world. Each system has positives 
and negatives in it and one size does not fit all. Our findings show that Turkey 
experienced major changes in last 20 years some works wells some does not 
work. Political economy of health is a dynamic, everchanging process. It is a 
responsibility for all stakeholders to plan, implement and act timely to achieve 
the sustainable development goals. We aimed to update this living document 
periodically to better reflect the major changes and challenges. 
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Supplementary Table 1. Ministers of Health in the Republic of Turkey (1920-2022)

Name Period Political Party

Dr. Adnan Adıvar 5/3/1920 3/10/1921

IndependentDr. Refik Saydam 3/10/1921 12/20/1921

Rıza Nur 12/24/1921 10/27/1923

Dr. Refik Saydam 10/30/1923 11/21/1924

Republican People’s Party

Dr. Mazhar Germen 11/22/1924 3/3/1925

Dr. Refik Saydam 3/4/1925 10/25/1937

Dr. Ahmet Hulusi Alataș 10/25/1937 1/18/1945

Dr. Sadi Konuk 1/18/1945 8/5/1946

Dr. Behçet Uz 8/7/1946 6/10/1948

Dr. Kemali Bayazıt 6/10/1948 5/22/1950

Prof. Dr. Nihat Reșat Belger 5/22/1950 9/19/1950

Democrat Party

Dr. Ekrem Hayri Üstündağ 9/20/1950 5/17/1954

Dr. Behçet Uz 5/18/1954 12/9/1955

Dr. Nafiz Körez 12/9/1955 11/25/1957

Dr. Lütfi Kırdar 11/26/1957 5/27/1960

Prof. Dr. Nusret Karasu 5/27/1960 8/25/1960

MilitaryProf. Dr. Nusret Hasan Fișek 8/25/1960 9/5/1960

Prof. Dr. Salih Ragıp Üner 9/5/1960 11/20/1961

Dr. Süleyman Suat Seren 11/20/1961 6/26/1962 Justice Party

Dr. Yusuf Azizoğlu 6/26/1962 10/26/1963
New Turkey Party

Prof. Dr. Fahrettin Kerim Gökay 11/5/1963 12/26/1963

Dr. Kemal Demir 12/26/1963 2/20/1965 Republican People’s Party

Dr. Faruk Sükan 2/20/1965 10/27/1965

Democrat PartyDr. Edip Somunoğlu 10/27/1965 4/1/1967

Dr. Vedat Ali Özkan 4/1/1967 3/12/1971

Prof. Dr. Türkan Akyol 3/26/1971 12/11/1971 Independent

Dr. Cevdet Aykan 12/11/1971 5/22/1972
Republican People’s Party

Dr. Kemal Demir 5/22/1972 4/15/1973

Dr. Vefa Tanır 4/15/1973 1/26/1974 Justice Party
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Dr. Selahattin Cizrelioğlu 1/26/1974 11/17/1974
Republican People’s Party

Dr. Kemal Demir 11/17/1974 4/18/1977

Dr. Vefa Tanır 4/18/1977 6/21/1977 Justice Party

Prof. Dr. Celal Ertuğ 6/21/1977 7/21/1977 Republican People’s Party

Cengiz Gökçek 7/21/1977 1/5/1978 Nationalist Movement Party

Dr. Mete Tan 1/5/1978 11/12/1979 Republican People’s Party

Dr. Münif İslamoğlu 11/12/1979 9/12/1980 Justice Party

Prof. Dr. Necmi Ayanoğlu 9/22/1980 12/23/1981 Military

Prof. Dr. Kaya Kılıçturgay 12/23/1981 12/13/1983 Military

Mehmet Aydın 12/13/1983 10/17/1986

Motherland Party

Assoc. Prof. Dr. Mustafa Kalemli 10/17/1986 12/21/1987

Bülent Akarcalı 12/21/1987 6/26/1988

Cemil Çiçek 6/26/1988 7/26/1988

Nihat Kitapçı 7/6/1988 3/31/1989

Halil Șıvgın 3/31/1989 6/23/1991

Assoc. Prof. Dr. Yașar Eryılmaz 6/23/1991 11/20/1991

Dr. Yıldırım Aktuna 11/20/1991 6/25/1993

True Path Party

Rıfat Serdaroğlu 6/25/1993 11/28/1993

Pharm. Kazım Dinç 11/28/1993 8/15/1994

Dr. Doğan Baran 8/15/1994 3/6/1996

Dr. Yıldırım Aktuna 3/6/1996 4/26/1997

Nafiz Kurt 4/30/1997 5/13/1997

Assoc. Prof. Dr. İsmail Karakuyu 5/13/1997 6/30/1997

Dr. Halil İbrahim Özsoy 6/30/1997 1/11/1999 Motherland Party

Dr. Mustafa Güven Karahan 1/11/1999 5/28/1999 Democratic Left Party

Assoc. Prof. Dr. Osman Durmuș 5/28/1999 11/19/2002 Nationalist Movement Party

Prof. Dr. Recep Akdağ 11/19/2002 1/24/2013

Justice and Development Party
Dr. Mehmet Müezzinoğlu 1/24/2013 5/24/2016

Prof. Dr. Recep Akdağ 5/24/2016 7/19/2017

Dr. Ahmet Demircan 7/19/2017 7/10/2018

Dr. Fahrettin Koca 7/10/2018 Ongoing Independent
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Supplementary Table 2. Changes in population and number of physicians per capita in different cities 
of Turkey between 2002 and 2019 (170)

City Population 
Growth (%)

Change in 
Number of 
Physicians Per 
Capita

City Population 
Growth (%)

Change in 
Number of 
Physicians 
Per Capita

ADANA 16.21 26.94 KONYA -5.15 51.78

ADIYAMAN -4.27 52.55 KÜTAHYA -12.92 46.91

AFYONKARAHİSAR -12.96 57.9 MALATYA -10.67 45.24

AĞRI 4.24 77.43 MANİSA 7.88 35.51

AMASYA -11.84 39.52 KAHRAMANMARAȘ 7.31 56.63

ANKARA 25.88 14.58 MARDİN 10.59 62.33

ANTALYA 25.5 28.68 MUĞLA 21.16 1.25

ARTVİN -11.77 20.23 MUȘ -9.06 71.7

AYDIN 7.38 32.16 NEVȘEHİR -7.89 28.94

BALIKESİR 8.03 36.53 NİĞDE -1.27 28.07

BİLECİK 7.49 26.92 ORDU -17.61 55.97

BİNGÖL 4.64 56.4 RİZE -10.31 42.96

BİTLİS -13.26 64.44 SAKARYA 21.32 48.51

BOLU 4.74 38.58 SAMSUN 4.36 41.6

BURDUR 0.18 25.55 SİİRT 19.14 62.66

BURSA 28.98 16.34 SİNOP -9.31 31.02

ÇANAKKALE 8.03 48.65 SİVAS -17.38 47.77

ÇANKIRI -29.39 41.59 TEKİRDAĞ 40.23 47.08

ÇORUM -10.88 25.55 TOKAT -27.69 60.91

DENİZLİ 13.34 42.64 TRABZON -22.24 55

DİYARBAKIR 17.96 47.49 TUNCELİ -8.72 35.79

EDİRNE -1 15.76 ȘANLIURFA 24.84 61.08

ELAZIĞ -0.24 29.78 UȘAK 7.51 25.65

ERZİNCAN -30.57 48.04 VAN 21.95 45.97

ERZURUM -18.21 33.2 YOZGAT -34.95 63.9

ESKİȘEHİR 13.27 17.26 ZONGULDAK -2.28 59.68
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City Population 
Growth (%)

Change in 
Number of 
Physicians Per 
Capita

City Population 
Growth (%)

Change in 
Number of 
Physicians 
Per Capita

GAZİANTEP 43.51 41.95 AKSARAY -3.35 21.14

GİRESUN -18.86 52.14 BAYBURT -22.33 53.26

GÜMÜȘHANE -24.36 39.49 KARAMAN -2.17 34

HAKKARİ 15.41 58.75 KIRIKKALE -28.38 59.54

HATAY 19.89 52.32 BATMAN 19.89 35.47

ISPARTA -18.67 45.71 ȘIRNAK 34.56 68.71

MERSİN 3.29 34.11 BARTIN 2.69 14.8

İSTANBUL 41.34 17.72 ARDAHAN -23.16 58.91

İZMİR 20.48 12.99 IĞDIR 12.92 38.7

KARS -7.43 66.53 YALOVA 30.56 32.56

KASTAMONU -1.97 23.78 KARABÜK 2.29 -7.14

KAYSERİ 22.15 35.15 KİLİS 12.08 39.12

KIRKLARELİ 3.68 39.65 OSMANİYE 8.76 53.92

KIRȘEHİR -11.74 26.77 DÜZCE 11.85 68.04

KOCAELİ 38.98 41.13 Mean 13.07 27.95

Supplementary Table 3. Medical Schools, enrolments and graduates in Turkey (Graduate numbers 
belong to previous academic year) (164)

Academic Year

Number of Students

Number of 
Medical Schools

Recently 
Enrolled Total Graduates Number of Academic 

Staff Member

2002-2003 44 4 998 31 966 4 804 7 172

2015-2016 85 13 059 71 370 6 896 14 263

2016-2017 85 13 044 75 902 7 651 13 123

2017-2018 94 14 555 82 865 8 530 14 133

2018-2019 96 15 859 89 356 9 395 14 810

2019-2020 103 17 076 95 035 10 854 15 842
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