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ABSTRACT 
Since the early 1990s, the primary care system in Turkey has undergone 
fundamental changes. In the first decade of the millennium family doctor 
scheme was introduced to the Turkish primary care sector and the name of the 
primary care doctors (PCDs) changed from “general practitioner” (GP) to 
“family doctor” (FD). This study aims to give an insight into those changes and 
to compare the service profiles of PCDs in 1993 and 2012. Data, based on cross 
sectional surveys among Turkish doctors working in primary care are derived 
from the 1993 European GP Task Profile study (n = 199) and the 2012 Quality 
and Costs of Primary Care in Europe (QUALICOPC) study (n = 299). The study 
focuses on the changes in the primary care service provision based on selected 
aspects such as the first contact of care, preventive care, and the knowledge 
exchange and collaboration with other health professionals. Compared to GPs in 
1993, FDs in 2012 reported that their involvement in treatment of chronic 
diseases, first contact care, antenatal and child health care have increased. FDs 
have more contact with other primary healthcare workers but their contact with 
hospital consultants have decreased. Overall, the services provided by PCDs 
seem to be expanded. However, the quality of care given by FDs and its effects 
on health indicators are needed to be explored by further studies. 

1. INTRODUCTION 
The health care reforms that have taken place in Turkey over the last decade, were 
inspired by the evidence that stronger primary care contributes to better performance 
of health care systems overall [1], [2], [3] and [4]. Prior to these reforms, primary 
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health care services in Turkey were organized in accord with the 1961 Law on the 
Socialization of Health Services. According to this law primary care services were 
provided by health centers (HCs), staffed by teams consisting of a doctor, a nurse, a 
midwife, and an environmental health technician and an administrator in larger 
centers (5). Primary care doctors (PCDs) working in HCs were called as “general 
practitioners” (GPs). In Turkey the term GP refers to a primary care doctor who is a 
medical graduate with no formal vocational training in general practice/primary care 
or any other medical specialty. Salary based payments were the main source of 
income for these primary care doctors. Turkish GPs working in any given HC were 
collectively responsible for the service provision to a geographically predefined area 
with a population of 5000–10,000. All running costs of these centers were provided 
by Ministry of Health (MoH). 
To establish a stronger primary care system, in 2003 the Turkish government 
introduced the “Health Transformation Program” (HTP). This reform program was 
implemented between 2003–2010 to close the quality gap between the healthcare 
system in Turkey, and those in Europe and other Organisation for Economic Co-
operation and Development (OECD) countries [6]. Introduction of family doctor 
(FD) scheme for primary care services; introduction of general health insurance (all 
existing insurance schemes gathered under one umbrella), and financial and 
executive independence of public hospitals were the major initiatives of the HTP [7]. 
The FD scheme first introduced as a pilot program in 2003 and was then extended to 
cover the whole country at the end of 2010. It was the core tenet of HTP with a view 
to strengthen the primary care service in the country, by fully replacing the former 
HCs. Since the number of medical graduates who completed a three-year 
postgraduate vocational training in family medicine (family medicine specialists) 
was limited, those primary care doctors who were formerly called “GPs” were re-
designated as “FDs” after completing a 10 days orientation course [8]. With the 
introduction of new structure, the FDs are paid on a capitation basis with incentives 
for selected preventive services. In general, the income of FDs has increased 
significantly (more than two folds). The HCs which are now called “Family Health 
Centers” (FHC) are consisted of a core team of a FD and a nurse or a midwife. After 
the implementation of the HTP, the responsibility of running the FHC has given to 
the FD, a major change which was aligned with the major aim of HTP: evolving the 
function of MoH from an administrator to a planner and supervisor. 
Along with these changes the MoH started to employ FDs as contracted independent 
professionals, whereas in old structure they were government employees, no 
different than any other civil servant with permanent positions. However, the main 
service areas of FHC remained similar to the former HCs to a great extent with an 
exception of community based services such as environmental health and school 
health that are provided by public health units (named as Community Health Centers 
(CHC) after the reforms). One of the significant changes that the reforms brought 
was that each FD were initially given pre-assigned patient list (per maximum of 4000 
patients per FD) to work with; however, the patients were free to change their FDs if 
they wished. Facilities for the FHC were improved compared to former HCs 
including computerization enabling electronic record keeping [5], [6], [7] and [8]. 
Despite all structural and procedural reforms within primary care, and the increase in 
health expenditure, a recent study has found that the structure and delivery process of 
primary care in Turkey was not as strong compared to most countries in Europe 
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[9] and [10]. The lack of manpower in primary care, both quantitatively and 
qualitatively (47 FD per 100.000 population in 2013, with less than 10% of them 
having completed a postgraduate vocational training), the high number of patients 
per FD (the average number of patients per FD was 3621 in 2013) and the 
disproportionately low number of primary care encounters among total outpatient 
clinical activity per year (less than 40%) have been reported as the areas for 
improvement [11] and [12]. In the absence of a compulsory referral chain from 
primary care to specialist settings, patients can enter into the healthcare system at 
whatever point they prefer. This disjointed healthcare provision, along with the 
increased workload (between 2002 and 2012 annual per capita PCD visits increased 
approximately by three fold whereas total number of PCDs increased only around 
35%) of FDs has resulted in significant inefficiencies at the primary care level 
[8] and [12]. Various studies evaluating the Turkish healthcare during the last decade 
have been focused mainly on the provider or user views about the new organization 
of the primary care services [5], [13], [14], [15], [16] and [17]. However, an 
evaluation that explored the changes within primary care over time has been lacking. 
This is the first study, which aims to give a detailed insight into the changes that have 
taken place in the Turkish primary care, and compare the service profiles of PCDs in 
1993 and 2012. However, assessment of the HTP implementation process is out of 
scope of this study. This study rather focuses on the changes in the primary care 
service provision based on selected aspects such as PCDs being the first contact of 
care, the involvement of PCDs in various services, and the knowledge exchange and 
collaboration with other health professionals. This study will aim to explore as to 
whether the breadth of the service profile of PCDs has expanded. 

2. MATERIALS AND METHODS 
Data, based on the cross sectional questionnaire-based surveys among PCDs have 
been derived from the 1993 European GP Task Profile study and the 2012 Quality 
and Costs of Primary Care in Europe (QUALICOPC) study. Both of these studies 
were multinational, and included 28 European countries. 
In 1993, the study sample included a random sample of PCDs in 10 preselected 
provinces out of all 74 provinces in Turkey. In total, 199 doctors responded 
(response rate: 50%). In this sample doctors working in inner city and urban areas 
were over-represented. In 2012, data was collected from seven provinces of Turkey. 
Selection of provinces was based on the year the FD scheme was introduced, and the 
geographical distribution within the country. A quota of 10% per region was applied 
for all PCDs with family medicine specialist qualifications working in the region. 
Final analysis was conducted on data from 299 FDs (response rate: 42.9%). The 
details of the sampling procedures of both studies have been described elsewhere 
[18], [19], [20] and [21]. The questions in the 1993 survey on GP service profiles 
were repeated in 2012 with the purpose of comparing general practice between the 
two time points. As the questions and the categories of answers that were used in 
1993 were copied either literally or only revised slightly without changing the 
meaning in 2012, the data is deemed to be comparable [22]. 
Kringos et al. developed the Primary Health Care Activity Monitor for Europe 
(PHAMEU) which describes core dimensions of primary care in a multidimensional 
systematic approach. PHAMEU framework defines three levels: structure, process 
and outcome. On process level; continuity, access, coordination and 
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comprehensiveness of care are defined as process dimensions of primary care. For 
each dimension further precise and measurable indicators are described (in total 9, 
12, 7, 10 indicators for continuity, access, coordination and comprehensiveness 
respectively) [23]. The two cross-sectional surveys that were conducted in 1993 and 
2012 contained questions that corresponded with some of the PHAMEU process 
indicators only; not structure and outcome indicators. Those indicators that are used 
in this study for comparison purposes are shown in Box 1. 

[BOX 1] 
For measuring the involvement of PCDs in specific activities related to first contact 
care, prevention, treatment of chronic diseases and technical procedures; items, such 
as the first contact for patients with stomach problems, the involvement in the 
treatment of diabetes and the provision of smoking cessation counselling have been 
used. On all items for the first contact care, the treatment of diseases and the 
provision of medical and minor surgical procedures; the respondents were asked to 
indicate their involvement on a four-point scale ranging from ‘never’ (one point), to 
‘almost always or always’ (four points). In the analysis of these scales, the first two 
answer categories (seldom/never and occasionally) and last two (usually and almost 
always/always) were combined. Contacts with other professionals were also 
measured with a four-point scale, ranging from ‘seldom/never’ (one point), to ‘more 
than once a month’. Involvement in the delivery of preventive services (such as 
measuring blood pressure, checking blood cholesterol level and health education 
activities) was measured with binary responses of Yes or No. Other comparative 
questions on four dimensions mentioned above were pre-structured; answers are 
presented as percentages in the results. 

2.1. Statistical analysis 
Descriptive statistics were run for each study group separately. Chi square test was 
used for comparative analysis of categorical variables, and t-test or its nonparametric 
equivalence was used for comparison of continuous variables. p < 0.05 was accepted 
to be statistically significant. Analyses were performed in SPSS version 16.0. 

3. RESULTS 

3.1. Characteristics of PCDs 
The percentage of female participants of the 1993 (34.2%) study slightly differs from 
the sample in 2012 (30.4%); although not statistically significant (p > 0.05). The 
participants from 1993 were relatively younger than the participants from 2012 
(30.6 ± 4.5 vs 44.0 ± 6.4; p < 0.001). The settings in which the PCDs worked are 
summarized in Table 1. Compared to 1993, in 2012 a larger percentage of 
participants were FDs with a vocational training (10% vs 0.5%). In both years, 
doctors working in urban and inner city settings constituted the largest share of 
participants. Compared to 1993, the 2012 sample included more FDs with a 
relatively high percentage of elderly patients and there were significantly less FDs 
with a secretary and a laboratory assistant in their practice. In 2012 the average 
number of patients per FD was 3642.7 whereas in 1993, there were no patient lists 
assigned to individual FDs, therefore it is not possible to provide a figure on this 
(Table 1). 
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[TABLE 1] 
Compared to 1993, in 2012 PCDs had more face-to-face contact (more than once a 
month) with other PCDs (52% vs 72%; p < 0.05), nurses (51% vs 84%; p < 0.05) and 
pharmacists (19% vs 36%; p < 0.05) but less contact (less than once a month) with 
specialists (30% vs 16%; p < 0.05) (Supplement Table S1). 
In 1993, 92.1% of the PCDs had an outpatient clinic where specialist level care was 
provided less than 10 km away from their practice; this was 89% in 2012. In 
addition, in 1993 62.5% had a general or university hospital less than 10 km away 
while it increased to 72.2% in 2012. The percentage of solo practices increased from 
four to 12% (p < 0.05) and the percentage of PCDs sharing practice with specialists 
decreased from 42.0% to 8.7% (p < 0.001) between 1993 and 2012 (Table 1). 

3.3. Comprehensiveness 
In Fig. 1 comparative data regarding first contact care are presented. In general, 
PCDs involvement in first contact care seem to have increased. For instance, women 
with psychosocial problems (10.3% vs 51.5% in 1993 and 2012 respectively) or a 
lump in breast (12.9% vs 58.2% in 1993 and 2012 respectively) are the two reasons 
that have seen the biggest increase for a visit to a PCD (p < 0.001 for both cases). 
However, there is a slight decline in the PCDs’ involvement as first contact for child 
abuse (16.6% vs 10.4% in 1993 and 2012 respectively) and oral contraceptive 
requests (38.8% vs 37.5% in 1993 and 2012 respectively; p > 0.05 for both cases). 
in preventive services. The involvement of PCDs in antenatal care (31.2% vs 85.6% 
in 1993 and 2012 respectively) and blood cholesterol check-ups (47.3% vs 98.7% in 
1993 and 2012 respectively) has increased most, and blood pressure measurement 
(45.6% vs 32.4% in 1993 and 2012 respectively) and alcohol consumption 
counselling (86.0% vs 71.9% in 1993 and 2012 respectively) have decreased 
significantly. Fig. 2 also compares the PCDs’ involvement in treatment of diseases 
and performance of medical and minor surgical procedures. In 2012 FDs indicated 
more involvement in all of the given disease conditions compared to 1993, except for 
pneumonia. Among the technical procedures a significant decrease is observed in 
2012 for wound suturing (67.0% vs 37.8% in 1993 and 2012 respectively), setting up 
an intravenous infusion (60.4% vs 29.8% in 1993 and 2012 respectively) and 
resection of an ingrown toenail (29.7% vs 22.4% in 1993 and 2012 respectively) 
compared to 1993. 

[FIGURE 1] 

[FIGURE2 ] 

[BOX 2] 

3.4. Continuity 
There has been a significant increase of the percentage of PCDs who routinely keep 
medical records (both electronic and physical) of all patients (66% vs 76%; 
p < 0.05). In 1993, 76% of the GPs did not have a computer, whereas in 2012 FDs 
using computer in their office increased to 93%. Compared to 1993, in 2012 more 
FDs declared that they use computer for prescribing (8% vs 70% p < 0.001), medical 
records (9% vs 92%; p < 0.001) and research purposes (9% vs 80%; p < 0.001). 
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3.5. Accessibility 
Regarding the patients seen by appointments there was no significant change 
between the two studies. In 1993 93.2% of the PCDs said that they were seeing 
patients without any appointment beforehand. The percentage was almost identical 
(93.0%) in 2012. There was a significant decrease regarding the average number of 
hours spent on out-of-hours care per week (22.4 h in 1993 vs 3.2 h in 2012; 
p < 0.05). In 1993, 50% of the GPs (n = 195) stated that they were not involved in 
the provision of after hour emergency services; 45.6% stated that they were involved 
in these services at least on a rotational basis. In 2012 15.1% of the FDs stated that 
the patients on their lists can access medical services from their health center after 
6 p.m. at least once a week. Of all the FHCs surveyed, 3.7% were reported to be 
open at least once a month on weekends. 

4. DISCUSSION 
The results of this first comparative study provide an opportunity to describe the 
change in the provision of primary care services during the previous two decades in 
Turkey. Overall, our results demonstrate that the service profile of PCDs appears to 
have improved according to their own reporting. Major findings could be 
summarized as follows: FDs’ reported higher involvement in chronic diseases, first 
contact care, antenatal and child health care during the last two decades whereas 
some aspects of preventive care (blood pressure measurement and alcohol 
consumption counselling) and technical procedures (wound suturing, intravenous 
infusion) decreased relatively. In addition, compared to HCs in 1993, FHCs in 2012 
have become more computerized. FDs have had more contact with some other health 
professionals but their contact with hospital consultants has decreased compared to 
GPs in 1993. FDs had relatively higher number of patients on their assigned lists 
compared to other European countries in 2012 [24]. Additionally, primary care teams 
have become smaller independent units, which provide healthcare services to a list of 
patients rather than a group of health professionals providing service to a population 
in a given geographical area. Observed differences and reported outcomes by PCDs 
are categorized as an improvement or decline and presented in Box 2 in relation with 
appropriate process level dimensions 
 
Observed differences between two cross sectional surveys may be explained by 
structural changes in primary care in Turkey that took place over the last 20 years. 
For preventive services, the increased involvement of PCDs in antenatal care and 
child immunization might be related to the performance system that was introduced 
through HTP. Payment cuts occur if FDs do not reach the child immunization targets 
or when they fail to deliver antenatal care to a pregnant woman on their list. 
Therefore, FDs are highly motivated for achieving a total coverage in these areas. 
Combined with high number of patients seen per day and with no incentives or 
reportable outcome measures for some clinical activities such as the blood pressure 
measurements or alcohol consumption counselling may have been neglected. 
Furthermore, it is plausible that the incentives for specific performance criteria may 
have led to over-reporting of certain activities. Recent data suggests the acceptability 
of this incentive system by healthcare professionals is questionable. In a qualitative 
study of Turkish FDs described the negative incentives in the performance scheme as 
a ‘degrading method of punishment’ [15]. 
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Another important structural change introduced by FD scheme is definition of a 
“family health unit” which consisted of one FD and one nurse/midwife. These units 
are the smallest independent health teams in FHCs, and lack in variety as they do not 
include other allied health workers compared to the former HCs [13], [15] and [25]. 
This change creates a suitable environment for an improved communication within 
primary care health workers, but may not necessarily be conducive to better 
communication with other health care professionals who are not working in the 
primary care as demonstrated in our results. 
The observed decline in technical procedures in our findings might be related to the 
risk perception of FDs. Having an individual patient list, assigned to a particular FD 
may have increased the perception of risks associated with more invasive medical 
and minor surgical procedures. As well, the introduction of malpractice insurance 
and the establishment of a patient complaint reporting system (SABIM) may have 
contributed to decline in the percentages of some of these invasive procedures [26]. 
In 2012, FDs are significantly older than the GPs in 1993. FDs’ perception of their 
new professional status after structural changes and primary care becoming more of a 
career option in Turkey compared to the situation two decades ago might be possible 
explanations for the age difference. In 1993 primary care was perceived more as a 
temporary work place, a waiting room for doctors until they get a chance for 
specialization. 
Besides the structural changes, the epidemiological and demographic transitions 
occurred during the previous decades could be the other contributing factors to the 
significant difference observed in our findings between 1993 and 2012 data 
predominantly for the reported increase in service episodes in the treatment of 
chronic diseases and first contact care. As in many other countries, the health agenda 
in Turkey has been shifting from communicable and vaccine preventable diseases to 
non-communicable diseases (NCDs) and their relevant complications [25]. In a 
recent study it has been shown that although at the level of ‘content’ health policy 
documents highlighted to the Turkish health care system the importance of the 
growing burden of NCDs, main challenge for Turkey lies in shortcomings in the 
ways that such policies are implemented [27]. The proportion of elderly population 
in Turkey (people over 65 years and older) increased from 5.6% to 7.9% between 
1993 and 2013 [28]. It has been reported that after the reforms a more inclusive 
approach to the care of elderly patients in primary care has been in progress [16]. 
The 2013 the National Burden of Disease Study in Turkey showed that the burden of 
NCDs rate raised from 71% of the total disability-adjusted life years (DALYs) in 
2002 to 79% in 2012 [29]. According to the Turkish diabetes epidemiology 
(TURDEP) study, diabetes mellitus type two prevalence doubled in approximately 
10 years reaching 13.7% in 2010 [30]. As well, the reported increase in cholesterol 
measurement by FDs in our findings is consistent with the aforementioned 
epidemiological transition as well as the increased awareness of the relation between 
high cholesterol and cardiovascular diseases. However, our results do not clearly 
distinguish to what extend these changes in the indicators (treatment of chronic 
disease and first contact of care) could be attributed to epidemiological and/or 
demographic transition or real profile change of PCDs. 

4.1. Challenges for Turkish primary care and areas for improvement 
The reorganization of Turkish primary care was completed at the end of 2010, and 
since then the health care system is in the process of improving its quality, and 
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efficiency of care together with capacity building within the health workforce (6% of 
the FDs have completed their vocational training in 2013) and increasing the 
acceptability of the new model by the population [12] and [31]. Results of this study 
also point out some obstacles and shortcomings of Turkish primary care in its current 
state. The decline in the amount of contact between FDs and specialists is a matter of 
concern, despite our finding indicating an increase in the number of general or 
university hospitals within close proximity of FHCs (62.5% in 1993–vs 72.2% in 
2012). It has been reported that there is lack of incentives for the tiers of care 
(primary-secondary and tertiary) to work together and the pay for performance 
system in the hospitals is essentially creating competition between the two levels of 
care [13], [14] and [31]. On the other hand, “micro” family health units (doctor-nurse 
and secretary) assigned to a list of patients in a competitive environment might make 
the collaboration between FDs difficult, as the FDs might refrain from seeking 
second opinions from more experienced colleagues for the fear of losing their 
patients to a more experienced team. 
Moreover, the high number of patients per FD (mean 3642.7 patients per doctor 
according to 2012 data) may have made it more difficult to spare time for some more 
time-consuming clinical work such as technical procedures and counselling during 
the regular patient consultations. Diminished home visits might be another 
consequence of high workload of FDs, prohibiting patients who need home care from 
accessing primary care services [13] and [15]. 
According to our results, there is an increase overtime regarding first contact care; 
however, overall data show that in 6 out of 19 conditions FPs are utilised less than 
60% as the first contact care. This indicates patients bypass GPs/FPs and the gate 
keeping function of primary care is lacking. Likewise according to the Turkish MoH 
Annual Health Statistics, the share of primary care in total outpatient clinical visits 
per year was 38% in 2003 which then decreased to 35% in 2013 [12]. In addition, In 
Turkey between 2000–2010 there was 8.9% increase in the number of state hospitals 
while 80.4% increase for the private hospitals [32]. These figures highlight the fact 
that hospital care is still quite dominant, in part because primary care providers do 
not act as gatekeepers to other providers. Patients can therefore seek care in both 
family practices and hospitals [31]. The treatment of chronic diseases is an area to be 
explored further. Findings of recent studies indicated that people with chronic 
diseases use primary healthcare services mostly to renew prescriptions, which 
highlights and feeds into the public perception of the role of primary healthcare 
services [24] and [33]. 
The 2008 WHO report on the evaluation of the organizational model of Turkey 
recommended some policy actions including the following [34]: 
1. 
Improve the coordinating role of FDs by removing obstacles to collaboration and 
working relations between FDs and medical specialists from the secondary level 
(strengthening of the gatekeeping role of FDs), as well as further support cooperation 
and teamwork within primary care 
2. 
Continue to introduce incentives for good performance, focusing in particular on 
Improving the quality of services. 
The findings of our study are well-aligned with these suggestions, and provide an 
evidence base for the necessity to act on them. 
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A strong point of our study is that the data presented in this work is on a sample of 
doctors for two waves. This has provided us with comparative information on the 
service delivery of Turkish PCDs before and after the structural reforms took place in 
primary care. However, there are some limitations in this study. A major one is that, 
the urban areas of Turkey were overrepresented in both in 1993 and 2012. This limits 
the ability to generalize the results to rural, and regional areas (in 90 s the rural 
population accounted for 41% of whole country population and the same ratio was 
23% in 2012). Due to large distances to rural centers and lower transportation 
facilities, one might expect PCD service profiles to be broader in rural areas, which 
could possibly mean that we would have found more comprehensive service profiles, 
had more rural areas in both samples been included. Another limitation is that the 
study compares only two points in time; indicated a cross sectional design. No data is 
available on the period in between and therefore it is not possible to describe the 
trends within these two decades. Besides the survey in this study included only 
process level; structure and outcome levels would be worth studying. 

4.2. CONCLUSION 
Overall, structural changes of primary care in Turkey highlighted the value of 
primary care. It is expected that primary care can help health systems become more 
responsive to changing health needs; offer more integrated health delivery; and 
increase the efficacy of the system overall. Decision makers are searching for models 
to redesign primary care systems in line with these promises [35]. As an upper-
middle income economy that implemented major primary health care reforms in the 
first decade of the millennium, Turkey is an example for similar countries planning 
or undergoing primary care reforms. In service provision it appears that lack of 
integration between primary and secondary care is problematic. An emphasis on 
integrated care throughout the health reform process in countries such Turkey is 
more likely to produce better health outcomes. 
Structural change in its current form seems to have a positive effect on the role of 
PCDs for meeting the population needs in terms of epidemiological and 
demographical transition in Turkey and the services provided by PCDs seem to be 
expanded. Although PCDs involvement in treatment of chronic diseases, first contact 
care and antenatal and child health care have increased in 2012 compared to 1993, 
the negative performance criteria as applied in Turkish primary care may have 
created discrepancies in favour of tasks targeted by these criteria and in some cases 
this might have adverse effects on tasks without incentives. This should be taken into 
account while introducing performance based bonuses for clinical work in other 
countries. 
The quality of care given by PCDs and its effects on health indicators which was out 
of scope for this paper need to be explored by further studies. As long as the future 
improvement areas are concerned, there seems to be a room for improvement in 
terms of integration of health services and the number of PCDs with postgraduate 
vocational training. Furthermore, current changes do not seem to increase share of 
primary care in healthcare provision relative to secondary/tertiary care. 
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