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ABSTRACT

Objectives This study aims to assess the implementation
of the Family Medicine Programme (FMP), which has
taken place in Turkey from 2005 to 2010 as a set of
comprehensive primary health care (PHC) reforms and
involved changes in professional organisation (eg, family
medicine specialisation) and service provision (eg,
patients’ registration list). Our particular interest is to
identify the challenges and limitations that PHC physicians
and academicians have encountered in the implementation
of the FMP which could have influenced the delivery of
care and utilisation of services.

Design We applied the framework method to analyse data
obtained through semi-structured interviews conducted

in the field. This qualitative approach involved the
categorisation of raw data into a predefined framework,
which comprised challenges and limitations identified in
the literature, and the emergence of a new framework,
whose categories corresponded to challenges and
limitations identified through thematic analysis of our data.
Setting PHC centres and academic departments from five
Turkish provinces.

Participants PHC physicians and academicians involved
in training and/or research were invited to participate.

20 participants agreed to take part and, due to schedule
limitations, 15 participants (seven PHC physicians and
eight academicians) completed the interviews.

Results Shortcomings in the planning of the reforms,
inadequate commitment to integration of PHC in the system
and collateral effects of a market model in healthcare
emerged as limitations to successful FMP implementation.
Uncertainty about care quality and physicians’ ethical values
as well as perceptions of organisational injustice among
healthcare workers were contributing challenges.
Conclusions A systems thinking approach in the FMP design
and implementation could help foresee and address these
limitations. In decentralisation processes, such as FMP, shared
governance by including PHC stakeholders in policy-making
and planning could alleviate misalignment of interests and
positively affect PHC performance, for example, by removing
barriers to gatekeeping implementation.

INTRODUCTION

In 2018, international health stakeholders
representatives met in Astana, Kazakhstan,
to commemorate the 40th anniversary of the

Strengths and limitations of this study

» The study uses primary data obtained through
semi-structured interviews with family physicians
and primary health care (PHC) academicians in
Turkey 5years after the reforms reached coun-
try-wide implementation.

» The steps of the framework method, such as classi-
fication of raw data against a predefined theoretical
framework and reiteration of backward and forward
analytical process with the code index, enhance the
transparency of analysis and credibility of results.

» The triangulation of themes obtained from PHC
academicians’ interviews, physicians’ interviews
and literature increases the trustworthiness of the
findings.

» A pilot interview in the field, which would have im-
proved the wording of questions, was not possible
due to time limitations.

» Participant sampling mechanism (ie, purposeful and
snowball sampling) may lead to (self-) selection bias
and the use of interpreter may lead to omission of
information due to interpreter-participant shared
assumptions.

Declaration of Alma-Ata' and renew their
commitment to pursue the implementation
of primary health care (PHC) as the means
to achieve Universal Health Coverage.” Due
to its characteristics of accessibility, coordi-
nation, comprehensiveness and continuity,”
PHC meets the ideal conditions to serve as
the first and main point of contact with the
health system and provide preventive, cura-
tive and palliative healthcare for individuals
and their communities.”

Since the Declaration of Alma-Ata, reforms
in PHC have been marked by international
economic and political events, including
global economic crises and the fall of the
Soviet Union, which left many countries in
transition in an environment of neo-liberal
and market-oriented reforms.” These reforms
were economically and logistically supported
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by the World Bank, global health leader at that time,’
and particularly involved the decentralisation of health
services, including the strengthening of PHC through
the implementation of the family medicine (FM) model.”
Among the policy recommendations was the implementa-
tion of compulsory FM training for PHC physicians, which
was also imposed by European Union (EU) law on EU
member and candidate countries, including Turkey.*

Although not a transition country, the health system in
Turkey also underwent in-depth health reforms, partic-
ularly in the preparations for the official EU accession
negotiations, which started in 2005.""71% In 2003, the
government implemented a health reform package,
known as the Health Transformation Programme (HTP),
which was supported by the World Bank and included
reforms in financing (eg, unification of the different types
of health insurance), delivery (eg, strengthening PHC)
and governance (eg, increasing hospitals’ autonomy as
well as decentralisation of management from ministry to
regions).' 110

In this study, we focus on the PHC reforms, known
as the Family Medicine Programme (FMP), which were
first piloted in the central-northern city of Duizce in 2004
and extended in a phased manner until reaching coun-
try-wide implementation in 2010.'” ' This programme
contained a very comprehensive set of reforms. Before
the programme, PHC centres were owned by the state and
distributed mostly in rural and remote areas.'? Physicians
working in those centres were public employees paid
on salary basis without postgraduate training. Although
FM had been a medical specialty in Turkey since 1982,%
postgraduate training was not compulsory to work in
PHC.?' Moreover, the lack of properly organised PHC
centres and education in the medical schools contrib-
uted to the low popularity of FM training among medical
students.'”# The existing FM specialists occupied posts in
emergency departments at hospitals and other services.”
The FMP aimed at strengthening PHC by (1) transfer-
ring the ownership of facilities to healthcare providers,
(2) placing family physicians (FPs) in charge of FM units,
which consisted of an FP and a nurse servicing an average
of 3000 patients, (3) implementing capitation-based
payments with performance-based supplements by which
FPs were assigned a payment that decreased if they failed
to achieve performance requirements, and (4) devel-
oping electronic medical records, which were used to
monitor performance-based indicators.'” **

Evaluations of the healthcare access and outcomes after
the reforms have been generally positive, with an improve-
mentin children vaccination and antenatal care,1625 aswell
as an increase in patient satisfaction.”® ¥’ However, other
studies reported a decrease in healthcare quality in the
context of payments for performance, which perversely
led FPs to prioritise the development and recording of
activities for which performance was measured, such as
vaccinations, at a cost of neglecting unmonitored areas of
care, such as blood pressure measurement.**" In addi-
tion, evaluations of the implementation of FMP pointed

out some problems. First, FPs working in the service
lacked experience in PHC.”" * After the implementation
of the FMP, the FM specialists working at the hospitals
were invited to join the FMP. However, due to the lack of
specialised FPs, a short adaptation training was designed
to allow practitioners and specialist physicians from other
branches to quickly obtain licences to work as FPs in
PHC.” % Therefore, two types of PHC physicians, those
with FM specialisation and those without, were working
in the PHC service under the same contract and work
conditions.

Second, the lack of specialised health workers, diag-
nosis and treatment resources caused the population to
bypass PHC and attend directly secondary and tertiary
services, which was possible because a referral system was
not implemented.34 Compulsory gatekeeping was piloted
in 2006 but it failed due to FPs’ high workload and
resistance from population and hospital physicians.”” *
However, the use of PHC was incentivised by including
co-payment in secondary and tertiary care.”

Third, although the programme had the support of
the actors in the health administration,36 it met resis-
tance from the medical associations, physicians and the
general public, who saw this transformation as a neolib-
eralist strategy following the same trends of the decen-
tralisation and privatisation as other public services.”” *
This opposition pointed out that the stakeholders were
not sufficiently taken into account in the design and the
implementation of the FMP** As supported by systems
thinking approaches, the inclusion of stakeholders in
the design of healthcare reforms is a valuable resource
to anticipate potential undesirable effects of the inter-
ventions which may have otherwise remained unidenti-
fied until reforms are evaluated.™ ** There was still room
for strengthening PHC after the implementation of the
reforms in Turkey' and a systemic analysis gathering
some of the stakeholders perspectives could inform key
aspects for the improvement.”” ** This study builds on the
previous body of research with the aim to assess the chal-
lenges and difficulties that FPs and academicians involved
in FM training had encountered in the implementation
of the FMP which could have influenced the delivery of
care and utilisation of services.

METHODS

We designed a qualitative study supported by modi-
fied or Straussian grounded theory, which accepts
the possibility of researcher’s preconceptions and
the application of a framework for the analysis.** The
approach is deductive-inductive, since it builds up from
a predefined analytic framework, which is based on the
limitations in the FMP implementation identified in the
literature, but uses induction and interpretation in the
development of the themes, which are the final outputs
of the analysis.
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RESEARCH QUESTIONS

Definition of Initial Categories

Familiarisation with the Data: Transcription

Identifying Thematic Framework

Categories, Arrangement of Raw Data, Define Code Index

Apply Code Index to the Data

Charting: Rearrangement According to Thematic Framework

Mapping and Interpretation

Definition of Themes and Concepts, Interpretation

RESEARCH QUESTIONS ANSWERED

Figure 1 Steps in framework method analysis.

Analysis

For the management of the data and generation of
themes, we followed the framework method, which was
developed by the National Centre for Social Research in
the UK" and is widely used in health policy and health
services research.*’

This method applies several steps in the analysis of
the data (figure 1): (1) familiarisation with the data by
transcribing the audio-recorded interviews, (2) identifi-
cation of initial categories by applying the initial thematic
framework to classify the chunks of raw data and use of
in vivo and axial coding to group the information into
refined codes traceable with a numeric code index, (3)
restructuring the analytic framework by grouping the
refined codes into indexed refined categories, which are
then abstracted into initial themes and combined into
final themes afterwards, and (4) mapping the themes
against the raw data followed by their interpretation and
discussion.” The first author conducted the analysis of
data. Major or dominant themes were abstractions that

accounted for frequent codes and categories that arose
in the interviews. Minor themes were abstractions that
accounted for codes and categories that emerged from
interviews but were related to or supported a dominant
theme.*” * Online supplementary materials illustrate the
process of coding from chunks of raw data, categorisation
and abstraction of final themes that was followed in the
analysis our data.

Data collection and sampling

The data were obtained through semi-structured inter-
views conducted in Turkey in May 2015 (5years after
the programme reached country-wide implementation).
Interviews were conducted by the first author, who is also
an FP involved in research. The interviews with FPs took
place in the health centres and those with academicians
took place in university departments. The interview ques-
tions were framed around the initial challenges identified
in the literature, which corresponded to the following
initial categories: (1) education and training of FPs,
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Table 1 Semi-structured interview schedule

1 What are the main subjects in the FPs’ adaptation
programme / FM specialisation programme?
2 Have the skills and clinical practice improved after

this adaptation programme?

3 What are the main contributions to FPs’ high
workload?

4 What do you think about the referral system? What
are the limitations for its implementation?

5 What are the population’s attitudes towards the PHC
service after FMP?

6 What are the most positive points of the FMP (for FPs
and population)?

7 What are the most negative points of the FMP (for
FPs and population)?

8 What interventions would you have implemented in
order to improve PHC in Turkey?

FMP, Family Medicine Programme; FP, family physician; PHC,
primary health care.

(2) PHC delivery process and (3) population attitudes.
Additionally, we included broader categories,such as best
points, worst points and suggestions for improvements, to
facilitate the emergence of unforeseen information and
add more inductive weight to the study. Table 1 shows the
interview schedule, which was discussed between both
authors prior to the interviews.

Participants were (1) FM academicians working in
medical university departments and (2) FPs (with or
without specialisation) working in the FM centres. We
used purposeful and snowball sampling. The academi-
cians were identified from relevant publications. The
FPs were contacted through the Turkish Medical Asso-
ciation and snowball sampling. The participants were
contacted by email, sent the participant’s information
leaflet with information about the researchers, research
aims, the methodology and the strategies taken to ensure
the anonymity of their data. The research instruments
(eg, informed consent form, study information leaflet,
scheme of interview questions) were provided in English
and Turkish languages. Participants could also choose to
be interviewed in English or Turkish according to their
preference. Participants were sent the interview questions
at least 2weeks before the scheduled interview. When
the participant requested, a Turkish interpreter assisted
with the interview process following a three-way inquiry
process* in which the researcher asked the question in
English, the interpreter translated into Turkish and the
participant answered in Turkish. Then the interpreter
translated the answer into English. The interpreter was
previously instructed on the research topic and signed a
confidentiality agreement.”’ All interviews were audio-re-
coded and lasted around 60min and field notes were
taken after the interviews. Participants were not known to
the interviewer or interpreter.

Patient and public involvement
No patients were involved in the design, analysis or
reporting of this study.

Validity

The framework method is designed to enhance the validity
of the results and the rigour and transparency of the anal-
ysis. Prior to the analysis, the individual transcripts were
sent to each participant to check their trustworthiness.
During the analysis, the codes defined were identified with
code indices, which help the researcher and evaluator to
follow the analytical process and to identify participants’
quotes that illustrate the themes. The codes and themes
were related to the research questions during the process
in order to eliminate irrelevant data. This forward and
backward analytical process was followed several times to
check for over-interpretation or researcher inference bias
during codifying and theme definition. Triangulation was
done between the academician and FP groups to confirm
the common themes.”" The literature was checked for
confirming and disconfirming evidence, as this enhances
the validity of the study providing credibility for the infor-
mation.”® A reflection on the themes is performed to
assess for credibility of the inferences and the accuracy
according to the transcripts.”

RESULTS
Participation was 75% of those that initially consented,
leaving 15 out of 20 participants (table 2).

The main reason for withdrawing was schedule incom-
patibility. Participants were from five provinces: Ankara,
Eskisehir, Izmir, Adana and Istanbul. The average age of
the participants was 48 (ranged between 42 and 57), the
average years of experience in their field was 22 (ranged
between 13 and 30) and 73% of participants were female.
Seven participants were FPs, of which two were FM special-
ists. The remaining eight participants were academicians
working in university departments, had FM specialisation
training and were FM trainers either in the specialisation
degree or in the adaptation programme for FPs after the
FMP. As explained in the Methods section, the interview
questions were framed around a predefined framework
consisting of initial categories of limitations for the imple-
mentation of the FMP reported in the literature. The
saturation point was reached following the twelfth inter-
view, after which no new themes emerged from either
academician or FP interviews.” The final framework
had three dominant themes or sources of barriers in the
implementation of the FMP and three minor themes that,
as reported, contributed to the difficulties encountered
(figure 2).

Dominant themes

Planning of FMP implementation

This dominant theme was constantly present in the inter-
views and emerged from the grouping of the following
initial themes: (1) insufficientanticipation on the capacity
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Table 2 Participants’ demographic information

Professional

Trainer in FM
specialisation

Participant Age experience or
number (years) Gender Role Specialisation (years) FP adaptation
1 50 Female FP Yes 25 No
2 49 Female FP No 26 No
3 47 Male FP No 23 No
4 47 Female FP No 23 No
5 50 Male Academician Yes 25 Yes
6 50 Female FP No 26 No
7 52 Male Academician Yes 30 Yes
8 51 Female Academician Yes 27 Yes
9 46 Female Academician Yes i3 Yes
10 52 Female Academician Yes 25 Yes
11 42 Female FP Yes 15 Yes
12 44 Female FP No 16 No
13 57 Male Academician Yes 28 Yes
14 45 Female Academician Yes 15 Yes
15 51 Female Academician Yes 27 Yes

FM, family medicine; FP, family physician.

needed, in both infrastructure and workforce, to imple-
ment the programme, which was reported to affect the
training and competences of FPs as well as increase work-
force shortages and FPs’ workload and (2) lack of popula-
tion awareness of the changes in the PHC service.

Both of these were reported to contribute to increased
secondary and tertiary care utilisation: ‘Majority of
Turkish population do not know about PHC. They don’t
know, directly they go to secondary care, because they are
not knowledgeable of this.” (participant 5)

A participant disconfirmed that the workload had
increased (due to FPs shortages): ‘They say they are
working so hard, they have hundreds of patients a day, but
we have researched with them and the average patients is
30 a day.’ (participant 6) (disconfirming evidence)

Political commitment to FM integration

This was also a dominant theme, highlighted in three
main aspects: (1) there was a lack of political commit-
ment to FPs’ training or implementing compulsory FM
specialisation, (2) participants stated that the referral
system was not implemented for political reasons, as it
might have caused a political backlash from patients who
do not want to be constrained and doctors who fear a
loss of income (‘The government has very good (public)
support because of the HTP implementation and they
don’t want to lose it, so they don’t want to introduce the
referral system’ (participant 8)), and (3) there was insuf-
ficient FM stakeholder involvement in the health poli-
cy-making process.

Market healthcare model

This third dominant theme resulted from: (1) perceived
consequence of the monitoring of performance-based
indicators and facilities’ ownership in causing high FPs’
workload, (2) performance-based payments that put
emphasis on the quantity of healthcare instead of quality
and may discourage other activities and disease moni-
toring, and (3) an increase in consumption of health
services by the population.

There were some positive comments as well: (1) there
was an increase in patient satisfaction (because of increased
accessibility and continuity) (‘People are very happy not
having referral chain in Turkey, satisfaction is high and
they have freedom to go everywhere’ (participant 10))
and (2) the implementation of FM discipline had positive
consequences for the workforce and population (‘A lot of
students started to say: I want to be a PHC physician, they
have an academic road they can go, this is a very important
thing for improving themselves’ (participant 6)).

Minor themes

Uncertainty about quality

This minor theme emerged from: (1) training of FPs
to work in PHC was insufficient since the adaptation
training was short and their workload limited their time
for competence development; moreover, some FPs who
joined the FMP came from other branches and lacked FM
and PHC experience and (2) performance-based indica-
tors only concerned the quantity of care provided but the
quality was not measured.
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“I am working for the government so why do 1
have to pay the rent, the electricity, the
heating... I am government’s doctor ... I don’t
know how to... they want me to know

“Some business
men open
hospitals and
they hire
physicians and
they make them

MARKET HEALTH

management...” (participant 8)

“Some people
are having these
modules ... they
are so busy, so

CARE MODEL
work unethically they don’t have
Performance payments . d
for money... so Ownership time to study, so

ethics of the
doctors must be
strengthened”
(participant 4)

EDUCATION

ETHICAL VALUES
PHC in medical school
Physicians’ ethics
Population education

“It was very
fast... you must
complete the
preparations
before the
implementation
, for example,
education and
planning the
personnel of
the health
system.”
(participant 10)

Population awareness

Demand satisfaction
Decentralisation to FM

EDUCATION AND
TRAINING?

PROCESS OF

ORGANISATIONAL
JUSTICE
FM stakeholders
Double standards
Mixed cadres in PHC
Remuneration

“They never considered the feedback and the
opinion of the health workforce... it wasn’t
planned with all the stakeholders, this is why
many physicians did not want to enrol”

they ask me to

answer the
UNCERTAINTY que§t{0ns... .
ABOUT THE (participant 7)

QUALITY

High workload
Performance targets
Population distrust

HEALTH CARE?
POPULATION
PLANNING ATITUDES? POLITICAL
OF FMP COMMITMENT TO
IMPLEMENTATION FM INTEGRATION
‘Workforce development Compulsory FM
capacity specialisation “The authorities

Referral system
Policy design

did not care about
the training
programme so
much, they did it
as one of the
requirements for
taking the credit
[from the World
Bank, it was just
Jor fulfilling the
requirements of
having a training
programme”’
(participant 3)

(participant 12)

Figure 2 Themes emerged in the analysis. In the centre of the figure, the initial categories, which constitute the initial
framework based on the literature, surrounded by the dominant and minor themes as described in the main text. FM, family

medicine; PHC, primary health care.

Participants reported that the quality of training and
healthcare in PHC can impact population trust in FPs,
for example, ‘The education of family physicians is very
important; people must trust family physicians, you can’t
say ‘trust him’, people must learn that physicians have
knowledge.’ (participant 11)

A participant disconfirmed that doctors who entered
in the FMP through short adaptation training lacked
experience: ‘Doctors working in the PHC (before the
programme) without specialisation were very experienced
doctors, but they have no vocational training in family
medicine.” (participant 10) (disconfirming evidence)

Moreover, another participant stated that population
trust for the service was increasing: ‘They (patients)
believe us, more than (the) hospital, after going to the
hospital they come here to ask us, they trust us more.’
(participant 2) (disconfirming evidence)

Organisational justice

This minor theme emerged from: (1) decreased physi-
cians motivation due to lack of inclusion of FM stake-
holders in the FMP design and implementation and lack
of support from public authorities for doctors’ rights, (2)
tensions and discomfort in the work environment due
to double education standards (FM with and without

specialisation), ambiguity of job description and negative
performance-based payment cuts with peer supervision,
and (3) lack of respect and violence from patients towards
doctors (this subject was brought up in all interviews with
FPs and most of the academician interviews): ‘There
was a spiritual relationship between the patient and the
doctor in Turkey, people had an undefined respect for
the physicians, but this is gone, that’s what we objected to
the most.” (participant 4)

However, a participant added that: ‘FM specialists
working in PHC are happy, because they get more salary
than other doctors. They also have a discipline. Before
this implementation, they were only doctors, now they are
specialists in the country. Now they are the members of
the FM system, I think this is important.’ (participant 10)
(disconfirming evidence)

Education and ethical values

The last minor theme emerged from: (1) need for
strengthening the FM education in medical school as
an essential step to strengthen PHC (‘PHC needs to be
strengthened, that goes for all (doctors), every physician
must be prepared to become an FP. For example, in (the)
third year of education, students start saying ‘I want to
be gynaecologist’, ‘I want to be an internist’, no, you first
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must want to be an FP’ (participant 4)), (2) importance
of strengthening doctors’ ethical values in market model
health systems, and (3) importance of enhancing popu-
lation awareness on health issues and services in order to
control the misuse of health services (‘Population is very
demanding because family physicians that are working at
PHC centres don’t have time to educate them’ (partici-
pant 7)).

Therefore, the absence of proper and timely prepa-
rations for FMP implementation (ie, FPs training infra-
structure and population campaigns on improvements in
PHC service), the reported insufficient political commit-
ment to the integration of FM (ie, lack of compulsory
FM specialisation and gatekeeping mechanism), and
problems related to market model (ie, increase in work-
load due to managerial tasks and performance indicators
and increase in patients’ demands) were the dominant
themes that affected the competence of FM, the process
of healthcare delivery and population attitudes towards
PHC. Uncertainty about quality (ie, lack of training and
quantitative performance indicators) and organisational
injustice (ie, negative performance-related payments
and duality in physicians’ training and PHC professional
cadre) were also undermining the progress of FMP. In
addition, weak population awareness and doctors’ ethical
values hindered the path towards the proper integration
of FM and PHC.

DISCUSSION

The FMP was implemented in a relatively short period
of time, and this could explain the lack of preparedness
or insufficient planning encountered in its implemen-
tation.” In a period of just 5years (from 2005 to 2010),
the PHC workforce in Turkey went from being unqual-
ified public employees working in community-based
health centres status to being specialised contract-based
FPs in charge of assigned patient lists, health facility
management and being assessed against performance
requirements, without adequate training. What has been
otherwise reported as a successful reform could have
benefited from some additional interventions.”

In general, as noted in the introduction, the inclusion
of FM stakeholders in the health policy-making process,
in particular, in those concerning PHC (eg, by involving
FPs in the design and implementation of the adaptation
training programme or design of payment mechanisms),
would have facilitated the integration of FM into the
health system, particularly in the context of developing
a decentralised PHC service that puts the FPs at the
front line.”® In decentralised and multiple stakeholders’
health systems, the inclusion of stakeholders in policy
and decision-making process fuels the common sense of
belonging to the same system and promotes the pursuit
of shared goals.”’

As mentioned in the introduction, there is evidence
that supports the application of systems thinking
approaches in the design and evaluation of healthcare

reforms.”®® Systems thinking considers the dynamics
and synergies between different health system stake-
holders and functions® when analysing health system
performance. It can explain, for example, how inter-
ventions applied at tertiary care level (eg, fee-for-service
payments for hospital providers) can contribute to, for
example, resistance to gatekeeping implementation,
or how inadequate FPs training and PHC education
in medical schools may influence population trust and
acceptance of the service.

A systems thinking analysis of the reform ahead
of implementation could help anticipate the work-
force and infrastructure required for the programme,
leading to an increase in PHC education in medical
schools and capacity for FM specialisation training.
Although an adaptation programme was certainly
necessary to allow the integration in the FMP of physi-
cians already working in the field, this should not
be offered as an alternative to FM specialisation to
newly graduated medical students. However, due to
the workforce shortage and lack of adequate training
infrastructure, this was still offered byears after the
implementation of the programme. Compulsory
FM specialisation (which is an EU regulation for all
member and candidate countries and also a World
Bank policy consideration for the HTP loan) had not
yet been implemented neither were there arrange-
ments in place for it.' This duality in education and
in the professional cadre, as well as high workload
resulting from inadequate management skills required
in the new market model PHC service, affected the
work environment and impacted job satisfaction and
motivation.*' **

Physician workload was another reported barrier
to gatekeeping implementation.’® A systems thinking
approach in policy design and implementation could
have helped anticipate the capacity required to imple-
ment a referral system. Alignment of interests (and
payment mechanisms) between hospital and PHC
physicians could alleviate the barriers to implemen-
tation of gatekeeping reported by participants.’’
Moreover, raising population awareness about PHC
and FPs’ skills as well as about the benefits of dealing
with health problems in the community, where health
promotion and prevention can be also delivered,
would contribute to improving population attitudes
and trust in PHC'” ** and could also decrease barriers
to gatekeeping implementation. This in turn would
improve coordination of health services and prepare
the field for better prevention and management of
chronic conditions.?? In the interviews, concerns were
raised about the quality and overproduction of health-
care, attributed to quantitative performance indi-
cators and incentives to consume health services. A
review of indicators and payment mechanisms as well
as the strengthening of doctors’ ethical commitments
to provide appropriate healthcare could address these
concerns.

Espinosa-Gonzalez AB, Normand C. BMJ Open 2019;9:6027492. doi:10.1136/bmjopen-2018-027492 7



Political will to implement the programme was consid-
ered crucial.!® % However, the reasons behind this
political will could have also prevented its full implemen-
tation. There are three possible rationales behind the
implementation of FMP, which accompanied broader
decentralisation interventions as described in the HTP
package:'* (1) legitimisation, that is, the inclusion of
PHC stakeholders represents the trust the government
puts in them to legitimately take part in the health system
recognising the benefits of PHC for population health;
(2) self-interest, that is, motivation to achieve specific
objectives and seek alignment of objectives with the stake-
holders involved, and (3) performance, that is, seeking
an increase in health systems efficiency and improved
outcomes.” In our study, the lack of inclusion of stake-
holders in FMP design and implementation undermined
perceptions of organisational justice within the PHC
professional cadre, suggesting that the first rationale
might not have been behind it. Literature describes an
improvement of reported performance-related outputs.™
There are questions about the extent of improvements
in efficiency,” and the lack of gatekeeping may have
hindered gains in efficiency. Political self-interests could
have been the rationale behind these reforms. The FMP
reached country-wide implementation in 2010, thanks to
political commitment, and was an important element in
the campaign for the upcoming 2011 general elections.'®
However, fear of losing votes due to hospital stakeholders
and population discontent with some interventions, such
as gatekeeping, could have prevented public authorities
from full implementation of FMP ahead the elections.
Following this, the government’s agenda (and interests)
may have shifted towards the enhancement of secondary
and tertiary care (eg, establishment of the Law on
Hospital Autonomy).'

As positive points, FM acquired public recognition as
a scientific discipline and this enhanced motivation in
the sector as well as attracting the interest of medical
students.'” Moreover, there was an increase in continuity
and accessibility of healthcare® and studies reported
improvement in population health status as well as satis-
faction with the service.'®

In 2007,/2008, the WHO Primary Care Evaluation Tool
was applied to assess the FMP implementation in Bolu
and Eskisehir.** The results of our analysis 7years later
confirmed those reported in their study and additional
literature. Figure 3 illustrates a summary of the observa-
tions stated above framed on the Primary Health Care
Activity Monitor for Europe (PHAMEU) framework,"
based on the Donabedian structure-process-outcome
model® and Starfield’s PHC core attributes of compre-
hensiveness, accessibility, continuity and coordination.”
As shown in figure 3, strengthening of governance, by
including FM stakeholders in the policy-making process
and increasing population awareness of PHC, could have
a positive cascade effect on the rest of the functions, such
as payment alignment, FM training and population atti-
tudes. This would favour physicians’ competences and

self-confidence, which could improve workload, moti-
vation and increase population trust. Those conditions
could facilitate the implementation of a referral system,
improve the comprehensiveness of the service and appro-
priate access.

Strengths and limitations

In contrast with our deductive-inductive approach, there
are advantages in analysing health service reforms from a
more inductive perspective, such as case studies or histo-
riography, which can produce explanations and gener-
alisations of the results.** However, inductive inference
requires realisation of the same study several times to
obtain empirical confirmation of the veracity. A strength
of the approach taken in this study is that the framework
method is systematic and the process of the data analysis
can be tracked. The methods used to give validity to the
analysis have been described previously. The sample was
heterogeneous, including participants from different
provinces and different professional profiles (eg, acade-
micians and FPs with and without specialisation), which
adds credibility and reliability to the results. Purposeful
and snowball sampling methods are useful when the
goal is to obtain opinions of informed participants.
However, these sampling mechanisms, as well as the fact
that five participants withdrew from the study before
conducting the interviews, may have introduced self-se-
lection bias, particularly when assessing health policy.**
The contrasting of themes between academicians’ and
physicians’ groups, the reporting of disconfirming
evidence and the triangulation of themes with literature
were intended to address this. Another limitation in the
data collection was the lack of a pilot interview, which
would have improved the wording of questions but was
not possible due to lack of time. Similarly, seeking partic-
ipants’ validation of the results and triangulation of the
themes with a research group could have added validity.
The use of interpreter in cross-language interviews can
increase the trust and comfort of participants during the
interview process but may lead to omission of informa-
tion due to interpreter—participant shared assumptions.
To address this, the first author was leading all interviews
and had the opportunity to seek clarification or addi-
tional information. The interpreter was instructed on the
purpose of the study and the type of information sought
with each question.” Finally, the first author had the
same professional background (ie, FPs involved in PHC
research) as the participants. This was positive for the
recruitment process but excessive empathy between the
interviewer and interviewee can lead to ‘shared concep-
tual blindness’.” Our first step to mitigate researcher bias
was recognising the potential for such bias in all stages of
the process. This was the main reason to apply the frame-
work method, since it is systematic and consists of specific
steps that allow tracking the data and checking their
reliability throughout the process. Further measures to
reduce researcher bias were the application of an initial
framework based on the literature to identify the themes
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Figure 3 Policy observations framed in the PHAMEU framework,% based on the Donabedian model to measure healthcare
quality.* CHC, community health centre; FM, family medicine; FP, family physician; PHC, primary health care.

and the use of a semi-structured interview schedule,
which was discussed between both authors prior to the
interviews. Additionally, participants received the ques-
tions before the interviews, which also limited to some
extent the spontaneous inquiry.

CONCLUSIONS

Our study suggests that a lack of proper planning, insuf-
ficient political will to integrate FM (and PHC) in the
system and problems related to marketisation of the
health system are the sources of challenges in the FMP
implementation. These were supported by organisational
injustice perceptions in the PHC professional cadre

and concerns about physicians’ ethical values and care
quality in market healthcare systems. A systems thinking
approach, which takes into account the interactions
between stakeholders and interventions when designing
and evaluating reforms, could help foresee barriers in the
health reforms implementation.

Political will for legitimate inclusion of PHC stake-
holders in governance would positively impact the rest
of the system. This can particularly improve, on the one
hand, the barriers limiting the implementation of the
referral system and, on the other hand, the infrastruc-
tural and technical capacity for PHC workforce develop-
ment. This can have positive effects in the coordination
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and comprehensiveness of health services and prepare
the field for better prevention and management of
chronic conditions, which are worldwide health systems
and population wellness threats.*

The evaluation of health sector reforms in a country
such as Turkey has global health relevance since its results
can guide health policy and decision makers in the design
and implementation of similar reforms in other coun-
tries.”” The reforms should be adapted to each country
context and governments should assess how these inter-
ventions are understood and accepted by the population
and other stakeholders. It is important to understand
how to introduce PHC reforms into health systems in
low-income and middle-income countries since their
proper implementation contributes to the strengthening
of health systems, which would enhance capacity building
for sustainable economic and social development.®"!

The implementation of PHC is a long process that
requires strong commitment and determination. It is our
belief that the benefits of the reforms in Turkey were just
starting to be observed during the period of this study,
with increasing public trust in the service and medical
students’ interests in working in PHC. The strength-
ening of PHC should be pursued whatever the diffi-
culties. A solid base for the health system is crucial for
health systems strengthening towards the achievement of
universal health coverage.”
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