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Abstract

Turkey is one of the few countries that explicitly relied on primary health care (PHC)
provider payment reforms as part of a much larger health system reform process known
as the Health Transformation Program (2002-2013) to address inequitable access to
health services. This case study reviews Turkey’s PHC provider payment reforms (2005-
2007) that entailed the introduction of performance-based contracts for all PHC
providers to derive lessons that may be applicable to India’s ongoing efforts to redesign
the existing payment arrangements for its own PHC providers. This analysis uses the
Flagship Framework to understand how changes in PHC provider payment methods can
lead to changes in the geographic distribution of health professionals and in the use of
PHC services. It compares the traditional salary-based provider contracts used prior to
the reform with the new performance-based contracts, with a focus on the design
features that provide explicit financial incentives for (1) deployment in areas with low
levels of socioeconomic development and (2) increasing the number of PHC
consultations for certain segments of the population, particularly for maternal and child
health care. The case study derives three lessons from Turkey’s experience in designing
and implementing PHC provider payment reforms. First, redesigning provider payment
arrangements at the PHC level is an important policy lever that can lead to better health
system performance. Second, relying on provider payment mechanisms to boost
provider availability in areas with low socioeconomic development alone does not
guarantee significant increases in provider density in these areas due to the other
underlying factors that drive geographic maldistribution of health professionals. Third,
the design choices for identifying performance indicators in provider contracts can
encourage providers to prioritize certain kinds of healthcare services, but not others that
may also be needed.



1 Introduction

Strengthening primary health care (PHC) is a priority in many low- and middle-income
countries. In 2018, all 192 members of the United Nations reaffirmed their commitment
to strengthening PHC in the landmark Astana Declaration as an essential step for
achieving universal health coverage and health-related Sustainable Development Goals.!
The Astana Declaration articulates that the governments will be responsible for
strengthening their own PHC systems by investing in the capacity and infrastructure for
primary care.! To optimize health gains, the PHC systems are envisioned to meet the
health needs of the whole population throughout the course of life, with a strong
emphasis on preventive, promotive, curative, rehabilitative services and palliative care.!
To this end, the PHC systems are tasked with providing a comprehensive set of services
ranging from maternal and childcare mental health, and sexual and reproductive health,
as well as services for the prevention, control and management of communicable and
non-communicable diseases (NCDs). More recently, experiences from countries like
Japanz, South Korea3 and Italy4 underscored the importance of PHC systems for
tackling the COVID-19 pandemic.

In India, the performance of the PHC system is hindered by long-standing challenges.
Health care markets remain fragmented, with substantial variation in the quality and
cost of care between and within communities.5 Stark differences persist in the
geographic distribution of trained health personnel both in the public and private
sector.5¢ Private providers with no formal training in medicine fill the existing gaps in
the availability of trained health professionals, particularly in rural communities.57 In
the public sector, high levels of absenteeism among health workers undermine the
predictability of service availability.8 As a result, patients often bypass local PHC clinics
in favor of private providers, despite having to face higher out-of-pocket expenses
compared to the public sector.9:© Another challenge in the public sector is chronic
underfunding. Today, India’s public expenditure on health continues to rank among the
lowest in the world.* In the absence of adequate public funding for health, high levels of
out-of-pocket expenses continue to hinder access to care, disproportionately affecting
the poorer populations. Each year, health care costs are estimated to push
approximately 50-60 million people into poverty.:2

In September 2018, the Indian government embarked on a series of health reforms
known as the Ayushman Bharat, with the aim of improving access to health care
services, particularly among the vulnerable populations.'*3 Ayushman Bharat has two
main components: (1) launching a new government-funded health insurance program
for poor households known as Pradhan Mantri Jan Arogya Yojana to provide financial
coverage for costs incurred in secondary and tertiary care and (2) establishing a national
primary health care network known as the Health and Wellness Centers (HWCs) that is
envisaged to serve as the first point of entry to the health system, particularly in rural
areas.’3 The HWC reforms entail a comprehensive set of interventions that are meant to
overhaul the current PHC system. To reduce fragmented PHC delivery, a network of
more than 150,000 HWCs will be set up, which will entail both building new primary
health care centers and upgrading the existing ones under the unified HWC structure.
This implementation process is hoped to be completed by the end of 2022.14 The new



HWC network is envisaged to increase access to comprehensive care, including
preventive care, maternal and child services, basic emergency care services, as well as
services for managing NCDs. In addition, efforts are underway to rethink the existing
arrangements for PHC provider compensation, which will entail introducing new
contracts that link payment to provider performance based on a set of clearly identified
indicators.1s

The goal of this case study is to review Turkey’s provider payment reforms between
2005 and 2007, which included the introduction of performance-based contracts for
PHC providers, to derive lessons that may be applicable to India’s ongoing efforts to
redesign the existing payment mechanisms for its own PHC providers. In particular, we
review two design features of the performance-based contracts in Turkey that may have
contributed to (1) alleviation of the geographic disparities in the distribution of PHC
professionals and (2) increases in the number of PHC consultations for certain
population groups, particularly for maternal and childcare. We apply the Flagship
Framework, a widely used framework that helps explain how changes in five policy
levers (i.e., financing, payment, organization, regulation and persuasion) may lead to
changes in the final outcomes for health systems (i.e., health status, financial risk
protection and citizen satisfaction).’® We review the existing publications on Turkey’s
PHC provider payment reforms and supplement our review with descriptive analysis of
publicly available datasets. We present our findings that may be applicable to India’s
ongoing efforts to introduce performance-based contracts for PHC providers in its HWC
network. Our analysis is intended for policy makers, bureaucrats, practitioners and
researchers in India that are interested in designing PHC provider payment reforms in
order to improve longstanding performance challenges in India’s own PHC system. We
acknowledge that many low- and middle-income countries grapple with geographic
disparities in the distribution of health workers and socioeconomic disparities the use of
PHC services. Therefore, policy makers from other countries who are considering
changes in PHC provider payment methods may also benefit from this analysis of
Turkey’s experiences.

We selected Turkey as the focus of this case study for several reasons. Turkey is one of
the few countries that explicitly relied on PHC provider payment reforms as part of a
much larger health system reform process to address inequitable access to health
services. Prior to 2003, the Turkish policy makers were faced with two distinct
problems: (1) how to narrow longstanding geographic disparities in access to care across
communities and (2) how to increase persistently low access to health care among the
disadvantaged segments of the population. To address these challenges, Turkey
launched a comprehensive set of health system reforms in 2003, known as the Health
Transformation Program (HTP). One important component of the HTP reforms was the
introduction of the Family Medicine Program (FMP) in 2005. With the FMP reforms,
Turkey overhauled the existing arrangements through which PHC services were
delivered and financed. A key element of the FMP reforms was to change PHC provider
payment methods, which replaced traditional salary-based payment with new contracts
that tied payment to performance. To address two distinct sources of inequities in access
to care, the new performance-based contracts offered financial incentives that explicitly
encouraged (1) the deployment of PHC professionals in areas with low levels of



socioeconomic development, and (2) the use of PHC services among vulnerable
segments of the population. In this way, the Turkish government used performance-
based contracting as an explicit policy lever in an attempt to tackle persistent inequities
between and within communities.

This case study is organized as follows. We start by describing the conceptual framework
and methods. Next, we present the socioeconomic, cultural and historical context prior
to 2003 that shaped the main objectives and features of the HTP. We then apply the
conceptual framework to the existing literature on the design and implementation of the
PHC provider payment reforms (2005-2018). To ascertain the impact of these reforms
on PHC system performance, we look at existing evidence on the number of general
practitioners (GP) per 100,000 population and the number of PHC consultations per
capita before and after the PHC payment reforms were implemented. No changes were
made to the design of the performance-based contracts during this study period. The
next section discusses the lessons from the Turkish PHC provider payment reforms
relevant to India. We then discuss the limitations of the case study and conclude.

2 Methods
2.1 Conceptual framework

This case study adopts the Flagship Framework?¢ to guide the analysis. The Flagship
Framework is a widely used analytical tool that facilitates a systematic approach to
identifying problems in health systems that can be diagnosed and specific policy actions
that can improve performance in countries across the development spectrum.® Over the
last two decades, the Flagship Framework has been taught in global, regional and
national level courses, reaching more than 20,000 people since its inception.!” It has
been used by policy makers in many countries, including Turkey, to navigate the health
system reform process. The Flagship Framework is frequently used in analytical
research to examine how changes in specific policy actions can lead to changes in the
intermediate and ultimate performance goals for health systems, including for example
a recent article on the ongoing health system restructuring process in Mexico.!8

The Flagship Framework presents that every health system has three ultimate
performance goals: health status, financial risk protection and citizen satisfaction. These
three ultimate performance goals are linked to five policy levers: financing, payment,
organization, regulation and persuasion. Three intermediate performance goals, namely
efficiency, access and quality, connect the ultimate performance goals and the five policy
levers (A more detailed description of the concepts discussed in the Flagship Framework
is provided elsewhere.¢) Payment refers to the methods by which financial resources
can be used to purchase health care services and products and medicines. Provider
payment, in particular, describes the ways in which health revenues can be transferred
to providers in order to compensate them for the health services rendered.:¢ Different
payment methods create different risks and incentives for providers, which in turn may
change their behaviors. In Turkey, the FMP reforms entailed changes in the financing,
organization, payment and regulation of the existing PHC system. In this case study, we
focus on provider payment methods to improve health system performance at the



primary care level, using Turkey’s PHC reform experience as a case study to derive
lessons that can be applicable to policy makers in India and beyond.

The design choices made by policy makers over provider payment methods can lead to
measurable changes in the geographic distribution of health professionals and the
quantity of health care services provided to the different segments of the population
through several mechanisms. Financial incentives that reward service provision in
certain geographic areas may encourage providers who would normally not consider
working in these areas. Another mechanism is that financial incentives can slow down
the outflow of health professionals from certain areas by improving the retention time
for those providers who would otherwise choose to work in these areas for a shorter
period.* Different payment methods have also been shown to affect the number of
patients seen by providers, particularly patients from certain segments of the population
(e.g., pregnant women and young children).2¢ Fixed salary payments may induce
providers to reduce the number of patients that they see and limit the time they spend
and effort that they exert at work. Conversely, performance-based payments that link
provider compensation to the number of consultations for certain population groups are
likely to increase the number of patients, because providers can induce demand for the
services that they provide for these groups.

Changes in provider payment methods do not guarantee improvements in the ultimate
health system goals. Many shortcomings in the design of the provider payment methods
may dilute positive changes in the health system performance intended by the policy
makers. For instance, the magnitude of the financial incentive is an important factor for
inducing behavior change. If the incentive amount is not perceived as sufficient by
service providers, then it will fail to induce the intended changes in behavior. Financial
incentives alone may not always be sufficient to encourage work in certain geographic
areas, because providers are not motivated by monetary rewards alone. The design of
the financial incentives may reward only a subset of health services to meet the health
needs of certain population groups (e.g., maternal and child services). In this case,
providers may choose to prioritize the kind of health services that offer the greatest
financial rewards, which can come at the expense of other kinds of health services (e.g.,
the management of NCDs).

2.2 QOutcome variables

Our primary outcomes of interest are the number of GPs per 100,000 population and
the number of PHC consultations per capita, including antenatal care visits. We selected
these two outcomes, because Turkey’s performance-based contracts for PHC providers
include clearly defined financial incentives for (1) deployment in areas with low levels of
socioeconomic development and (2) increasing the number of PHC consultations for
certain population groups, particularly for maternal and child health care. Both of these
mechanisms can plausibly contribute to changes in the intermediate and ultimate health
system performance goals.



2.3 Analytical methods

Our analytical methods involved literature reviews, descriptive analyses of publicly
available datasets and expert consultations. We conducted two literature reviews. Our
first review focused on the design features of the Turkish PHC provider payment
reforms and the potential impact of these reforms on (1) the geographic disparities in
the availability of PHC providers and (2) the number of PHC consultations per capita,
with a focus on antenatal care consultations. Our second literature review looked at
India’s PHC system, with the aim of understanding factors that underlie the geographic
imbalances in the distribution of PHC providers and the use of PHC services.

The literature review on Turkey yielded a number of studies that looked into the
changes in the number of PHC consultations prior to and after the introduction of the
FMP reforms. However, we were unable to identify any empirical studies that provided
evidence on the impact of the FMP reforms on the distribution of PHC professionals
during the study period. Furthermore, we were not able to identify any studies that
provided an in-depth analysis on the type of PHC consultation (e.g., prenatal checkups,
NCD screening). Given these gaps in the literature, we decided to supplement our
literature review with descriptive analyses of the changes in the distribution of PHC
professionals and the use of maternal and child health services in the study period using
data from publicly available sources. We obtained data on the geographic distribution of
GPs between 2002 and 2018 from the Turkish Health Statistics Yearbook (2018). We
extracted data on the number of antenatal care consultations at the PHC level from two
waves of the Turkish Demographic and Health Surveys 2003 and 2018.

We relied on expert consultations to identify lessons from Turkey’s payment reforms
that are relevant to India’s ongoing efforts to reform the existing arrangements for
compensating PHC providers. These consultations were attended by experts with in-
depth knowledge of both the Indian and Turkish health systems. In these meetings, the
author presented results from the literature reviews and descriptive analyses and
proposed a set of lessons from the Turkish experience applicable to India’s ongoing PHC
reforms. Expert consultations were held until all participants agreed upon the lessons
discussed in the case study.

3 Study context

Turkey experienced substantial improvements in the health of its population prior to the
HTP. Life expectancy at birth increased from 64.3 in 1990 to 77.4 years in 2003.2! Infant
mortality rate (IMR) decreased from 55.4 in 1990 to 24.8 per 1000 live births in 2003
and under-5 mortality rate declined from 73.9 in 1990 to 29.8 per 1000 live births in
2013.2! Despite these improvements, stark disparities in health persisted. In 2003, the
IMR was the highest in the poorest Eastern region (41 per 1,000 live births), almost
double that of the IMR in the West region (22 per 1,000 live births).22 There were
similar disparities in other child mortality outcomes. In 2013, under-5 mortality rate in
the East was 49 per 1,000 live births, considerably higher than 30 deaths per 1,000 live
births in the West.22



Turkey’s general elections in November 2002 provided the impetus for health system
reforms.23 The newly elected government prioritized health as a priority to address
constituents’ concerns over low health system performance in the public sector. In
2003, Turkey embarked on broad health reforms known as HTP. During the HTP
reforms, public resources allocated to health increased substantially. The domestic
general government health expenditure per capita more than doubled from $346 in
2003 to $769 in 2013.2! Two factors may have contributed to the allocation of additional
public funding for health. The HTP reforms coincided with a period of economic
expansion, with the annual GDP growth averaging at 6.6% in this period.2! The
economic growth meant that more domestic resources were now available for health,
even though government expenditure on heath as share of GDP remained relatively
stable at about 3.6% between 2003 and 2013.2* Another important factor that may have
contributed to this increase was the reprioritization of health within the government
budget. During the HTP reforms, the share of public sector budget allocated to health
increased from 9.3% in 2003 to 10.3% in 2013.2!

Prior to the FMP reforms, PHC provision was hindered by a number of challenges. The
PHC centers often lacked trained medical personnel, equipment and drugs.24 The scope
and quality of PHC services available in different areas varied across geographic regions.
Absenteeism was common among general practitioners at work at the PHC level.25
Many medical school graduates did not choose to practice at the PHC level, largely due
to the perception that working at the PHC settings did not provide a viable career path.25
In the absence of a well-functioning PHC system, patients relied primarily on outpatient
departments and specialist physicians in hospitals as their primary source of care.24 This
heavy reliance on hospitals resulted in the overburdening of hospital capacity, which
was evident by over-crowing and long-waiting times.25s NCDs were managed by
specialists in hospitals, because the PHC level provided no services for the prevention
and management of NCDs.24

The HTP underscored the importance of PHC reforms from the outset. Provider
payment reforms were complemented with changes in the organization of PHC services
by introducing (1) a year-long family medicine training program targeting physicians
who were already practicing medicine in the public or private sector, (2) family
medicine, for the first time, as a specialty in medical schools, (3) multi-professional
family medicine units that are comprised of physicians, nurses and midwives and (4)
patient rosters for each family medicine unit based on the area of residence. As part of
the broader HTP reforms, copayments for all PHC services were eliminated in an
attempt to remove financial barriers that may hinder access to care. A more detailed
review of the FMP reforms2¢-27 and the changes faced in the implementation of these
reforms?8 is provided elsewhere. The FMP was initially piloted in one province in 2005
and it was gradually expanded to cover the entire population in 81 provinces by 2010.



4 Introducing performance-based contracts for primary health
care providers in Turkey

A key feature of the FMP reforms was the introduction of performance-based contracts
for PHC professionals in the public sector. Before the FMP payment reform, all PHC
professionals were compensated through fixed salaries, which were considered low
compared to specialists.26 There were no additional salary adjustments for providing
care in underdeveloped areas. All PHC professionals were considered civil servants;
contracts did not impose any limits for the number of years health providers could work
at the PHC level until the provider reached retirement. No mechanisms existed to
evaluate provider performance over time.

The introduction of the performance-based contracts changed PHC provider
compensation in important ways. First, the new performance-based contracts came with
a substantial rise in monthly salary payments for PHC workers. It is estimated that from
2003 to 2011, PHC physician salaries more than tripled, reaching to around 70% of
average salary of specialist physicians.24 This salary increase intended to attract more
health workers to practice at the PHC level. Performance-based contracts were
renewable and covered a maximum of two years. The changes in the PHC provider
payment were rolled out in three phases. After the initial piloting phase in 2005, a set of
35 performance indicators were introduced in 2006. In 2007, the performance-based
contracts were expanded to include all PHC personnel, including nurses and
midwives.26

Under the new performance-based contracts, PHC provider payment was redesigned
with five components: (1) capitation-based payment, (2) capitation adjustments for
socioeconomic level of area, (3) operational costs and other reimbursements, (4)
reimbursements for expenditures on laboratory tests and consumables and (5)
ambulatory health care service fees. The new provider contracts included clearly defined
financial incentives for providing care in areas with low socioeconomic development and
prioritizing care for certain population groups.2°

Capitation-based payment, the first component of the performance-based contracts,
provides explicit financial benefits for prioritizing maternal and child health.29 The
monthly base payment of each PHC providers is calculated based on a capitation
formula in proportion to the number of people registered in the patient roster of each
PHC team, which gives different weights to different types of patients (See Table 1).24
For instance, pregnant women have the highest coefficient for payment (3), followed by
prisoners (2.25), and children under 5 years of age (1.6) and adults over the age of 65
(1.6). Performance-based contracts also include a salary deduction system that links
provider performance to the coverage of select maternal and child health services that
encourage increases in the number of PHC consultations, including childhood
immunization coverage, at least 4 antenatal care visits in accordance with the pregnancy
schedule of the patient and follow-up visits for babies and children.2¢

Additionally, the performance-based contracts include 35 performance indicators to
ensure providers adhere to their contractual obligations (e.g., compliance with work



hours, maintenance and security of patient health records in accordance with guidelines
and patient confidentiality). For instance, two of these indicators included explicit salary
deductions to address the long-standing challenge of absenteeism among health
workers: (1) failure to comply with planned work hours and (2) absence from health
post without an excuse. For the latter, salary is deducted for each day of absence without
an excuse. Providers who fail to reach these targets risk a 20% deduction in their base
salary payments.26

Table 1. Coefficients used in the capitation formula for family physician
payment

Patient group Coefficient
applied

Children under 5 years of age 1.6

Children and adults between ages 5 and 65 | 0.79

years

Adults over 65 years of age 1.6

Pregnant women 3

Prisoners 2.25

Source: Adapted from Tatar and colleagues (2011)24

The second component of performance-based contracts is capitation adjustments for
socioeconomic level of area. In practice, this means that the monthly base salaries of
PHC providers who work in underdeveloped areas are further complemented with
additional location bonus payments that can reach up to 40% of the base salary
depending on the socioeconomic development index score of the area.2¢ PHC teams who
work in these areas receive additional funds to cover operational costs (e.g., electricity,
fuel, water) and expenses for medical equipment, laboratory tests, consumables and fees
for ambulatory care services. Finally, PHC providers in less developed areas receive
additional payments if they make home visits or provide mobile health services.26

Compliance with the terms of the performance-based contracts is monitored through a
new online data reporting platform called the Family Medicine Information System.
Developed in 20035, this online platform enables the tracking of health-related
indicators relevant to the FMP. The PHC professionals use this platform to provide
patient data (e.g., vaccinations, antenatal care consultations) to the Provincial Health
Directorates. This information is then used to provide feedback on the target thresholds
for staff payments.2¢ Auditors from the Provincial Health Directorates regularly assess
the compliance with contract terms.

5 Lessons for Indian policy makers

Redesigning provider payment mechanisms can be an important policy lever to produce
changes in health system performance at the PHC level. In Turkey, performance-based
contracts for PHC providers use clearly defined financial incentives for (1) deployment
in areas with low levels of socioeconomic development and (2) increasing the number of
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PHC consultations for a subset of the population, especially for maternal and child
health care. One recent study found that Turkey’s PHC reforms were associated with an
11% reduction in mortality across all ages between 2001 and 2014. The observed effects
were more greater among younger age groups: 25.6% and 22.9% reduction in mortality
among infants and children between 1—4 years of age, respectively.3° The study further
concluded that the effects of the FMP were more pronounced in provinces with higher
levels of baseline mortality, suggesting that Turkey’s PHC reforms contributed to the
narrowing of disparities in mortality outcomes. It is important to note that isolating the
impact of PHC provider payment reforms in Turkey on these outcomes is complicated,
because these reforms were implemented as part of a broader set of health system
reforms that overhauled many aspects of primary care delivery and financing at the
same time. However, improvements in the geographic distribution of PHC workers and
the use of PHC services are two plausible mechanisms that could have contributed to the
observed reductions in mortality attributable to the FMP reforms.

Most PHC professionals in India who work in the public sector are paid through fixed
salaries, though some states make salary adjustments for the specific circumstances in
the service area and the level of medical specialization of the health provider (A list of
monetary incentives used in different Indian states to encourage deployment in
underserved areas is provided elsewhere.29) Though limited, the existing evidence on
these financial incentives suggests that considerable variation across states exists in the
amount of the monetary incentive targeting different types of health workers and the
methods used to identify what constitutes an hardship post.3: Moreover, PHC service
utilization remains low, and many patients continue to bypass PHC networks in the
public sector in favor of private providers. As India continues to consider various
options to redesign provider payment mechanisms for its own PHC professionals,
Turkey’s experience with designing performance-based contracts suggests that using a
capitation formula that prioritizes certain population groups may help improve health
systems performance, as measured by reductions in mortality. Moreover, the use of
salary bonuses that reward deployment in under-developed communities may help
reduce disparities in the geographic distribution of health workers.

Relying solely on provider payment mechanisms to boost PHC provider availability in
areas with low socioeconomic development may not significantly increase the number of
providers in certain geographic areas, because of other underlying factors driving the
maldistribution of health workers. In Turkey, performance-based contracts provide
financial rewards for working in areas with low socioeconomic development. Recent
trends in the density of GPs suggest that the introduction of these financial rewards may
have contributed to the improvements in the availability of health workers in relatively
underdeveloped geographic regions. The number of GPs increased from 44 to 48 per
100,000 population between 2002 and 2018.32 This increase was more pronounced in
some of the regions that include poorer provinces (Table 2). For instance, in the
Mideastern Anatolia, the region with the lowest level of per capita gross domestic
product (GDP) in 201833, the GP density reached 56 per 100,000 population in 2018, a
considerable rise from 46 GPs per 100,000 population in 2002. Similarly, in the
Southeastern Anatolia, the GP density increased from 32 to 52 per 100,000 population
from 2002 to 2018.32 A closer look at the data reveals that geographic disparities persist
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in the geographic distribution of GPs. For instance, in 2018, the density of GPs was the
highest in the Eastern Blacksea (62 per 100,000 population), considerably higher than
the GP density in Southeastern Anatolia (52 per 100,000 population) and the
Mideastern Anatolia (56 per 100,000 population).32

Table 2: Number of GPs per 100,000 population (2002-2018) and GDP per
capita (2018)

Geographic region GPs per 100,000 population | GDP per capita in
2002 2018 current $US (2018)

Eastern Blacksea 63 62 6639
Northeastern Anatolia 45 61 5232

Western Blacksea 61 57 6398

Central Anatolia 64 57 7021

Mideastern Anatolia 46 56 4595

Western Marmara 47 52 9599
Southeastern Anatolia 32 52 4899

Aegean 54 50 9630
Mediterranean 48 49 7612

Eastern Marmara 44 45 11912

Western Anatolia 46 41 11204

Istanbul 19 38 16264

Turkey 44 48 9693

Source: (Ministry of Health 2018)32 and (Turkish Statistical Institute 2018)33

Notes: Statistical regions are defined by the MOH as the nomenclature of territorial units for statistic (NUTS) level 1.
Unlike other statistical regions that combine data from multiple provinces, the province of Istanbul is considered a
separate statistical region.

One plausible explanation for this persistent challenge is that the financial incentives
included in the performance-based contracts provide rewards solely on the basis of an
area’s level of economic development, with no consideration for other factors that can
influence providers’ decisions over the location of their medical practice. To the best of
our knowledge, no studies have yet examined the main drivers of the imbalance in the
distribution of health workers in Turkey. In other settings, studies show that providers’
decisions over the choice of work location are influenced by various factors, including
safe working and living conditions, opportunities for continuing education, training and
professional development opportunities.29

Much like Turkey, India grapples with persistent challenges in the distribution of its
own PHC health workforce in the public sector. One recent study used nationally
representative data to show that, on average, only 6.4% of Indian villages had at least
one PHC provider in the public sector.5 This study also highlighted stark differences in
PHC provider availability across different states. In Kerala, 37.9% of villages had at least
one PHC provider, compared to 0.8% in Madhya Pradesh, 2.6% in Chhattisgarh and
4.3% in Odisha.5 Several studies shed light into the potential causes that underly these
distributional challenges in India, such as the growth of private medical colleges34,
concerns over security, poor perceptions towards PHC professionals among young
medical graduates, living conditions and educational opportunities for children.3s
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The density of private providers in certain areas, including those with no formal
medical education, have been highlighted as important feature of India’s health care
marketss3%, which may also influence physicians’ decisions over service location. In
addition to these studies, the Turkish experience suggests that financial incentives alone
may not be sufficient to encourage PHC providers to relocate in less developed
communities and that non-financial incentives can be considered to be introduced
alongside with financial rewards. Pursuing medical education in India is a costly
endeavor. Financial incentives can be created for people willing to work in these areas,
but who would not otherwise have the means to pursue medical education.'¢ India has
been experimenting with different strategies to persuade people to locate in typically
underserved areas, such as the Swalambaban Yojana Program in the state of Madhya
Pradesh (2006-2007).3t Understanding challenges faced by policy makers in designing
and implementing these programs may benefit future efforts to address the long-
standing imbalances in the geographic distribution of health workers in India.

The design choices for identifying performance indicators in contracts can encourage
providers to prioritize certain kinds of health services, but not other services that may
also be needed. The set of performance-indicators used in Turkey’s new PHC provider
contracts have their roots in the global health priorities set in the Millennium
Development Goals era (1990-2015), which set out ambitious goals to reduce maternal
and child mortality. While Turkey achieved important improvements in maternal and
child health prior to the FMP reforms, mortality outcomes were among the highest
among OECD countries and compared to countries with similar levels of national
income. It was in this historical context that the Turkish policy makers developed the
list of performance indicators to track provider performance that reward care for
pregnant women and young children.

Most empirical evidence shows that the introduction of the FMP reforms led to
increases in the utilization of PHC services in Turkey. A 2013 World Bank study
estimates that between 2003 and 2010, the implementation of the FMP reforms was
associated with a 14% increase in the number of PHC consultations.2¢ In a subsequent
study, Hone and colleagues (2017) found that the average number of PHC consultations
per person increased from 1.75 to 2.83 visits from 2002 to 2013.37 These studies showed
that the greatest increases in the number of PHC consultations were observed in
provinces with the lowest levels of socioeconomic development and among low-income
populations. This observed increase in PHC consultations appears to have partly been
driven by an increase in the number of antenatal care services. The percentage of
women who did not seek any antenatal care during pregnancy declined from 18.6% in
2003 to about 3.6% in 2018.22:38 In this period, the share of women who visited a
trained health professional increased at least four times increased from 53.9% to 89.7%,
as it was incentivized by the performance-based contracts.2238 In 2018, about 96% of
women in Turkey received antenatal care from a skilled provider (e.g., physician, nurse
or midwife). In this year, the gaps in antenatal care coverage between women from the
poorest and richest income households reduced to around five percentage points (94.4%
versus 99.2%, respectively), suggesting that the highest gains were observed among
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population groups from disadvantaged socioeconomic backgrounds.38 Similarly,
geographic disparities in the antenatal care coverage was largely addressed by 2018.

Despite this progress in maternal and child health, the PHC system continues to fall
short of providing appropriate care to tackle Turkey’s increasing NCD burden. Today,
NCDs represent the leading cause of death and disability in Turkey. Cardiovascular
diseases, particularly ischemic heart disease, stroke, and cancers, neurological
disorders, chronic respiratory diseases and diabetes, are the top five leading causes of
death.39 A key objective of the FMP is to manage NCDs at the PHC level through
preventive care, health promotion and education. However, NCD screening remains ad-
hoc, with most detection and management of NCDs carried out by specialist physicians
in hospitals.4© One explanation for this finding is that the current design of the
performance-based contracts encourages providers to exert more effort into providing
maternal and child health care services rather than providing care that is appropriate to
address health needs of the entire population (including NCDs) that they serve.

Similar to Turkey, India is undergoing major demographic and epidemiological
transitions. In the last three decades, the number of deaths attributable to NCDs is
estimated to have increased from about 381 deaths per 100,000 people in 1990 to 455
deaths per 100,000 people in 2017, surpassing the number of deaths due to infectious
diseases as the leading cause of mortality.39 In 2017, cardiovascular diseases, chronic
respiratory conditions, cancers and mental health disorders were among the leading
causes of death. To address these evolving trends in the disease burden, India’s new
HWC network is envisaged to provide comprehensive PHC services, including
prevention and treatment of chronic conditions, and the provision of free essential
drugs and diagnostics services. As Indian policy makers consider different options to
design PHC provider contracts in their own context, the performance-based contracting
in Turkey suggests that financial rewards providing care for specific population groups
alone does not guarantee that the PHC system will be able to address the changing
health needs over time. The design choices for identifying performance indicators that
determine financial rewards require a careful consideration of the underlying
demographic and epidemiological trends that shape the health needs of the population
in each context. Over time, performance indicators may be revised in a systematic
manner that entails introducing new targets to address the evolving health needs, while
retiring or altering relative weight of other indicators whose targets are met.

6 Study limitations

This case study has several limitations. First, Turkey’s FMP reforms included a wide
range of changes in the organization, financing, payment and regulation of its PHC
system. In this case study, we do not attempt to provide a comprehensive review of
Turkey’s FMP reforms. Instead, we explore whether the use of performance-based
contracts for Turkey’s PHC providers as an explicit policy instrument resulted in
positive changes in narrowing longstanding geographic and socioeconomic inequities in
access to care. While this limited focus allows us to review the design of the new
performance-based contracts in detail, it precludes us from concluding that the gains
that Turkey achieved in improving the geographic distribution of GPs and the use of
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PHC services are attributable solely to the changes in the provider payment methods.
Evaluating the impact of performance-based contracts is further complicated by the
complexity of the FMP reforms that entailed a wide range of changes to the deliver and
financing of PHC that were introduced at the same time.

Second, this case study is limited in its ability to draw causal inferences due to the
analytical methods used in the analysis. Our research methodology relies on an
examination of already existing publications and descriptive analyses of publicly
available datasets. Therefore, our analysis is subject to limitations of the methods and
data used in the publications we reviewed. We derived lessons through an iterative
process that involved several expert consultations. While expert consultations were
crucial for identifying lessons that were agreed to be highly relevant to India’s ongoing
efforts, there may be other relevant lessons from Turkey that are not discussed in this
case study.

Another limitation relates to the study outcomes. One of our primary outcomes was the
number of GPs per 100,000 population. While an analysis of the trends in the
availability of GPs is important, Turkey’s new performance-based contracts transformed
the existing compensation arrangements for all PHC professionals, including nurses and
midwives. However, we were not able to identify publicly available data on the
distribution of these types of health professionals that work at the PHC level. We used
the number of PHC consultations per capita as a measure of access. While an important
metric, the number of PHC consultations is not an all-encompassing measure of access.
For instance, our analysis did not examine how changes in the provider payment
methods for PHC providers may have influenced the content of care that people received
at the PHC level.

Technical assessments of health reforms are crucial to help identify the impact of
different policy designs, track progress against the main objectives of the reform and
make course corrections.’” However, in our literature review, we noted that the FMP
reforms in Turkey are not well studied; most evidence on the impact of Turkey’s PHC
reforms on health system performance come from ecological study design and small-
area studies. We attribute this finding partly to the dearth of publicly available data that
can facilitate comprehensive analyses of different aspects of the Turkish PHC reforms.
For instance, under a civil servant system, changing provider payment methods from
input-based payment methods, such as line-item budgets and salaries, to performance-
based contracting necessitates a shift in public budget management.4! In this case study,
we were unable to shed light on this important aspect of the budgeting process due to
the lack of publicly available data.
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=7 Conclusions

Introducing performance-based payment methods in the contracts for PHC providers is
an important policy lever that can help improve the performance of the PHC system. In
Turkey, performance-based payment methods were introduced into public sector
contracts to encourage PHC workers to be deployed in areas with low socioeconomic
development and to incentivize care for vulnerable population groups. This case study
suggests that, in Turkey, the performance-based contracts for PHC providers may have
contributed to (1) alleviating the geographic imbalances in the distribution of general
practitioners and (2) the increases in the number of PHC consultations per capita,
particularly for prenatal care. We also found evidence that redesigning provider
compensation methods alone was not sufficient to address the underlying causes of
inequitable distribution of health workers and use of PHC services, as demonstrated by
the remaining gaps in the utilization of PHC services across geographic regions and
income-groups. Our analysis further shows that the design choices made by policy
makers can encourage the use of certain services (e.g., prenatal care), but not others that
may be needed to address the diverse health needs of the population (e.g., NCD
management). This analysis of Turkey’s PHC provider payment reforms may provide
important lessons for policy makers in India as well as other countries who are
considering changes in provider payment methods for PHC providers in an effort to
improve the performance of the PHC delivery system.
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9 Glossary of acronyms

Acronym Full Name

FMP Family Medicine Program

GP General Practitioner

HTP Health Transformation Program
HWC Health and Wellness Center
NCD Non-Communicable Disease
PHC Primary Health Care
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