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Health care and education of health care workers were 
one of the leading issues that young Turkish Republic 
confronted in the foundation period of Turkey. Limited 
number of doctors and other health care staff managed 
to establish new reforms which produced great improve-
ment in public health. After 40 years from the founda-
tion of Turkish Republic a new reorganization was need-
ed. In primary health care (PHC) with the socialization 
of health care law “the law numbered 224” in which a 
variety of subjects in primary health care were regulat-
ed. In the first 20 years of this regulation an apparent but 
limited improvement in PHC was observed [1]. In the 
last two decades there had been significant problems in 
managing PHC. These problems can be considered to be 
related with the management, insufficiency of the law in 
some areas and wide spectrum of health service which 
the GP’s were obliged to perform.

The main challenge of law numbered 224 which was 
prepared in 1961 was absence of financial support and 
organization in urban area [1]. Although a variety of 
subjects in PHC were regulated in law numbered 224; 
lack of financial support and limited administrative 
interest to prerequisites of this law decayed its popu-
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Zdravstvena zaštita i obrazovawe radnika zdra­
vstvene zaštite bili su jedni od vodećih problema 
s kojima se suočila mlada Republika Turske u perio­
du osnivawa. Ograničen broj lekara i drugog osobqa 
zdravstvene zaštite izazvao je pokretawe novih re­
formi koje su dovele do velikog poboqšawa zdrav­
stva. Posle 40 godina od osnivawa turske republike 
bila je potrebna nova reorganizacija. U primarnoj 
zdravstvenoj zaštiti (PZZ), sa socijalizacijom zako­
na o zdravstvenoj zaštiti, donet je „zakon pod brojem 
224”, koji je regulisao niz problema u PZZ. U prvih 
20 godina ovakve odredbe primećeno je očigledno, 
ali i ograničeno poboqšawe u PZZ [1]. U posledwe 
dve decenije bilo je značajnih problema u rešavawu 
PZZ. Možemo smatrati da su ovi problemi bili veza­
ni za rukovođewe, nedostatak zakona u nekim oblasti­
ma, kao i za širok spektar zdravstvenih usluga koje 
je lekar opšte prakse bio u obavezi da pruži.

Glavno osporavawe „zakona pod brojem 224”, koji 
je napisan 1961. godine, bio je izostanak finansij­
ske podrške i organizacije u urbanoj sredini [1]. 
Mada je ovim zakonom regulisana raznovrsna pro­
blematika PZZ, nedostatak finansijske podrške i 
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larity both among health care workers and public. The 
main interest of this law was rural area because 65 % 
of general population was living in rural area in 1961 
but later the great move from rural area to urban area 
inverted the proportion of the population in rural area 
when compared with urban area and the population in 
rural area decreased to 30 %. Regulations which were 
considered to be very suitable for rural area in the past 
appeared to be insufficient for crowded cities [2].

The number of small primary care health centers 
where midwives take in charge increased up to 12000 
and PHC centers increased to 5700 [3]. Structural and 
logistic support of primary health care centers so called 
“Saglik Ocagi” gradually decreased and popularity of 
general practitioners leading these facilities decreased 
in public mind. Specialists in other medical disciplines 
increased their popularity which lead GP’s who are 
employed in PHC to work hard to be a specialist in sec-
ondary health care system. The total number of doctors 
in Turkey exceeded 90000 where more than half of them 
were GP’s who were not specialist in PHC. There were 
785 (266-1823) individual per doctor in year 2000. This 
figure is still over 500 in 2005 [3,4]. The examination 
(TUS) which is needed to be a specialist became hard-
er and harder as the number of candidates increased. In 
public mind specialty in any discipline became mini-
mum requirement in health care and GP’s who failed 
in the examination became depressed and this situation 
decreased their capacity in health centers (Saglik Oca-
gi) where they were employed.

Departments of family medicine appeared in the 
decay period of law 224 and improved gradually from 
1984 to 2000. The number of specialists in family med-
icine exceeded 1500 in 2005 [5]. The distribution of 
these specialists in rural area and urban area shows that 
more than 2/3 of specialists in family medicine are in 
the three big cities of Turkey (Istanbul 40.1%, Ankara 
15.6%, Izmir 11.6%) [6]. In the last six years time inten-
sive studies on the integration of Turkey to European 
Union accelerated the improvement of family medi-
cine because the necessity of GP’s who are specialized 
for PHC is needed in the new system. Turkish Associ-
ation of Family Medicine (TAHUD) which was found-
ed in 1990 decided to take part in this transition period 
to obtain a desired program by the specialists in fami-
ly medicine. Two workshops were made by this associ-
ation when the government decided to start the transi-
tion program. Evidence based design of these two work-
shops became the foundation of the studies of transition 
period. In these workshops it was stated that postgrad-
uate education in family medicine must be minimum 2 
years, must be given in a medical faculty or in another 
facility which is approved by medical faculty, and most 
of this education must be in the field [7].

The prerequisites of education in the transition peri-
od for GP’s (who did not have post graduate education 
in family medicine) were defined as [7]:

The capacity of the current institutions must be in-
creased in acceptable limits,
The criteria of selecting institutions which will give 
education in transition period must be defined befo-
re the set up of education.

•

•

ograničeno interesovawe administracije u vezi sa 
preduslovima ovog zakona umawili su wegovu popu­
larnost, kako među zdravstvenim radnicima, tako i 
u javnosti. Glavni interes ovog zakona bio je usme­
ren ka ruralnoj sredini, jer je 65% opšte populaci­
je u 1961. godini živelo u ovakvoj sredini, ali je 
kasnije veliko pomerawe ruralne sredine ka urba­
noj preokrenulo tu proporciju i smawilo je na 30%. 
Propisi koji su smatrani vrlo povoqnim za rural­
nu sredinu u prošlosti sada su se činili neade­
kvatnim za prenaseqene gradove [2].

Broj malih centara PZZ u kojima su babice vodi­
le poslove povećao se na 12.000, a broj centara PZZ 
na 5.700 [3]. Strukturna i logistička podrška cen­
tara PZZ, tzv. Saglik Ocagi, postepeno se smawiva­
la, a popularnost lekara opšte prakse koji su vodi­
li ove institucije opadala je u javnosti. Popular­
nost specijalista drugih disciplina se povećava­
la, što je dovelo do toga da su lekari opšte prak­
se koji su zaposleni u ovim zdravstvenim centrima 
morali da ulažu mnogo truda da bi postali speci­
jalisti u sistemu sekundarne zdravstvene zaštite. 
Ukupan broj lekara u Turskoj prelazio je 90.000, pri 
čemu su više od polovine bili lekari opšte prak­
se koji nisu bili specijalisti PZZ. U 2000. godini 
na jednog doktora dolazilo je 785 osoba (266-1823). 
Ovaj broj je i daqe bio veći od 500 u 2005. godini 
[3, 4]. Ispit (TUS) koji je potreban za specijalistu 
postajao je sve teži kako se broj kandidata poveća­
vao. Javno mwewe je smatralo da specijalnost iz bi­
lo koje discipline treba da bude minimalni zahtev 
u zdravstvenoj zaštiti i lekar opšte prakse koji 
nije uspeo da položi ispit postajao je depresivan, 
a ovakva wegova situacija umawivala je wegove kapa­
citete u zdravstvenim centrima (Saglik Ocagi) u ko­
jima su bili zaposleni.

Odeqewa porodične medicine pojavila su se u pe­
riodu izumirawa „zakona pod brojem 224” i postepe­
no su se unapređivala od 1984. do 2000. godine. Spe­
cijalista iz porodične medicine u 2005. godini bi­
lo je više od 1.500 [5]. Raspoređenost ovih specija­
lista u ruralnoj i urbanoj sredini pokazuje da se vi­
še od dve trećine specijalista iz porodične medi­
cine nalazi u tri velika grada Turske (Istanbul – 
40,1%, Ankara – 15,6% i Izmir – 11,6%) [6]. U posled­
wih šest godina intenzivne studije o integraciji 
Turske u Evropsku uniju ubrzale su unapređewe po­
rodične medicine, jer lekari opšte prakse koji su 
specijalizirali PZZ su potrebni u novom sistemu. 
Udružewe porodične medicine Turske (TAHUD), ko­
je je osnovano 1990. godine, donelo je odluku da uče­
stvuje u ovom periodu tranzicije da bi specijali­
sti dobili žeqeni program iz porodične medici­
ne. Održana su dva seminara ovog udružewa, kada 
je vlada odučila da započne program tranzicije. Di­
zajn ova dva seminara, koja su zasnovana na dokazi­
ma, postao je osnova za studije u vezi sa tranzicio­
nim periodom. Na ovim seminarima je objavqeno da 
postdiplomsko obrazovawe o porodičnoj medicini 
mora da traje najmawe dve godine, mora da se sprove­
de na Medicinskom fakultetu ili nekoj drugoj in­
stituciji koju fakultet ovlasti i da veći deo ovog 
obrazovawa mora da bude na terenu [7].
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Transition period education to GP’s must be given 
just to volunteers
The volunteers must have a clinical experience of at 
least two years in the field.
Previous experience in the field must be an advan-
tage to get transition period education before the ot-
her volunteers.
The transition period proposed to be in four peri-

ods [7]. The first period is defined as certification of 
GP’s who are working in the field, after an education 
program about the principles of family medicine. The 
second period covers the actual start of the program 
both with specialists in family practice and certified 
GP’s. Each GP can be responsible from maximum 3000 
individuals. Certification of GP’s and specialists who 
decides to work in the PHC must be finalized in this 
period. The third period starts when the number of spe-
cialists in family medicine became sufficient for at least 
3000 individuals and the goal is proposed to be 1500. 

These two workshops were performed consequently 
by TAHUD and suggestions were taken into consider-
ation by the government for the transition period. Edu-
cation of the educators in this project was performed 
in 2006. The educational document was developed later 
and in the last two years time the first step of education 
was performed for more than 250 GP

The Law about the Pilot Practice of FM was the first 
law of the reform and it became law on 9th December 
2004. The pilot study began in Duzce more than a hun-
dred practitioners were trained by the trainer team. This 
first step education was a ten day long course which is 
based on fundamental requirements to work in primary 
care as a family doctor. In the second step of education a 
one year long modular clinical practice based education 
will be made in certain family practice centers. The sec-
ond step education will be started after the pilot courses 
are finished and GP’s will be employed to perform med-
ical practice with principles of family medicine. The 
education of the future trainers was performed together 
with the education of GP’s. In the last two years period 
the Board of Family Medicine was formed by TAHUD. 
This board developed the post graduate curriculum. In 
the second two years period of this board the certifi-
cation of continuing medical education periodic exams 
will be planned.

Primary and secondary health care system was 
reevaluated and many new regulations were performed 
in the previous two years. Health insurance organiza-
tions were just paying for expenses of state hospitals, 
university hospitals and PHC centers but in the previous 
2 years period private hospitals were included in pay-
ment spectrum and the gate keeper function of GP’s in 
PHC was abandoned so finance of PHC moved towards 
the secondary and tertiary health care system. A new 
regulation was started by Ministry of Health in which 
social security organizations will pay in parcels (a cer-
tain payment for a particular disorder) not pay for each 
intervention. This will lead optimal use of secondary 
health system and perhaps direct individuals to PHC. 
In 2006 in ten additional cities first step education of 
GP’s will be finished and pilot study will be broadened. 

New challenges in PHC seem to start in near future 
and organizational problems must be solved during 

•

•

•

Preduslovi obrazovawa u periodu tranzicije za 
lekare opšte prakse (koji nemaju postdiplomsko 
obrazovawe iz porodične medicine) definisani su 
kao [7]:

kapacitet postojećih institucija mora da se po­
veća do prihvatqivih granica;
kriterijumi za izbor institucija koje će pruži­
ti obrazovawe u tranzicionom periodu moraju da 
se definišu pre početka edukacije;
edukacija u tranzicionom periodu za lekare op­
šte prakse pruža se samo volonterima;
volonteri moraju imati najmawe dve godine kli­
ničkog iskustva u datoj oblasti;
prethodno iskustvo u datoj oblasti treba da pred­
stavqa prednost u dobijawu obrazovawa u tranzi­
cionom periodu u odnosu na druge volontere.
Predloženo je da se tranzicioni period odvija 

kroz četiri perioda [7]. Prvi period definiše se 
kao davawe potvrda lekarima opšte prakse koji ra­
de na terenu posle programa obrazovawa o princi­
pima porodične medicine. Drugi period pokriva 
aktuelni početak programa, kako za specijaliste iz 
porodične medicine, tako i za lekare opšte prak­
se sa potvrdama. Svaki lekar opšte prakse može da 
bude odgovoran za najviše 3.000 osoba. Davawe po­
tvrda lekarima opšte prakse i specijalistima ko­
ji odluče da rade u PZZ mora da se završi u ovom pe­
riodu. Treći period počiwe kada broj specijalista 
iz porodične medicine postane dovoqan za barem 
3.000 osoba, a ciq je da to bude bar 1.500.

Ova dva seminara održao je TAHUD jedan za dru­
gim, a vlada je razmotrila sugestije za tranzicioni 
period. Obuka edukatora ovog programa održana je 
u 2006. godini. Dokument o edukaciji urađen je ka­
snije, a u posledwe dve godine prvi korak edukacije 
sproveden je za više od 250 lekara opšte prakse.

Zakon o pilot-praksi porodične medicine je pr­
vi zakon reforme i stupio je na snagu 9. decembra 
2004. godine. Pilot-studija je započeta u Duščeu 
(Duzce) i više od stotinu lekara je obučavao tim za 
obuku. Prvi korak u edukaciji bio je desetodnevni 
kurs koji se zasnivao na fundamentalnim zahtevi­
ma za obavqawe primarne zaštite u svojstvu poro­
dičnog lekara. U drugom koraku edukacije jednogo­
dišwa edukacija zasnovana na modularnoj klinič­
koj praksi sprovodila bi se u centrima za porodič­
nu praksu. Drugi korak edukacije započeo bi posle 
završetka pilot-kurseva i lekari opšte prakse po­
čeli bi s lekarskom praksom u skladu s principi­
ma porodične medicine. Edukacija budućih preda­
vača obavqena je zajedno s edukacijom lekara opšte 
prakse. U posledwe dve godine TAHUD je oformio 
Odbor za porodičnu medicinu. Ovaj odbor je napra­
vio program postdiplomskih studija. U sledeće dve 
godine rada ovog odbora planira se overavawe i iz­
davawe diploma posle polagawa periodičnih ispi­
ta iz neprekidne medicinske edukacije.

U posledwe dve godine sistem primarne i sekun­
darne zdravstvene zaštite bio je ponovo procewi­
van i urađeno je mnogo novih propisa. Organizaci­
je zdravstvenog osigurawa su plaćale samo troško­
ve u državnim bolnicama, univerzitetskim bolni­
cama i zdravstvenim centrima, ali u posledwe dve 

•

•

•

•

•
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godine privatne bolnice se takođe ukqučuju u ovaj 
spektar naplaćivawa troškova i napušten je model 
funkcionisawa lekara opšte prakse kao „čuvara ka­
pija centrima PZZ”, te se finansirawe PZZ pomeri­
lo ka sekundarnom i tercijarnom sistemu zdravstve­
ne zaštite. Ministarstvo za zdravqe je pokrenulo 
novu regulativu prema kojoj će organizacije soci­
jalnog osigurawa plaćati u paketima (određena su­
ma novca za određeno oboqewe), a ne za svaku inter­
venciju. Ovo će dovesti do optimalne primene si­
stema sekundarne zdravstvene zaštite i najverovat­
nije da će upućivati osobe na sistem PZZ. U 2006. go­
dini biće završen prvi korak edukacije lekara op­
šte prakse i proširiće se pilot-studija.

Izgleda da će u bliskoj budućnosti doći do novih 
izazova vezanih za PZZ, a problemi organizacije mo­
raju se rešiti tokom tog perioda, kako bi se postavio 
stabilan sistem PZZ. Inicijalni podaci dobijeni 
iz pilot-studije moraju pažqivo da se procene da bi 
se zadovoqile potrebe jedne prenaseqene zemqe.

* Rukopis je dostavqen Uredništvu 10. 7. 2006. godine.

this period to set up a stable system in PHC. Initial data 
derived from the pilot studies must be evaluated care-
fully to meet needs of a crowded country.
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