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Biliriz nedir bizi hasta eden!

Sanirim hepimizin bildigi ve benim de tip fakiiltesine girdigim ilk yillarda
okudugum Brecht’in tinli siiri boyle baglar: Biliriz nedir bizi hasta eden!
Soylenir bizi senin iyilestirecegin

hastalandigimiz zaman.

Diyorlar ki, sen, tam on yilda

ogrenmissin hastalari iyi etmesini
halkin parasi ile yapilan

gtizel okullarda.

Dunyanin parasint dokmtigstin
olmak icin bilgi sahibi.

Senin elinde 6yleyse iyilestirmek bizi.
Ne dersin, elinde mi?

Seni gelince gbrmeye,

cikartiyorlar Gstimuizdekileri,

zor degil hastaligimizin nedenini anlamak,
soyle bir bak tstiimiize basimiza,

o saat 6grenirsin her seyi.

Cunku elbisemizi yipratan neyse,

odur vicutlarimizi da yipratan.

Rutubetten diyorsun, viicudumuzdaki agri.
Duvarlarimizda ki leke de ondan.

Soyle dyleyse bize:

Rutubet neden?

Ezdi bitirdi bizi

cok calismak, az yemek.
Sense 6gtit verirsin,
dersin, kanli canli olun!
Suda biylyen kamisa
demeye benzer bu:

cik bagka yerde yasa.

Ne kadar vakit ayirirsin bizim icin?
Baksana, evinde bir halin var,

en azindan beg bin muayene eder.

Hakl ¢ikarmak igin kendini
bunda benim sucum yok
diyeceksin ister istemez.

Bizim evin duvarindaki
1slak lekeye git sor:
o da bundan bagka bir sey demez
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Evet saniim Uluslararast Saglik Politikalart Birligi'ni 1977’de kuran

saglikcilar “bundan bagka bir sey deme” arzusundaydilar. Onlar insanlar

icinde yasadigimiz cagda hasta edenin kapitalizm oldugunu bilen ve bunu S
israrla soyleyenlerdi. Ttirk Tabipleri Birligi icin ne glizel ki buglin, burada

bu yaklasimi her zaman destekleyen Cankaya Belediyesi ile birlikte Uluslar

arast Saghk Politikalar1 Birligi Avrupa Birimi'nin XVI. Konferansina ev

sahipligi yapiyoruz. Hosgeldiniz dostlarimiz.

Hastaliklarin gercek nedenini biliyoruz. Ne var ki yetmiyor, yetmez. Iste
dinya Olgeginde Kkapitalizm krizde ve bunun faturasi da yine diinya
halklarmnin tizerinde. Ozel olarak Tiirkive —ki cokca konusacadiz tic giin
boyunca- piyasact saghk politikasinin tam bir laboratuvari olarak
kullaniliyor. Yasadiklarimiz kapitalizmin krizi ve saglik basliginin ancak
buna karsi miicadele edenlerce dogru ele alinabilecegini gosteriyor. O
nedenle, bu toplantiyi cok O6nemsiyoruz. Diinya 6lceginde katilimla
degerlendirme, farkli deneyim, gézlemlerin paylasilacagi toplanti hepimizin
micadelesi icin hem moral hem bilgi hem de miicadele iddiamizi buiyiitme
katkisi sunacak.

Bu etkinligin gerceklesmesinde emegi gecen ¢ok sayida arkadasimiz var.
Ama ben burada bunu hepimiz adina hepimiz i¢in gortintr kilan ve bu isin
yukinli omuzlayan g kisiyi adlariyla anmak istiyorum: sevgili Feride’ye,
Alexis Benos’a, Biilent Tanik’a ve onlarin sahsinda bitiin katki sunanlara
tesekkiir ediyorum. Elbette buglinden baslayarak oturumlar izleyecek,
katki sunacak ve en 6nemlisi buradan ciktiktan sonra herkes icin esit,
Ucretsiz, nitelikli bir saglik hakki miicadelesinde yer alacak, strdiirecek
biitlin dostlarimiza basarilar ve kolayliklar diliyorum.

Eris Bilaloglu, Ttirk Tabipleri Birligi Bagkani




We know what makes us ill

Brecht’s famous poem that I think we all know and I also have read in first
years at the faculty of medicine begins like this: We know what makes us
ill!

We know what makes us ill
When we are ill, we are told
That it’s you who will heal us.

For ten years, we are told

You learned healing in fine schools
Built at the people’s expense

And to get your knowledge

Spent a fortune.

So you must be able to heal

Are you able to heal?

When we come to you

Our rags are torn off us

And you listen all over our naked body

As to the cause of our illness

One glance at our rags would

Tell you more. It is the same cause that wears
Our bodies and our clothes.

The pain in our shoulder comes

You say, from the damp; and this is also the reason
For the stain on the wall of our flat.

So tell us; where does the damp come from?

Too much work and too little food
Makes us feeble and thin

Your prescription says;

Put on more weight

You might as well tell a bulrush
Not to get wet.

How much time can you give us?
We see: one carpet in your flat costs
The fees you earn from

Five thousand consultations.

You'll no doubt say

10 You are innocent. The damp patch
On the wall of our flats
Tells the same story.”

CRISIS OF CAPITALISM AND HEALTH
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[ think that the health care workers who established International

Association of Health Policy in 1977 desired “to say something different

from this”. They were the ones who knew and told insistently it’s capitalism 11
that makes the people ill in present era. How nice for Turkish Medical

Association that we are hosting today XVI. Conference of International

Association of Health Policy in Europe here in cooperation with the

Municipality of Cankaya, which always supported this approach. Welcome,

our friends.

We know actual causes of diseases. However, it’s not enough. Here it is,
capitalism is in the crisis all over the world and peoples of world pick up the
bill once again. Turkey —where we will talk a lot about during these three
days-, particularly, is used as a complete laboratory for market-oriented
health care policy. Our experiences show that, the heading of ‘crisis of
capitalism and health’ can be addressed correctly only by those who
struggle against it. Therefore, we consider this conference very important.
This meeting, through which the assessments, different experiences and
observations can be shared will contribute to improve our morale and
knowledge in our common struggle and to enlarge our ambition for
struggle as well, with worldwide participation.

There are many friends contributed to realization of this event. But, I would
like to mention the names of three persons who made it visible for and on
behalf of all of us and carried the burden of the work on their shoulders: 1
would like to thank dear Feride, Alexis Benos, Biilent Tanik, and through
them, all contributors. Of course, I wish success and good luck to all our
friends who will watch the sessions and contribute to the conference
starting from today, and most importantly, who will take their places in the
struggle for the right of equal, free and quality health care for all, after
leaving here.

Eris Bilaloglu, President of Turkish Medical Association

* Bertolt Brecht’s poem named “A worker’s speech to a doctor” (1938); translated by Frank Jones. Can be
found in Bertolt Brecht: Poems, Part Two 1929-1938, London: Eyre Methuen, 292-3.




Sevgili arkadaslar,

Bugtinlerde giderek derinlesen kiiresel ekonomik ve politik kriz ve ozellikle
bunun dinya nifusunun blyik cogunlugunun giinlik yasami tizerindeki
yikici etkileri, dogal olarak bircok énemli soruyu giindeme getirmektedir.
Acaba bu kriz, kapitalizmin yapisal bir krizi midir?

Kar odakli politikalarin etkileri ve bunlarin artan sosyal esitsizliklerle iligkisi
nedir? Piyasa odakli saglk politikalarinin, tim diinyada halkin saglk
durumu ve saglik hizmetleri tizerindeki etkileri nelerdir? Kapitalizm insan ve
cevre sagligl acisindan ciddi bir risk etmeni midir?

Bu o6nemli sorular, hepimizi, deneyimlerimizi paylasmak, goriismek ve
tartigmak ve sonunda, saglig toplumsal bir hak olarak savunmak ve onu bir
meta olarak goren degerleri ve glcleri yenilgive ugratmak icin ne
yapabilecegimizi saptamak ve Kkararlastirmak Uizere buraya, Cankaya
Belediyesine ve Uluslararasi Saglik Politikalar1 Birligi (IAHPE) Avrupa
Birimi XVI. Konferansi’na getirdi.

IAHPE 1977°de, saglik politikalar1 alaninda hem akademisyen hem de
miicadele insanlar1 olan Hans-Ulrich Deppe, Vicente Navarro, Giovanni
Berlinguer, Julian Tudor Hart gibi kisiler tarafindan kuruldu.
Kurulusumuzun zengin uluslararasi dayanisma geleneg@ini stirdiiren
konferansimizin, bugiin Turkiye’de ilk kez acilisini yapmaktan gercekten
mutlu ve gururluyum. Bu konferans, saghgin savunmamiz gereken bir
toplumsal hak oldugunu savunan diinyadaki btittin insanlar icin etkinlikleri
ve miucadeleleri ile parlayan bir isik olan Tirk Tabipleri Birligi'nde goérev
yvapan meslektaglarimiz ve arkadaslarimiz sayesinde gerceklesmekte.
Tesekkirler Dr. Eris Bilaloglu, tutarlihiginiz ve miicadelenizle bize esin
kaynagi oldugunuz icin!

Bizi burada biraraya getirmek icin, ytiregimizin ve aklimizin esgidimiinde
olagantistii bir is gerceklestiren yerel organizasyon komitesine ve IAHPE
bagkan yardimcisi Prof. Dr. Feride Aksu-Tanik’a da tesekkir etmek
istiyorum. Tesekkiirler Prof. Dr. Feride Aksu-Tanik ve tim ekibi,
dayanigsmaniz ve miikemmel calismaniz igin.

Son olarak, Cankaya Belediyesi’nin yerel 6rgliti ve onun vizyon sahibi
bagkan: Sayin Bilent Tanik’in nezaketi ve bu kadar énemli bir etkinlige ev
sahipligi yapma konusundaki politik iradesi sayesinde burada oldugumuzu
unutamayiz. Tesekkiirler Sayin Bilent Tanik, sicak karsilamaniz ve essiz
konukseverliginiz icin.

Ev sahiplerimiz sayesinde c¢ok ilging ve dostca bir konferans
yasayacagimizdan eminim.

Hepinize, Cankaya Belediyesi'nde verimli ve keyifli bir konaklama dilerim.
12 Alexis Benos, IAHPE Baskani
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Dear friends,

The global economic and political crisis that is continuously deepening
nowadays, and especially its devastating effects on the everyday life of the
great majority of the world population is naturally raising a lot of critical
questions.Is this crisis a structural crisis of capitalism?

What are the effects of profit centred policies and their relationship with the
growing social inequalities?

What are the implications of market oriented health policies both on the

health status of the population and the health care services all over the
world?

Is capitalism a serious risk factor for human and environmental health?

These crucial questions drove all of us here in Cankaya Belediye and the
XVIth Conference of the Internationla Associaiton of Health Policy in
Europe (IAHPE), in order to exchange our experiences, debate and discuss
and finally detect and decide what we can do in order to defend health as
a social right and overthrow the values and powers that are considering it
as a commodity.

IAHPE was founded in 1977 by both academics and militants in health
policies such as Hans Ulrich Deppe, Vicente Navarro, Giovanni Berlinguer,
Julian Tudor Hart, etc. Continuing its rich tradition of international
solidarity [ am really glad and proud today, to open our conference for the
first time ever in Turkey.

This event is a reality thanks to all our colleagues and friends of the Turkish
Medical Association, the activities and struggles of which are a staring light
for all the people in the world that believe that health is a social right we
have to defend. Thank you Dr. Eris Bilaloglu for inspiring us with your
consistency and struggles!

[ want also to salute the local organizing committee which has done a
tremendous work to gather us here, under the coordination of our heart
and mind and IAHPE vice president Prof Feride Aksu Tanik. Thank you
Prof Feride Aksu-Tanik and all your team for your solidarity and perfect
work

Finally we can not forget that we are here because the local community of
Cankaya Belediye and its visionary leader Mr Bulent Tanik had both the
kindness and the political will to host such a critical event. Thank you Mr
Bulent Tanik for your warm welcome and your unprecedent hospitality.

[ am sure that we are going to have a very interesting, challenging and
friendly conference thanks to our hosts.

Wish you all a fruitfull and pleasant stay in Cankaya Belediye.
Alexis Benos, President of IAHPE
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Kapitalizmin Krizi ve Saghk
“kriz var kriz var, ekonomi tikirinda”

Kapitalizm igin kriz ne kadar kaginilmaz ise o kadar da istenen bir seydir.
Krizden, felaketlerden kendini yenileyerek cikma 6zelligi sistemin bugtine
kadar yasamasinin kaynagini olusturur. Kriz, en gliclii ve bliytik olanlarin
digerlerini ortadan kaldirdigi veya kendisine katarak, bliylimesini en ¢oga
cikardigi donem anlamina da gelir. Bu 6zellikleri nedeniyle kriz glclinin
degil zayifin olumsuz etkilendigi donemdir. Baska bir deyisle krizin olumsuz
etkileri homojen-esit dagilmaz. En zayiftan baglayarak en gtlicliiye dogru
azalan, glcli tarafta “firsat” olarak da deg@erlendirilen bir strectir.
Kaybedenin daha hizli daha ¢ok kaybettigi, kazananin daha hizli daha ¢ok
kazanma potansiyeli olan kapitalizmin krizinin topyekiin ¢okise doniisme
olasiligi da bugtin yok degildir.

Krizden cikis icin 1929°da 1945’e kadar siiren kanli ve kiresel bir yol
izlenmisti. Ekonomilerin talep esnekligi olmayan savas sanayiine
donlismesi ve savasin yikiminin acacagi pazarlar ile baglayan yeni
canlanma donemleri daha 6nce yasanmis durumlardir. Daha sonraki
yillarda bolgesel catigmalar ile krizin Gtelenmesi  bagarilabilmisti.
Glinimuzde Akdeniz cografyasindan orta doguya uzanan yeni catismalar
kusag bu anlamda ne islevler goriiyor hentiz 6lctimlenebilir konumda
degildir. Bolgesel baris ve demokrasi savunusuna, adil gelir dagilimi,
dengeli ve vyeterli kalkinma ve 6zglr yasam ortami taleplerinin de
eklenmesi gerekir. Ote vyandan kriz dénemlerinden yeni can kazanan
sistem, saglik sektoriinii de ihtiyacin bedeli ne olursa olsun karsilanma
zorunlulugu olan, bu yoénuyle talep esnekligi olmayan bir diger sektor
olarak dikkatle degerlendirmektedir. Saglik da dogal felaketler ya da savas
gibi insanligin caresiz kaldigi ve teslim olmaya hazir oldugu bir gesit “siyasal
felaket” alani olabilmektedir. Saglik alaninin kamusal bir ytikimlilik alani
olmaktan cikartilmasi, Ozellestirilmesi-piyasalastirilmast bu yénde atilmig
olumsuz buliytik bir adimdir.

Saglikta Doéntisim Programi adi altinda pek cok tilkede oldugu gibi,
Turkiye’de de son on yilda artan ama ¢ok daha uzun siiredir hazirlanan
politikalarla saglik piyasalastiriimis ve tekellestirilmistir. Bu slire¢c devam
etmektedir.

Ozellestirme adi altinda saglida iliskin toplumsal ve devlet sorumluluk alant
daraltilmis, saghgin dogustan temel bir insan hakki oldugu anlayisi
terkedilmistir. Kamusal sorumluluklar Pazar mekanizmalarina birakilip,
saglik alinip satilan bir mal haline gelmistir. Saghiga erisim parasal varlikla
kosutlanmig, glicsiiz ve parasiz kesimlerin saglik hakkindan yoksun
birakilmalari stirecine girilmistir.

Gergek uygulamalar, secim gibi siyasi donim noktalari gozetilerek
Otelenmis ve kitlelerin goéziinden gizlenmistir. Giderek daha ¢ok ticarilesen
saglik alani ve sosyal glivenlik anlayisinin etki ve sonuglari yeterince
anlagilabilmis degildir.

14
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Oysa yasanan dontsimlerle sosyal gtivenlik sistemlerinin kapsayiciliginin
daraltilmasi, temel saglik hizmetlerine ulasmanin o6niindeki engelleri
artirmis, kisive ve cevreye yonelik koruyucu saglik hizmet sunumunda ise
gorintr gerilemeler olmustur.

Yerel yonetimler de ulus 6tesi sermayenin bu saldiri déneminden paylarina
diseni almistir. Uygulanan politikalarin gere@i belediyeler ile ilgili
mevzuatta degisiklikler yapilmis, yeni yasalar cikarilmis, belediyelerin
sirketlestirilmesi, “taseron hizmet satin almi” igin uygun kosullar
yaratilmigtir.  Saglik  hizmet sunumunun piyasaya aktarimasinin
gerceklestirildigi bu dénemde esit, ticretsiz ve ulasilabilir bir saglik hizmeti
iddiasinin belediye hizmetleri icinde sunulabilmesinin kosullari, yapilan
yasal diizenlemelerle ortadan kaldirilmis ve sinirlandirilmustir.

Dinyanin ve tilkemizin karst karsiya oldugu tim bu olumsuzluklara karsin
daha iyi, daha o6zglr, daha yasanabilir bir dinya icin umudumuz ve
miuicadele etme glicimiiz vardir.

Cankaya Belediyesi "Yeni Toplumcu Belediyecilik" programini temel alan
bir yaklagim ile Cankaya'nin saglikli kent olmasini hedeflemektedir. Temel
hedeflerimizden biri, higbir vatandagin kimseye muhta¢ olmadan
yasayabilece@i herhangi bir sorun olustugunda da kimsenin yalniziga
terkedilmeyecegi bir toplum ve kent olusturmaktir. Bu amaca ulagmak icin
Uretime ve istihdama dayali yeni bir toplumsal dayanisma modelini
Cankaya’da adim adim inga etmekteyiz. Belediyemiz tarafindan koruyucu
saglik ve sosyal hizmet politikalarinin gelistirilip yayginlastirilmasi, boylece
insanlarin daha saglikh ve glivenilir bir cevrede yasamalarina yoénelik
calismalar yapimakta, neoliberal politikalardan en ¢ok etkilenen
dezavantajli gruplarin; ¢ocuklarin, kadinlarin, engellilerin, yashlarin
yasanan bu kiresel krizden daha az etkilenmelerini saglamaya yonelik
calismalar yuritilmektedir.

“Kapitalizmin Krizi ve Saglik” bagh@iyla diizenlenen “Uluslararast Saghk
Politikalar Birligi Avrupa Birimi XVI. Konferansi’na ev sahipligi yapmaktan
duydugumuz mutluluk ve onuru ifade ederken, bu konferansa katilacak
olan diinyanin pek ¢ok tilkesinden ve tilkemizden degerli bilim insanlarinin
katkisi ile gerceklesecegini bildigim gelecek glizel giinlere olan inancimi
paylasmak isterim.

Biilent Tanik, Cankaya Belediye Baskani

15




The Crisis of Capitalism and Health
“There is a crisis, the economy goes swimmingly”

The crises are so inevitable under capitalism and yet so desired. The
survival of the system up to this time has it sources in its characteristics of
renewing itself while coming out of the crises, disasters. The crisis also
denotes a period, in which most powerful and biggest ones eliminate the
others or maximize their self growth by absorbing them. Due to these
features, crisis is a period when only weak ones are exposed to negative
effects, not powerful ones. In other words, the negative effects of the crisis
do not disperse homogeneously-equally. It is a process that begins with the
weakest, by diminishing gradually toward most powerful and is also
considered as an “opportunity”, by powerful side. Today, the probability
that the crisis of capitalism may turn into a total collapse exists, in which
the loser potentially loses more and faster and the winner may win more
and faster.

A bloody global pathway had been pursued from 1929 to 1945 in order to
come out of the crisis. The recovery periods beginning with the
transformation of the economies into the war economies, which did not
have elasticity of demand, and with the opening of new markets through
the devastation of war have been experienced previously. In the following
years, the crisis could be postponed through regional conflicts. Today,
corresponding functions of the zone extending from Mediterranean
geography to middle east, in which new conflicts take place can not be
evaluated yet. Equitable distribution of income, balanced and adequate
development and the environment to live freely should also be included in
the arguments for regional peace and democracy. On the other hand,
capitalist system, which revived through the crisis periods, carefully
reviewes the health care sector as another area that necessitates meeting all
of the needs regardless of the costs, thus, doesn’t have -elasticity of
demand. Health care may become a kind of “political disaster” field as
well, such as natural disasters or wars, in which humanity becomes helpless
and ready to surrender. Removing the state’s obligation to provide health
care services and privatization-marketization of public health care are the
major negative steps in this direction.

As carried out in many countries under the name of “Health
Transformation Program”, the health care has been marketized and
monopolized in Turkey as well, through the policies that have been
intensified over the last ten years but have being designed for a long time.
This process still continues.

The areas of social and governmental responsibility concerning health care
have been limited under the name of privatization; the mentality that
16 considers the right to health as “a naturally acquired fundamental right”
has been given up. Health has become a commodity that is bought and
sold, as public responsibilities have been left to the market mechanisms.
The wealth has become a prerequisite for access to health care; a process,
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in which the weak and poor sections of society are deprived of right to
health, has been entered.

Real practices have been postponed by paying regard to the political
turning points such as elections and concealed from public. The effects and
consequences of the approach to health care that has been commercialized
gradually and to social security were not yet adequately understood.

In fact, narrowing the comprehensiveness of social security systems through
the transformations experienced was increased the obstacles in access to
health services, visible declines have occurred in provision of preventive
health services for people and environment.

Local governments have also got their share in this period, in which the
attacks of transnational capital have taken place. In accordance with the
policies in practice, certain changes in relevant legislation have been made,
the new laws have been issued and the conditions appropriate for
corporatization of municipalities and “purchasing subcontract services”
have been created. During this period, in which the delivery of public
health care services has been transferred into the market, the conditions of
realizing the ambition for equal, free and accessible health care within
municipal services have been eliminated and limited through the
regulations.

Despite all these negative situations encountered by world and our country,
we have the hope for a better, more emancipated, more livable world and
power to fight.

Cankaya Municipality aims to make Cankaya a healthy city through the
approach based on the “New Community Based Municipality” program.
One of our main goals is to create a society and a city, where all the
citizens can live self-sufficiently, and nobody would be left to loneliness
when a challenge occurs. To achieve this goal, we are building a new
model of social solidarity based on production and employment in
Cankaya, step by step. The studies toward development and generalization
of preventive health care and social service policies that will contribute to
establishment of healthier and safe environments for the citizens are being
carried out by our Municipality. Besides, several studies are conducted to
reduce the impacts of the crisis on disadvantaged groups; on children,
women, people with disability, elderly, who are most affected by neoliberal
policies.

As we express our great pleasure and honor to host XVI. Conference of
International Association of Health Policy in Europe titled “Crisis of
Capitalism and Health”, I would like to share my belief in future beautiful
days that will be realized through the contributions of the dear scientists
from Turkey and many countries of the world, who attend the meetings.

Biilent Tanik, Mayor of Cankaya
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Konferans /Conference

Oturum Baskanlari/Chair Persons:
Necati Dedeoglu, Alexis Benos

Kapitalizmin Krizinin Ekonomik Analizi

Korkut Boratav, Profesér Dr., Emekli Ogretim Uvyesi. Ankara, Tiirkiye.

2007 sonlarinda ABD’de patlak vererek, hizla Avrupa ve Japonya’ya, 2008
sonlarina dogru da emperyalist sistemin cevresinde yer alan ekonomilere
vayilan kriz kapitalist sistemin ve emperyalizmin krizidir.

Kapitalist ekonomilerde krizlere yol acan temel etkenler bu kez de iglemistir.
Metropol ekonomilerinde, dncelikle ABD’de kar haddinin diisme egilimi ile
finans kapitalin asir1 kazang tutkusunun birlesmesi, kriz ortaminin nesnel
on-kosullarini olusturmustur.

Bu birliktelikten kaynaklanan gerilimin ekonomik krize déntismesi,
ABD’nin siper-emperyalist konumunun yarattigi olanaklar nedeniyle
ertelenmistir. Dolarin diinya parast olmasi sayesinde, ABD kendi parasiyla
borglanabilen, para basarak (veya sinirsiz borg senetleri ihrac ederek) dis
borclarini 6deyebilen; boylece dig diinyadan sinirsiz kaynak aktarabilen bir
ayricalikli bir konuma sahip olmustur. Son otuz yil boyunca, adim adim
pekistirilen, kotiiye kullanilan bu konum sayesinde, Amerika’da hane
halklari, emekgiler gelirlerinin, ticretlerinin tizerinde (ve abartili boyutlarda)
tiketim diizeylerini stirdirebilmisler; sirketler ulusal tasarruflarin sinirlar
lzerinde harcama vyapabilmisler; ABD devleti ise, emperyalist
yvayllmaciligin, savaslarin yol acgtigi masraflari, yiiksek biitce aciklar
sayesinde rahatca karsilayabilmistir. Bu olanaklar, Amerikan ekonomisinin
astronomik dis aciklarina yol acmis; dis diinyadan bu tilkeye aktarilan net
kaynaklar her yil ABD milli gelirinin yiizde 6’s1 civarinda seyretmistir.

Bu doénem icinde diinya ekonomisinin tim buyik bloklari, ABD’nin dig
kaynak gereksinimlerini (dig aciklarinin finansmanini) karsilamak iglevini
Gistlenmislerdir. Ne var ki, bu siirecin igcinde Amerikan finansal sistemi, reel
sistemden giderek kopan kagittan varliklarin kesintisiz siskinlesmesine
dayanan bir bor¢ ekonomisine doniismustii ve ortaya cikan finansal
balonlasmanin stirddriilmesi giderek giiclesmekteydi. Ote yandan, dolarin
ayricalikli konumunun, ABD’nin alacaklilar1 (6rnegin Cin, Japonya ve
petrol ihracatgilar) tarafindan er veya geg ciddi boyutlarda sorgulanmasi ve
bir “dolardan kacma” senaryosu glindeme gelebilecekti.

Bu durumun slrdirilemeyecegini; abartili boyutlarda sisen finansal
balonun ya distan, ya da icten kaynaklanan bir dirtiyle foslayacagini
ongormek icin kahin olmak gerekmiyordu. Sonunda, ipotekli konut
pivasasindan kaynaklanan siddetli bir patlama, uluslararasi krizi tetikledi.
Finansal sistemin kiiresellesme derecesi, krizin hizla tim Bati ekonomilerine
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vayllmasina yol acti. Metropol kaynakli sermaye hareketlerinin durmast;
talep daralmalarinin dis ticarete yansimasi, gevre ekonomilerinin de krizden
farkli boyutlarda etkilenmeleriyle sonuclandi.

Milli gelirlerde 2008-2009’da gerceklesen daralmalar, 2010’da son bulmus;
ancak, krizin asilmasi i¢in izlenen politikalar buyik olgliide finans kapitalin
glindemi dogrultusunda bigimlenmis; kamu maliyesinde zamansiz kemer
stkkma Onlemleri yayginlagsmistir. Bu gelismeler sonunda diinya
ekonomisinin bir btiytik durgunluk dénemine slriiklenmis olma ihtimali
gliglenmektedir.

Ote yandan son kriz, kapitalist sistemin ciplak viiziinii, ahlaki cokintiistndi,
devlet aygitinin sinifsal igerigini, egemen siniflarin ikiyiizliligini ortaya
ctkarmigtir. Ve aslinda ekonomik kriz, kapitalizmi cok agir bir mesruiyet
bunalimi icine de stirtiklemistir. Ekonomik krizler, er-ge¢ son bulur. Hatta,
kapitalizm kendi sorunlarini, ekonomik krizler araciigiyla asar. Ne var ki,
bu krizin yol ach@ mesruiyet bunalimi kapitalizme kalict bir leke
bulagtirmigtir. Ve bu meruiyet bunalimi, bir sistem olarak kapitalizmin
asilmasina dontk toplumsal muhalefetlerin gliclenmesini saglayacaktir.

Anahtar kelimeler: Kapitalizm, kriz, emperyalizm.
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The Economical Analysis of the Crisis of
Capitalism 21

Korkut Boratav, Professor, Emeritus Ankara, Turkey.

The crisis that broke out in USA in late 2007 spread across Europe and
Japan immediately and around the economies surrounding imperialist
system towards the end of 2008 is the crisis of capitalist system and
imperialism.

The main factors, which lead to crises in capitalist economies functioned in
the present instance as well. Primarly, the association of downward trend in
profit limits in USA and excessive ambition of finance capital to make
money composed the objective preconditions of the crisis platform in
metropolitan economies.

The opportunities derived from the super-imperialist position of USA
caused a delay for the stress created by this association to turn into crisis.
Due to the fact that US dollar is a global currency, USA had a privileged
position in which it could borrow in its own currency, pay the foreign debts
by printing money (or by issuing unlimited debt securities), thus, could be
capable of transferring unlimited resources from the outside world.
Through this position, which has been strengthened gradually and
misused, the households and laborers in USA could preserve the
consumption levels that have been more than their incomes, salaries (or
consume excessively); the companies have been able to spend over the
limits of national savings; due to the high budget deficits, the US
government could easily met the expenses caused by imperialist expansion
and wars during the last thirty years. These opportunities have led to an
astronomical foreign deficits in US economy; the net resources transferred
from the outside world to this country have hovered around 6 percent of
US national income each year.

All large blocks of the world economy have undertaken the function to
meet the foreign resource requirements of USA (to finance its foreign
deficits) during this period. However, in this process, American financial
system had been turned into a debt economy based on a continuous
swelling of the paper assets detached from the real system gradually and it
has become increasingly more difficult to maintain financial ballooning that
had been emerged. On the other hand, the previleged status of US dollar
might seriously be questionned by the creditors of USA (such as China,
Japan and the oil exporters) eventually and an “escape from
dollar”scenario might be brought on the agenda.

It was not necessary to be a stoohsayer to predict that this situation was
unsustainable; the financial balloon, which has been swallon excessively
would fail by a stimulus derived either from inside or outside. Eventually, a
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violent explosion caused by mortgage market triggered the international
crisis. The extent of globalization of financial system led to rapid spread of
the crisis across all Western economies. Discontinuation of the capital
movements originating from metropolitan areas; reflections of shrinking in
demand into foreign trade resulted in exposure of peripheral economies to
the crisis as well at different extents.

The shrinkages in national incomes that has taken place in 2008-2009
came to an end in 2010; but the policies pursued to overcome the crisis
were shaped substantially according to the agenda of finance capital;
untimely belt-tightening measures became widespread within public
finance. In consequence of these developments, the world economy was
likely to be dragged into a major recession period.

On the other hand, the last crisis revealed the naked face and moral
corruption of capitalist system, class content of state apparatus, hypocrisy
of the ruling classes. And in fact, economic crisis also dragged capitalism
into a very heavy legitimacy crisis. Economic crises come to an end sooner
or later. Furthermore, capitalism overcomes its own problems through the
economic crises. However, the crisis of legitimacy caused by this economic
crisis permanently stained capitalism. And this crisis of legitimacy will
facilitate strengthening the social opposition aimed at overcoming
capitalism as a system.

Keywords: Capitalism, crisis, imperialism
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Kriz, Ticarilesme ve Hasta Hekim Iliskisi

Hans-Ulrich Deppe, Hekim, Profesér Dr., Emekli. Frankfurt, Almanya. 23

E-posta: Ulrich.Deppe@em.uni-frankfurt.de

"Kriz, Ticarilesme ve Hekim-Hasta Iliskisi" tizerine soz soylemek, tiptaki
belirli etkinliklerin genel toplumsal gelisimiyle ne kadar ilgili ve baglantili
oldugunu gostermeyi gerektirir. Bu, kiresel bir sorun oldugu halde, bir
stiredir yalnizca topluma iligkin bir konu olarak ele alinmigtir. Hasta ve
hekimlerin glnlik davraniglarinin krizden, ozellikle de diger bircok krizin
temeli olarak goriilen ekonomik krizden nasil etkilenecegi gosterilecektir.
Krizin kokenleri ve krizi czmesi beklenen araclar, neo-liberal ekonomiden,
bu ekonominin neredeyse tim toplumsal alanlari piyasalastirma ve
toplumsal maliyetleri diisirme amacindan dogar. Bu da, refah devletinin
unsurlarinin ve sinif miicadelesi ile elde edilenlerin yok edilmesi anlamina
gelir.

Bu sunum, bir siire icin slire¢ disinda tutulmus bir toplumsal alanin
ekonomik kullanimi ve ticarilesmesi stirecine elestirel bir bakistir. Piyasanin
ve rekabetin hekimler ve hastalar arasindaki iliskiye etkisi aciklanacak ve
coziimlenecek ve 6nemli degisikliklere vurgu yapilacaktir. Bunlardan birisi,
hastalarin giderek daha cok misteri konumuna gelecegi ve hekimlerin
giderek daha c¢ok girisimci kategorisine uygun davranacagi ve
duslinecegidir. Hekimlerin, tibbi bulgular ve tedavi girisimlerine iligkin
takdir kararlarina da o6nemli etik yonleriyle deginilmektedir. Analizin
gosterdigi sonuclardan biri, piyasanin ve rekabetin gizli glicinden kamu
tarafindan korunan tibbi alanlara gereksinimimiz bulundugu, c¢linka
hastalarin savunmasiz insan grubu oldugudur. Diinyada, isleyisi yalnizca
pivasa tarafindan diizenlenen higbir saglik sisteminin bulunmamasi belli bir
yere kadar anlagilabilir. Genellikle, devlet kimligindeki kamu, saghk
hizmetlerinin diizenlenmesinde egemen konumda olmustur, clinki saglik,
insan ve toplum yasaminin temel bir unsurudur. Burada saglik, bir ticari
meta olarak degil, bir insan hakki olarak gorilmelidir. Tibbi kurumlarin
ticarilesmesi silirecinin alternatifi, dayanigsma ilkesine dayanan saglik hizmeti
yontemleridir.

Anahtar kelimeler: Kriz, ticarilesme, hekim, hasta, iligki, rekabet.
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Crises, Commercialization and Doctor-
Patient Relationship

Hans-Ulrich Deppe, MD, Professor, Emeritus. Frankfurt, Detchland.
E-mail: Ulrich.Deppe@em.uni-frankfurt.de

To speak about Crisis, Commercialisation and Doctor-Patient
Relationship” implies to show how specific activities in medicine are
mediated and connected with the general social development. For some
time it was only a question of the society meanwhile it is also a global
question. It shall be shown how the everyday behaviour of patients and
doctors will be influenced by the crises — especially the economic crisis
which is seen as the basis for many other special crises. The origins who
lead to the crisis and the instruments which should solve the crisis are born
out of the neo-liberal economy with its intention to marketise almost all
social spheres and to cut social costs. That means to terminate parts of the
welfare state, parts which were achieved by class struggle.

The presentation is a critical look at the process of economising and
commercialisation of a social field which was exempted for some time. The
impact of market and competition on the relation between physicians and
patients will be described and analysed. Important changes will be stressed.
One is that the patients will become more and more the position of a
customer and the physician acts and thinks more and more in categories of
an entrepreneur. It touches the discretionary decisions of physicians for
medical indications and therapeutic interventions with important ethical
aspects. A result of the analysis is that we need medical areas which are
publicly protected from the blind power of the market and competition
because in the care of the sick and ill are vulnerable structures and
vulnerable groups of people. Insofar it is understandable that we have no
health care system in the world which is regulated by the market only.
Normally the public in form of the state had and has a dominating role in
the regulation of health care because health is one basic element of human
and social life. Here health is seen as a human right and not as a
commodity. The alternative to the process of commercialisation of medical
institutions are forms of care which are based on the principle of solidarity.

Keywords: Crises, commercialization, doctor, patient, relationship,
competition.
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Oturum Bagkanlar: /Chair Persons:
Saadet Ulker, John Lister

1980 Sonrasi1 Saglik Reformlan
The Health Care Reforms After 1980

Saglik Reformu Pandemisi: Neden ve Nasil?
Saghigin Ekonomi Politigi
Onur Hamzaoglu, Hekim, Profesor, Kocaeli Universitesi Tip Fakultesi, Halk

Sagligi Anabilim Dali. Kocaeli, Turkiye.
E-posta: ohamzaoglu@kocaeli.edu.tr

Emek-glictiiniin yeniden Uretimi igin gerekli hizmetlerden birisi olan saglk
hizmetleri, kapitalist toplum bigiminde patron i¢in maliyet unsurlarindan bir
tanesidir. Saglik hizmetleri, hem karin en ust diizeye cikartiimasi hem de
kapitalizmin yapisal krizlerinin asilmasi hedefi icin maliyetin en aza
indirilmesi cabalarinin ana konularindan birisidir. Bununla beraber,
onceden ilag sanayi ile sinirliyken, son ti¢ dektattir hem tibbi teknoloji hem
de saglik hizmetleri alani kapitalist sistemin buiyiik kar elde ettigi “yeni” bir
sektor olarak gliindeme gelmistir. Bunun icin saglk sektort kapitalizmin
1970l yillarla birlikte yasamaya bagladig krizin de ana konularindan birisi
konumundadir.

Ikinci Diinya Savasi sonrasinda, Bretton Woods Anlasmasi kapsaminda
kapitalizmin yeniden insasina katkida bulunmak tzere kurulmus olan
Dinya Bankast (DB), 1980°li yillardan itibaren (kapitalizmin yetmisli
yillarda baslayan yapisal krizine ¢ozim arayist olarak) tlkelere yapacagi
yardimlart  kendisi tarafindan belirlenmis olan “yapisal uyum
programlarinin” uygulanmasi kosuluna baglamistir. Yapisal uyum
programi, genel olarak kamusal sistemin yeniden yapilandiriimasi ve
Ozellestirmelerle i¢ piyasalarin dlzenlenmesini hedeflemektedir. DB,
1980’lere kadar yalnizca uluslararasi ekonomik kurulus olarak tanimlanan
islevi ve kimligini o yillarla birlikte, yapisal uyum politikalariyla ilgili hedefini
gerceklestirilebilmek icin bilgi kurulusu kimligi ile stirdirmektedir. DB’nin
“Yoksulluk” raporu ile “Saglik Hizmetini Finanse Etmek: Reform Icin
Giindem” isimli yayinlar1 bu saptamalara kaynak olarak gésterilebilinir.**>

Pandemi, bircok tlkeye yayilmis salginlara verilen isimdir. Bir hastalik veya
tibbi durum sadece yaygin olmasi ve ¢ok sayida insanin Oliimiine yol
acmasl nedeniyle pandemi olarak nitelendirilemez, ayni zamanda bulasici
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olmasi gereklidir. DB, yapisindaki “Nufus, Saglik ve Beslenme” bolumi
araciigiyla, 1980’li yillarla birlikte bircok tlkede, saglik alani analizleri
gerceklestirip, raporlar hazirladi. S6z konusu raporlarda; bitiin tlkelerde
saglik alaninda maliyet artisindan kaynaklandigini gosterdigi bir ‘saglik
krizi'nin varligmi tanimlandi. Ulkeler farkli ekonomik yapi ve gelismislik
diizeyleri ile farkli saglik sistemlerine sahip olmalarina karsin, hepsinde ayni
¢ozim  Onerilerini iceren reform paketleri, benzer sistematiklerle
uygulanmaya baslandi. Saglik alani arastirmalari DB’nin her tlkeye ilk
adimi olarak gerceklesti. Yine tilkeler arasinda fark gézetmeyen bir bicimde
DB’nin ikinci adimi; tlke yoneticileri ve akademisyenlerle saglik alaninin
analizlerinin ardindan hazirlanan raporlarn gecgerli tek veri olarak kabul
eden ve kullanan, diizenli toplantilar gerceklestirilerek saglik alani analiz
sonuglarinin paylasilmasi oldu. Bu toplantilarda, krizin ¢6ziimi igin regete
olarak da ‘saglikta reform’ énerisi katilimcilara benimsetildi. Uciincti asama
olarak saglik bakanliklarinin idari yapilanmalari disinda tutulan saglk
reform birimleri kuruldu, hiikimetlere dustk faizli krediler verilerek stirecin
hizla baglatilmasi saglandi. Verilen kredilerin ¢ok biiyik boliminin DB
tarafindan 6nerilen-atanan danismanlara 6¢denmesi de 6nemli bir 6zellik
olarak dikkat cekti. Kamuoyuna, reform paketinin uygulanmasi ile niifusun
timunun saghk hizmeti kapsamina alinacagr ve farkli sosyal glivenlik
kurumlarindan kaynaklanan “esitsizlikler”in coziilecegi mesajlar1 verildi.
Ozetle, DB, yine DB’nin terminolojisiyle ifade edersek; tilkelerde maliyet-
etkililik temelli uygulamalar olmadi@ icin “saglik krizi” yasandigini, icerigini
desantralizasyon ve oOzellestirme olarak iki ana baglikta toparladigi saglik
reformlart uygulamalari ile tlkelerin saglik sistemlerinin etkililigi ve
etkinliginin  artirilacag@ini, hakkaniyet ve misteri memnuniyetinin
saglanacagi mesajini veriyor, uygulamanin hizla baglayabilmesi igin de her
yolu deniyordu.*?

Reform paketinin igeriginde; sosyal glivenlik kurumlarinin tek cati altinda
toplanarak yeniden vyapilandirilmasi, saglk hizmetlerinin sunumuyla
finansmaninin birbirinden ayrilmasi, saglik sektériinde kamu kurumlarinin
varh@ini olabildigince simirlayip, kamu disi aktorlerin saglik sektériine
girisinin saglanmasi, piyasa mekanizmalarinin cok daha yogun kullanilmasi
ille saghk bakanliklarinin hizmet sunan islevlerinden arindiriip yalnizca
“diizenleyici kurum”lara  dontstirilmesi, birinci basamak saghk
hizmetlerinin kigilere yonelik ve hekim temelli olarak sunulmasini
saglayacak aile hekimligi sisteminin kurulmasi, ve yerinden yonetime
dayanan bir sistem kurulmasi bulunuyordu. Butiin paketlerin igerigi “her
seyin oldugu gibi saglik hizmetlerinin de bir maliyeti oldugu bu nedenle
hizmeti kullanacak olanlarin bu maliyeti paylasmasi gerektigi gerekce
gosterilerek” herkesin saglik primi 6demesi, “hizmetin gereksiz kullaniminin
engellenmesi gerektigi gerekce gosterilerek” katilm wve Kkatki payi
6demelerinin diizenlenmesini de kapsiyordu. Bunlarin yani sira, saghk
emek-glicii istihdaminda esnek calisma bicimleri ile 6zellikle hekim ve
hemsirelik  hizmetleri sunumunda ara emek-gici kullaniminin
yayginlastirlmasi da yer almaktaydi.®
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Oncelikle, Sili, Arjantin, Meksika, Hindistan, Yeni Zelanda ve Filipinler'de
1980’lerin ilk yillarinda gergeklestirilen saglik reformlarini benzer amaclarla
gerceklestirilmis olmakla birlikte izlenilen yol ve kullanilan araglar olarak
inceledigimiz pandeminin disinda tutmamiz, yalnizca haber vericisi olarak
degerlendirmemiz gerekir. Saglik reformu pandemisi, diinya tarihinde
bilinen diger pandemilerden farkhi olarak etkeni laboratuar kosullarinda
gelistirilmis ve tilkelere yine o laboratuarin sahiplerinin karari ile calisanlari
tarafindan bulastirilmistir. DB kaynakli saglik reform pandemisinin ilk
adimlart 1985 yilinda Zambia’da, 1986'da Turkiye’de ve Andorra’da
gorildi. Henliz ne oldugu tanimlanamadan 1987 yilinda Tayvan, Sri
Lanka, Uruguay ve Uganda’da, 1988 yilinda da Brezilya, Almanya ve
Trinidad & Tobago'da 1989'da Ispanya ve Polonya'da goriliirken
Belcika’da doksanli yillardan 6nce varligina rastlandi. 1990-1995 yillan
arasinda da salgin yayilarak devam etti: 1990’da Ingiltere, Kanada, ABD,
Birlesik Arap Emirlikleri ve Israil, 1991’de Zimbabwe, Guatemala, Portekiz,
Romanya, Bulgaristan, Belarus ve Rusya, 1992’de Avusturya, [talya,
Yunanistan, Slovakya ve Cek Cumhuriyeti, 1993’de Kolombiya,
Macaristan, Danimarka, Finlandiya, Sierra Leone, Giiney Kibris, Letonya,
Moldova Cumbhuriyeti ve Litvanya, 1994’de Kirgizistan ve Tirkmenistan,
1995’de de Arnavutluk, Avustralya, Kosta Rika, Kazakistan ve Malta saghk
reformunun bulastirildigi tlkeler oldu. Saglik reformu pandemisi doksanli
yillarin sonuna kadar 1996 yilinda Tayland, Ozbekistan ve Ermenistan,
1997 yilinda Tacikistan ve Isve¢, 1998’de El Salvador, 1999’da Cin ve
Fransa’ya ulasti. 2000 yiinda Hindistan, Estonya ve Ukrayna, 2001’de
irlanda ve Norveg ile 2006 yilinda da Azerbaycan’da gériildii.>”3°

Yukarida paylasilan tarihlerin hemen c¢ogu saglik reformu ile iligkili ilk
faaliyetleri, dolayisiyla etkenin tlkeye girisini belirtmektedir. S6z konusu
tarihlerden sonra her tilkedeki kulucka stiresi-inkubasyon peryodu farklhilik
gostermistir. Bununla birlikte, hemen hicbir tlkede tamamlandig
soylenemez. Clnkl saglik hizmetlerinin sunumu ve buna bagl bilesenler
lizerinden para kazanmanin en Ust sinirina gelindigi ile ilgili emareler hentiz
yoktur. Pandeminin isciler, issizler, koyliler, yoksullar gibi yasayabilmek
icin emek-glicinii satmak zorunda olanlara yonelik tahribati giderek
artmaktadir. S6z konusu tahribat kendiliginden sonlanmayacaktir.
Sonlanabilmesi icin etkenin ve kaynaginin ortadan kaldirilmasi gerekir.

Anahtar kelimeler: Saglik reformu, saglik politikasi, pandemi.
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Pandemic of Health Care Reform: Why and
How? Political Economy of Health

Onur Hamzaoglu, MD, Professor, Kocaeli University Medical Faculty,
Public Health Department, Kocaeli, Turkey.
E-mail: ohamzaoglu@kocaeli.edu.tr

Health services, which are one of the services necessary for the
reproduction of labor-power are the element of cost for employer in
capitalist form of society. These services are one of the main issues of the
efforts to maximize the profit as well as the efforts to minimize the cost to
achieve the goal of overcoming structural crises of capitalism. However, for
last three decades, both of medical technology and healthcare services
areas were brought to agenda as a “new” sector, through which capitalist
system makes a large profit, while it has previously been limited to
pharmaceutical industry. Therefore, health sector is one of the main issues
of the crisis as well, which capitalism had experienced since seventies.

The World Bank (WB), which has been established after the Second World
War in accordance with the Bretton Woods Agreement to contribute to the
reconstruction of capitalism, made the loans to the countries (in pursuit of
solution for structural crisis emerged in seventies) conditional on the
implementation of “structural adjustment programs” since 1980s that were
specified by the WB itself. Structural adjustment program, in general, aims
to restructure public system and to regulate domestic markets by
privatization. WB, which has been defined as only an international
economic institution until 1980s, carries on its function and identity as an
information agency since then, to achieve its purpose related to the
structural adjustment policies. World Bank’s report named “Poverty” and
another publication of WB named “Financing Health Services in
Developing Countries: An Agenda for Reform” can be referred to as
sources for these statements.!??

Pandemic is an epidemic that spread across several countries. A disease or
a medical condition can not be considered a pandemic only with regard to
its prevalence or consequences causing the death of large numbers of
people, it has to be communicable as well. WB conducted health field
analyses in many countries and provided reports since 1980s through its
“Population Health and Nutrition Division” and identified the presence of
a ‘health care crisis’ in these reports, arising from the increase in costs of
health services in all countries. Although these countries had different
economic structures, different levels of development and different health
systems, the reform packages involving the same suggestions for solution
began to be implemented by using similar systematic. Health services
researches were the first steps of WB into each country. The second step,
also disregarding the differences between the countries, was to share the
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results of health field analyses through regular meetings held with the
attendance of government executives and academicians. At these
meetings, the reports that were prepared after the health field analyses
were approved and used as only valid data. WB has made the participants
adopt the health care reform offer, as a prescription for solution of the crisis
at these meetings. In the third stage, separate health care reform units apart
from the administrative structures of the ministries were established, the
governments were provided with low interest loans to immediately start the
process. It was remarkable that a very large portion of these loans has been
paid to the consultants recommended-appointed by WB. The messages
were given to the public asserting that whole population would be covered
under health services, and “inequalities” due to different social security
institutions would be resolved through the implementation of reform
package. In brief, WB, in its own words, was stating that the “health care
crisis” occurred since the cost-effective based practices haven’t existed in
the countries; effectiveness and efficiency of the health systems would be
increased, equity and customer satisfaction would be provided through
implementation of health care reforms, which have been summed up
under two main headings ‘decentralization’ and ‘privatization’. WB was
also making every effort to start the implementation rapidly. *°

The content of the reform package was composed of restructuring of social
security institutions by gathering them under one roof, separation of
financing and delivery of health services, limiting the presence of public
institutions in health sector as far as possible and ensuring the entrance of
non-public actors into this sector, elimination of service delivery functions
of ministries of health and turning them only into “regulatory authorities”
by using market mechanisms much more intensively, establishment of
family practice system, which would ensure the provision of individual-
oriented and physician-based primary health care services and forming a
system based on decentralization. The contents of all packages were also
including that everyone should pay health care premiums depending on
the justification that “those who will use services should share the cost since
health services also have a cost as much as anything else” and the need for
the regulations on patient shares and contribution rates depending on the
statement that “unnecessary use of services should be avoided”. Besides,
flexible working conditions in employment of health labor-power and
extensive usage of intermediate labor-power particularly in provision of
medical practice and nursing services also took place in the scope of the
package.®

Even though the health care reforms carried out in early 1980s in Chile,
Argentina, Mexico, India, New Zealand and the Philippines had similar
purposes, they should be left out of pandemic considering the path
followed and the tools used; these practices must be evaluated just as
precursors. The health care reform pandemic, differently from other known
pandemics in world history, has an agent developed under laboratory
conditions and this was also communicated to the countries by staff of this
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laboratory depending on the decisions of the owners of same laboratory.
The first steps of WB-originated pandemic of health care reform were seen
in Zambia in 1985, in Turkey and Andorra in 1986. It took place in 31
Taiwan, Sri Lanka, Uruguay and Uganda in 1987, also in Brazil, Germany
and Trinidad &Tobago in 1988, in Spain and Poland in 1989, while it has
not yet been identified. Belgium encountered it shortly before nineties. The
epidemic continued to spread between 1990-1995: in 1990 Great Britain,
Canada, USA, United Arab Emirates and Israel, in 1991 Zimbabwe,
Guatemala, Portugal, Romania, Bulgaria, Belarus and Russia, in 1992
Austria, Italy, Greece, Slovakia and Czech Republic, in 1993 Colombia,
Hungary, Denmark, Finland, Sierra Leone, South Cyprus, Latvia, Republic
of Moldova and Lithuania, in 1994 Kyrgyzstan and Turkmenistan, in 1995
Albania, Australia, Costa Rica, Kazakhstan and Malta were the countries,
where the health care reform was transmitted. Until the end of nineties,
health care reform pandemic was reached Thailand, Uzbekistan and
Armenia (in 1996), Tajikistan and Sweden (1997), El Salvador (1998),
China and France (1999). It was seen in India, Estonia and Ukraine in
2000, in Ireland and Norway in 2001 and in Azerbaijan in 2006.572?

Most of the dates that were shared above indicate when the first activities
associated with health care reform took place, thus, the year of the entry of
the agent into the country. After these dates, the incubation period varied
in each country. However, it cannot be said that it was completed in
respect of almost any county, because, there is no sign yet of reaching the
upper limit to make money through the delivery of health services and
related components. The destruction caused by pandemic to those such as
workers, unemployed, peasants and poor, who are obliged to sell their
labor-power in order to survive is increasing. This destruction will not be
over spontaneously. The agent and its source must be eliminated to stop it.

Keywords: Health reform, health policy, pandemic.
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Diinya Saglik Orgiitii’niin “Yeni Yonetigim”
Reformu: Hiikiimetlerin Yerine Kamu-Ozel aa
‘Gozetim’ Ustyapisi

Garance F. Upham, Ekonomist, UFAL Ofisi. Halkin Saghgi Hareketi, Engellilik ve
Ekonomi Grubu Baskani. STK Saglik Forumu Ytrttme Komisyonu Uyesi. J, Le
Prieure, 01280 Prevessin, Fransa. E-posta: fannie.upham@gamail.com

Diinya Saglik Orgiitiit (DSO) Olaganiisti Yonetim Kurulu, bir Denetim
komisyonu ve 2012’de gergeklesmesi kararlastirlan bir “Dinya Forumu”
ile ‘Yeni Yonetisim’ siirecini baglatmak tizere 1-3 Kasim 2011 tarihleri
arasinda toplanacaktir. Toplantinin agiklanan amaci “saglik sistemlerini
gliclendirmek”tir. Buna ek olarak, bir Kuresel Saglik Fonu olusturulmasina
iliskin gortismeler de vapilacaktir. Kiresel “Saglik Yoénetisimi’nin yeni
bicimlerine iligkin 6neriler, Diinya Saglik Asamblesi’'nde (DSA, 16-22 Mayis
2011) oldugu gibi, DSO’niin ciddi biitce sikintilarmin oldugu bir zamanda
ortaya atilmaktadir.

Kiiresel saghga iliskin olarak Birlesmis Milletler (BM) sisteminde neyin
yasanmakta oldugunu, hikimetlerin mali ve ticari konulardaki yetkilerini
ciddi bicimde zayiflatan uluslartistii organlarin giiclendirilmesi baglaminda
yerli yerine oturtmak 6nemlidir. Bunun son 6rnekleri, borclulugu azaltma
ve Dbltceyi “denklestirme” girisimi bahanesiyle, kamu harcamalarinin
azaltilmasini ve kamu mallarinin 6zellestirilmesini “denetlemek” amaciyla
Avrupa’ya dayatilan IMF gibi kuruluslardir. Saglikla ilgili bir diger 6rnek,
Diinya Ticaret Orgitii (DTO) niin diinya ticaret sisteminin yerini almak
Uizere, Ulkelerin fikri haklara iliskin diizenlemeleri denetleme yeteneklerini
azaltmak amacwyla olusturulan Sahtecilige Karsi Ticaret Anlasmasi

(ACTA) drr.

Saglik politikalari alaninda, serbest piyasa savunuculari ve 6énemli distince
kuruluslar, “Kamu-Ozel Ortakliklari”ndan birkac vil sonra, simdi de, saglik
sistemlerinin kiiresel yonetimi icin, hiiklimetlerin yetkilerini azaltan, yeni ve
daha vetkili bir “Ortaklik” sistemini desteklemeye yénelmektedir. Ozel cikar
gruplari, diinyanin her yerinde, ulusal saglik sistemleri tizerindeki kontroll
ele gecirmeye hazirlanmakta olabilir.

DSO icinde duyulan, Kamu-Ozel Ortakliklar’ ndaki artigin aslinda DSO’niin
saglik politikalar tizerindeki denetimini ve finansmanini engelledigi kaygist,
ozel sektoriin glic kazanma cabalarii kolaylastirmaktadir: Bugtin, DSO
bitcesinin yalnizca %13’ bireysel hiikiimet ya da kuruluslarin finasmani
disindadir; buyik 6zel ‘finansorler’ arasinda en taninmist olan olan Bill ve
Melinda Gates Vakfi, simdi DSO’ne ilk sirada, herhangi bir devletin tek
basina yaptigi katkidan daha fazla katki saglamaktadir.

Dinya Ekonomik Forumu Davos “Yeniden Tasarim” projesi ve DSA’nin
demokratik denetimini devre disi birakan benzer modellerden, cevre
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sorunlarina iliskin cerceve olarak vyararlanilmaktadir. Moskova'da
gerceklesen Bulasici Olmayan Hagtaliklar ilkbahar zirvesinde baslatilan
“Kuresel Saglik Forumu”, énerilen “Kiiresel Saglik Yonetisimi” sistemleri
arasindadir.

Diger projeler arasinda, Uluslararasi Saglik Finansmani Ortakh@, Saglik
Sistemlerini Giglendirmesi Icin Kiiresel Fon ve Kiiresel Saglk Fonu yer
almaktadir. Bunlardan sonuncusu, Kiresel AIDS, Tuberkiloz, Sitma
Fonu'nun (GFATM) benzeri bir yapidir. GFATM bu hastaliklarin tedavisi
icin yaptigl para yardimlari nedeniyle iyi bir (in kazanmis olmakla birlikte,
temelde, DSA’nin denetiminde olmayan ve bir ulusun iyeliginde
bulunmayan, Isvicre merkezli ‘Gzel’ bir orgittir; herhangi bir kisi icin
herhangi bir zamanda ilag saglamayi durdurabilir (bunun son 6rnekleri
Fildisi Sahili ve Nijerya’da yasanmistir). Kuresel bir saglik sistemleri fonu,
tek tek tilke yonetimlerinin ulusal saglik politikalari tizerindeki denetimini
ortadan kaldirabilir ve su anda birgok Avrupa tilkesinde uygulanan tirde,
‘0zel’ mali kazanclari insanlarin gereksinimlerinin {izerinde tutan ‘yénetim’
muhasebesi yaklasimlarini dayatir.

Bir cesit ‘kiiresel yardim sistemi’ olusturan, ulusétesi denetiminin ve bir tir
‘veni somiurgeciligin’ temellerini atan bu ve benzeri anti-demokratik
Onerileri inceleyecegiz. Bunlarin, finansal kapitalizmin gliclendirilmesi ile,
Ozellikle onun ‘ultra liberal’ 6nemli aktorleri ve Meksika eski Saglik Bakani
Dr. Julio Frenk gibi savunucularn ile paralelligi ortadadir. Bu ¢abanin bir
parcasi olarak gelismekte olan tilkelerde sendikali emege yonelik glcli
saldir1, ‘kiiresel yonetim’ altinda birinci basamak saglik hizmetleri veren
kigultilmis bir kamu sektorii, saglik sistemleri tizerindeki kiiresel mali
denetim, karli olan herseyin ¢zellestirilmesi, en Ust dliizeyde karliliga yonelik
kiiresel dlzenlemeler ve DSA’nin demokratik denetiminin devre dist
birakilmasi, bu énermelerin temel unsurlardir.

Once bunlarin arka plam inceleyecegiz:

Daralmig finansman-Ara¢ olarak, bor¢ ve azaltlmis butgeler —Devlet
finansmanin yerine dig yardimin gegmesi.

Ozel yonetim ve Kamu-Ozel Ortakliklari

Secilmis hiikiimetlerin rolliinii azaltan kiresel ¢oéziim (“kahyalik” yapan
hiikimetler)

Ardindan, ne sdylemek istendigini kavramak icin ilgili belgeleri
inceleyecegiz:

Yonetisim: DSO icin 6nerilen ‘Yeni Yonetisim; BM’in orijinal saghk
yonetisimi kavramindan 6nemli bir uzaklagma.

Forum: DSO Yénetim Kurulu'na yardimei olmak tizere 6énerilen bir kiiresel
Forum

Taraflar: Sivil toplum yonetime getirilmektedir. Bu, saglik alaninda cikari
olan 6zel sirketlerin, ilac endustrisinin, tibbi malzeme endistrisinin ve ayrica
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alkolstiz icecek endistrisinin, tarim-gida sektortintin, bilgisayar ve medya
sektortinlin  herhangi biri ya da timii anlamina gelmektedir.

Mali sorumluluk: Bir Denetim komisyonu kurulacaktr. DSO’niin
isleyisinin  denetlenmesinin yani sira, yeni denetleme bigimleri
uygulanacaktir. Stireg, bir hastanenin “bltcesini denklestirmesi”, bir
bolgenin saglik maliyetleri ve gelirlerini “dengelemesi” stireclerine
benzemektedir. Bu, sagllk harcamalarina yoénelik bir muhasebe
yaklagimidir.

Olcme: Ya da istatistigin diktatérliigii. Olcme ve muhasebe el ele gider.
Tipik 6rnegi, bilgisayar devinin finanse ettigi saglik 6l¢iim enstitiisintin
destegiyle kiiresel olarak on ana saglik riskini 6lgmeyi amaclayan Davos
LEAD girisimidir.

Saghk Sistemleri ve Saglik Sistemlerinin ‘Giiclendirilmesi’:
Sagligin Sosyal Belirleyicileri Komisyonu’nun raporundan yararlanarak,
dusintrler, saglik sistemlerini gliglendirmek icin cogunlukla yerlesik saglik
sistemlerinin ‘digina’ ¢ikmay1 Onermektedir. Riskleri azaltmak amaciyla
(sigaraya karsi, kondom Kkullanimi icin, egzersiz yapilmasi icin-Mc
Donald’s’in giinde 5 meyve/5 sebze kampanyasina katilimina bakiniz-,
medyayi (medya sirketlerini) ve eglenceyi (eglence endustrisini) kullanarak
davranis degistirme kontroliini 6nermektedirler. Yoksul tlkelerde ya da,
zengin ya da gelismekte olan {Ulkelerin yoksul kesimlerinde saglik
kadrolarinin asir1 azalmasina, temel gereclerin bulunmayisina iliskin ¢ok az
sey sOylenmistir. Komisyonun, sagligin temelleri olarak icme suyu,
sanitasyon ve beslenme konularinda israrci olmasi, alkolsiiz icecek ve gida
endustrilerinin saglik politikalarinin olusumuna katilmasini saglayacak,
Davos’u temsil eden bir 6neri haline getirilmektedir!! Saglik sistemlerinin
Ozel sektorce finanse edilmesine iligkin olarak Onerilen ‘yenilikci’
yaklasimlar, ayni anda, kiiresel saghgmn ultra liberal aktorleri tarafindan
olusturulan IHP+LEAD gibi paralel girisimlerce de O6nerilmekte ve
derinlemesine analiz edilmektedir.

Oyuncular “kim” ve “kaynaklarimiz neler” sorularim1 yanitlamaya
calisacagiz:

So6ziint sakinmayan distince kuruluslari; ketum distince kuruluglari, Saghk
Yonetimi  Orgiitleri; Saglik-disi sektér: Pepsi Cola, Nestlé. Kapsayic
hedeflerin iki tir oldugu goriilmektedir: 1) Ozel saglik sistemlerinden ve
“halk sagligl” kampanyalarini (kondomlar, titin kullaniminin azaltiimast,
katki maddesi igeren vyiyecekler vb.) ytrlten o6zel sirketlerin kamu
tarafindan finanse edilmesi sonucu elde edilen kar 2) Yonetsel denetim ve
gOzetim.

Sonug olarak, Ulkelerin hiikimetleri ve saglik alanindaki gercek kamu
aktorleri igin, o6zel cikar sahiplerinin ve lobicilerin neyin arayisinda
olabilecegini analiz etmek ve kavramak 6nemli olsa da, burada yaptigimiz
gibi, reform konusunda tek tarafli bir goriis sunmak adil olmaz. Gelismekte
olan tlkelerin farkhi glindemleri ve Ulkelerin kendi icinde farkhi gorisleri
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vardir. Baglangicta, DSO’ntin giiclendirilmis saglik sistemlerine ilgisi,
orgitiin Koreli eski Genel Direktorii J. W. Lee ile birlikte dogmustu. O
sirada, Evrensel Sosyal Giivenlik Sistemleri'ni desteklemek amaciyla
Brezilya’da bir hiikiimet-sivil toplum ortak girisimi olustu. Brezilya’daki
Konferans Aralik 2010’da basladi. Onemli. Kendi tilkelerinde bir sosyal
gtivenlik sistemi kurmaya ¢abalayan bircok yoksul tilkenin Calisma Bakani,
gelismekte olan tlkelerden birgcok bakan ve orta diizey yonetici katildi.
Brezilya, bu sonbaharda Rio de Janeiro’da, Sagligin Sosyal Belirleyicileri
Komisyonu’nun izinde bir konferans diizenleyecektir.

Anahtar kelimeler: Kiiresel saglik yonetigimi, kiiresel saglik fonu, kuresel
saglik forumu, Diinya Saglik Orgut.
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“New Governance” Reform of the World
Health Organization: Replacing
Governments with A Public-Private
'Oversight' Super Structure

Garance F. Upham, Economist. UFAL Bureau. Chair, Disability and Economics
Circle, People's Health Movement Member, Steering Committee, NGO Forum for
Health J, Le Prieure, 01280 Prevessin, France. Email: fannie.upham@gmail.com

An extraordinary Executive Board of the World Health Organization
(WHO) will meet Nov 1-3rd, 2011, to begin the process to initiate a “New
Governance”, with an Audit commission and a “World Forum”-set to
occur in 2012. The stated purpose is to 'strengthen health systems'. In
addition there is talk of the creation of a Global Health Fund. As initiated
in the World Health Assembly (WHA-May 16-22, 2011), proposals for new
forms of global 'New Health Governance' are being acted on at a time of
severe budgetary difficulties for the WHO.

It is important to locate what is happening in the United Nations (UN)
system regarding global health, in a context where supranational bodies
are strengthened which severely undermines the power of governments in
financial and trade matters. Recent examples are the IMF like structures
imposed on Europe to 'oversee' public expenditures reduction and
privatization of public assets under the pretext of an attempt to reduce
indebtedness and 'balance' the budget. Another health related example is
the Anti Counterfeiting Trade Agreement (ACTA) set to replace the world
trade system of World Trade Organization (WTO), to decrease the
capacities of countries to overcome the intellectual property regimes.

After several years of Public-Private Partnerships' in health policy,
proponents of the free market and major think tanks are moving forward
advocating a new and more powerful system of 'Partnership' for global
management of health systems, shrinking governments' power. Private
interest groups may be poised to take control over national health systems
the world over.

The drive for private control is facilitated by the concern within the WHO
that the exponential increase in Public-Private Partnerships is in fact
depriving the WHO from any funding or control over health policy : today
only 13% of the WHO budget is not earmarked for pet programs of
individual funding governments or entities, the best known among the big
private 'funding players' being Bill and Melinda Gates Foundation, now the
first contributor to the WHO, more than any individual State's contribution.

The models are the framework used for environmental issues, the World
Economic Forum Davos 'Redesign' and similar models bypassing the
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democratic control of the WHA. Among the proposed system of 'Global
Health Governance' is a new "Global Health Forum" which was initiated in
the spring summit on Non-Communicable Disease in Moscow.

Among other projects are the International Health Financing Partnership,
the Global Fund to Strengthen Health Systems, and the Global Fund for
Health. The later along the lines of the Global Fund for AIDS, TB, Malaria
(GFATM). While the GFATM has acquired a good repute from its
assistance to pay for treatments, it is basically a 'private' organization based
in Switzerland without the governmental control of the WHA, or national
ownership, it can cut off drug supplies anytime to anyone (recent examples
are Ivory Coast and Nigeria). A global Fund for health systems could
deprive individual State governments of control over national health
policy, and would impose 'managerial' accounting approaches of the type
now implemented in many European countries, placing financial 'private’
gains over people's needs.

We will review these and other similar anti-democratic proposals, which
are establishing a sort of 'global welfare system' and laying the basis for
transnational control and a type of 're-colonization'. The parallel with the
strengthening of a financial capitalism is evident, notably with the its 'ultra
liberal' major actors, and proponents, such as the former Health Minister of
Mexico, Dr Julio Frenk. A strong attack on unionized labor in developing
countries being part of the drive, a shrunk public sector for primary health
care under 'global management', global financial control over health
systems, privatization of all that is profitable, Global regulations for
maximal profitability and the bypassing of the democratic control of the
WHA are central elements to the propositions.

First, we will examine the background:

Shrunk funding -Debt and reduced budgets as tools -Replacing State
funding by foreign aid.

Private managing and Public-Private-Partnerships

Global shift to shrink the role of elected governments (gov't as
'stewardship')

Then we will examine the relevant documents to attempt to grasp
what is meant by:

Governance: proposed 'New Governance' for the WHO, a radical
departure from the UN original concept of health governance.

Forum: A global Forum is proposed to assist the Executive Board of the
WHO

Stakeholders: Civil society is brought on board to manage. That means
any and all Private Corporation with an interest in health, the
pharmaceutical industry, the medical industry, and also the soft drinks
industry, the ago-food sector, the computer and media sector.
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Accountability: An Auditing commission will be set up. WHO functioning
is to be examined but also new forms of accountability. Process appears
similar to that established for individual hospital to 'balance their budgets',
regions to 'balance' their health costs and revenues. It is an Accounting
approach to health expenditures.

Measurement: Or the dictatorship of statistics. Measurement and
accounting go hand in hand.

Typical is the Davos lead initiative to 'measure' the ten major risks for
health globally with support from computer giant funded institute for health
measurement.

Health Systems and the 'Strengthening' of Health Systems: Using
the report of the (very progressive) Commission on the Social
Determinants of Health, the thinkers propose mostly to go 'outside' of
established health systems for strengthening. They propose behavior
modification control using the media (corporations), and entertainment
(industry) to promote risk reduction (against smoking, for exercise—see Mc
Do's involvement in 5 fruits/5 vegetables a day- condom use). Very little
said about the extreme depletion of health staff in poor countries or poor
communities of emerging or rich countries, the lack of basic equipment.
The commission's insistence on potable water, sanitation and nutrition as
basics for health, becomes the Davos representative proposal to include the
soft drink industry, and the food industry in health policy making.!!

Proposed 'innovative' approaches to private sector financing of health
system is meanwhile proposed and analysed in depth in parallel initiatives
such as IHP+ lead by ultra liberal actors in global health.

We will attempt to answer the questions of 'Who' are the players,
what are our sources:

Outspoken think-tanks; discreet think-tanks; HMOs -Health Management
Organizations;

Non Health sector: Pepsi Cola, Nestlé. Overarching objectives appear of
two sorts: 1) profits from private health systems and from public funding for
private corporations lead 'public health' campaigns (condoms, tobacco
reduction, additive fortified foods etc.) and 2) managerial control and
oversight.

In conclusion, while it is very important for country governments and
genuine public actors in health to analyze and grasp what private interests
and lobbyists may be looking for, as we do here, it would not be fair to
present a one sided view of the reform. Emerging countries have different
agendas, and there are differing factions within countries themselves.
Initially, the WHO interest in strengthened health systems came with the
Corean former director General of the WHO, J.W. Lee. Meanwhile a
common government-civil society Brazilian initiative to promote Universal
Social Security Systems. Brasilia conference was initiated in December
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2010. Of note: many Labor Ministers from a poor country came, struggling
at home to establish a social security system, many Ministers and middle
level manager from developing countries. This fall Brazil is organizing a
conference in Rio de Janeiro on the follow up to the Commission on the
Social determinants of health.

Keywords: Global health governance, global health fund, global health
forum, World Health Organization.
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Kamu Tarafindan Finanse Edilen Halk

Saghgi1 Arastirmalarinin Ozel Sektoriin an
Kontroliine Gectiginden Kuskulanmayi

Gerektiren Nedenler®

Jean-Pierre Unger, Hekim, (MPH, DTM&H, PhD), Antwerp Tropikal Tip
Enstitust, Belgika.E-posta: jpunger@itg.be

Patrick Van Dessel, Hekim (MPH, DTM&H), Antwerp Tropikal Tip Enstittisti,
Belcika.

Pierre De Paepe, Hekim (MPH, DTM&H), Antwerp Tropikal Tip Enstittist
Belcika.

Alicia Stolkiner, Profesér ve Arastirma Yéneticisi, Buenos Aires Universitesi,
Arjantin.

Arka Plan: Arastirma uygulamalari, dikey stratejilerin baskin olmasina yol
acmakta ve saglik sistemlerinin gliglendirilmesine yonelik kanita dayali
politika olusturma cabalarinin basarisint sinirlandirmaktadir. Ornegin, mal
kaynaklar konusundaki rekabet ve uluslararasi taninma kaygisinin, saghk
arastirmacilarini dikey girisime yénelttigi gérilmektedir.! ABD’de, 20.
yuzyilda yasam beklentisinin koruyucu ve tedavi edici saglik hizmetlerine
bagl olarak 30 yila kadar uzadigina génderme yapan bazi yazarlarin®
premattire olimlerinin cok blytik bir cogunlugunun tibbi bakim
kosullaryla iligkili olmasi nedeniyle®, bir aragtirma éncelidi olarak cok islevli
saglik hizmetine (aile hekimligi ve hastanede bakim) erisimi goz ardi
etmemeleri gerekirdi.

Halk sagh@ arastirmacilarinin blyik bir cogunlugu, cok islevli saglik
hizmetine erisimi g6z ardi ederken, uluslararasi saglik politikalarinin
belirledigi yaklasimi izlemislerdir. 1993’ten® bu yana Diinya Bankasi, bir
hedef olarak distik ve/veya orta gelirli tilkeler (LMIC)’de genel saglik
hizmetlerine erisimi bir kenara birakmis, ulusal (uluslararasi) politikalar,
iddia ettikleri s6zim ona maliyet bundan kacinmayi gerektirecek gecerli bir
sav olusturmadig halde, bu durumu 15 wyil boyunca gérmezden
gelmislerdir.> Doksanlarin sonunda, Birlesmis Milletler (BM) temsilcilikleri,
Ozel hizmet saglayicilarin kamu tarafindan gticliikle finansmanina alternatif
bir ¢6zim ve s6zim ona bir diizenleyici olarak topluluk sigortalarini
dzendirmeye baglamistir.®® (Binyil Kalkinma Hedefleri [MDGs] kapsaminda
tanimlanan) sinirh sayidaki saglik programina evrensel erisimi 6zendirdikten
sonra, BM bir U donlisi yapmis ve-saglik hizmetlerinin finansmaninda
kamu-6zel karma finansman bicimlerini desteklemeye baslarken®-saglik
hizmetinin metalastirlmasinin yani sira, sunum aninda Ucretsiz saglk
hizmeti icin topyekiin bir kampanya baglatmistir. °

Saglik politikalarinin ekonomik ve mali paylart ¢ok buyuktir: 2007°de
toplam saglik harcamalarinin gayrisafi yurtici hasila icindeki orani, ABD’de
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%15.7 iken, Avrupa bélgesinde % 8.8’dir.’° Bu pazarin ulasacad: biiyiikliik
goz oOnlne alindiginda, saglik politikalart konusundaki kararlar, vahsi
hukuki ve finansal taktikler, siyasal niifuz ve bilimin carpitilmasina iligkin
sorunlardir. ' Bu bireysel arastirmacilarin tercihlerinin dayanagini,
akademik yonelimlerin hangi ekonomi politigi olusturmaktadir?

Yontem: Hem bilimsel kaynaklar hem de gri yaymlar Uzerinde bir
inceleme yapilmistir.

Bulgular: 1953’ten bu yana ABD yasalari, sirketlere, dogrudan kar elde
etmeyecekleri durumlarda para bagislama izni vermektedir. Bununla
birlikte, sirketler bagislarini, dolayli olarak, kendi bagislarinin yénetimi ve
kararlar tizerinde etkili olmak amaciyla kullanmaktadir.

10 milyar USD aktif varhi@ bulunan ve yillik 2.5 milyar USD tutarinda bagis
yapan 2733 sirket vakfi (2009)* yasal olarak paydaslarinin karlarini en st
diizeye cikartmakla yikimli oldugu gibi, kamu arastirmalarini kendi
cikarlarina en uygun siraya koyma olanagina sahiptir. Bill ve Melinda
Gates Vakfr'nin isletme bitcesi Diinya Saglik Orgtitii’niin mali kaynaklarini
asmistir. Bu arada, hiikiimetler devlet tniversitelerine kaynak aktarimini
azaltmistir. Boylece, kamu arastirmalari giderek artan bir payla, cogu kez
kamu finansmaninit %50’nin {zerinde asan bir oranda 0©zel sektor
tarafindan finanse edilir hale gelmistir. '

Devlet tiniversiteleri, kendi bilim insanlarini 6zel sektortin cikarlarina uygun
davranmaya yonlendirmek amaciyla gesitli mekanizmalar geligtirmistir.
Onemli 6gretim elemanlar yasaklanmis ya da tniversitelerdeki gérevlerine
son verilmistir'®. Kariyer ve kurumsal kaynaklara erisim, arastirmacilarin
kuruma cektigi bagglarin  6nemine -kendi arastirmalarinin  hayir
kurumlarinin - giindemleriyle ne olclide uyustuguna- ve bibliometric
gostergelerle derecelendirilen yayimlara iligkin kosullara baglanmistir® Etkisi
yiksek biyomedikal dergilerinin sahipleri, c¢ogunlukla, saglik hizmeti
sunumu, tibbi UGriin ve saglik finansmani alanlarinda yatiim yapan
kuruluslarin paydaslardir. Bu kisiler, konularin, yazarlarin, hakemlerin ve
yontemlerin  secimini yaparak, yayinlari ve dolayisiyla arastirmalart
yonlendirir-arastirmalar, ayni  zamanda  calismalarin  giderlerini
karsilayanlarin da etkisi altindadir. *° Bu dergiler artan élctide, saghk hizmeti
politikas1 ve biyomedikal konularindaki makaleleri karma olarak
yayimladigindan, bir ¢ikar catismasi s6z konusudur. Meslek birliklerinin de
ayni etkiye sahip bilimsel dergileri bulunmaktadir: kendi kendini denetim,
kendi cikarlarina hizmet etme temelinde sorgulandiginda'®!’ bu dergilerin
de, vayinlan politikalar tizerinden yonlendirmesi olasidir. Dahasi, etik
kurullar, insan bilimleri bileseni bulunan arastirma protokollerini
sansiirleme yetkilerini arttirmis gériinmektedirler.'®

Sonuclar: Hayir kurumlan tarafindan finanse edilen ve gida, tiitin ve
tibbi UrGn Ureten sirketlerin kontrolinde olan halk sagh@ arastirmalart
alanindaki cikar catismalarinin ¢ok biyik oldugu gorilmektedir. Saghk
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sistemleri arastirma ve egitimi alaninda da benzer catismalar
bulunmaktadir.

Devlet universitelerinde, 6zel kuruluslar cogu kez Kkolaylikla satilabilir
buluslara (6rnegin ilaclar, agilar ve tan1) * ve ‘kiiresel saghk girisimleri’ne—
hastaliklar1 kontrol etme ve urlnler icin pazar agma amach kamu-6zel
ortakliklarina- katilima yonelik arastirmalara parasal kaynak saglar. Bu
kuruluglarin  cikarlan, istihdamdan sermaye getirisine ve ticaretten
danismanliga kadar bircok alana uzanir.

Parasal kaynak saglama yoluyla kamu Universitelerinde piyasa-yanlisi
mesajlar yayan, makaleler yayimlayan, bilimsel toplantilarda sunumlar
gerceklestiren, konferanslar ve atdlye calismalarina ev sahipligi yapan,
bilim insanlarina konusmaci olarak ticret 6deyen ve arastirma ekiplerini
belirleyen 6zel kuruluglar, halk sagh@ arastirma konularinin secimini
yonlendirmektedir. Bu nedenle, 6zel sermayenin, kamu tarafindan
yonetilen saglik sistemleri arastirmalarini kendi cikarlarina en uygun
bicimde yonlendirdiginden kusku duymak icin nedenler bulunmaktadir.
Bunun bir sonucu olarak, hastalik kontrol programlari ve bunlarla ilgili
diizenli bakim hizmetleri 6zenle gerceklestirilirken, saglik sistemlerinin saglik
hizmeti sunumu iglevleri ihmal edilmektedir.

Anahtar kelimeler: Arastitrma, halk saghgi, dikey strateji, rekabet, &zel
fon.

Dipnotlar:

“Burada yer verilen gorislerden bazlari Health, Culture and Society’de sunulan “The production of critical
theories in health systems research and education. An epistemological approach to emancipating public research
and education from private interests” isimli makalede ortaya konmustur.

® Diinya Saglk Orgiiti (DSO), Diinya Saglk Raporu 2010 isimli raporunda, orta siniflarin pazardan saglk
sigortasi satin almasina yol acan, yoksullara yonelik kamu finansmanina odaklanilmasi ve saghk hizmetlerini
finanse etmek anlamina gelen vergilerin kaldinlmas: yéniinde bir goriis belirtmistir. DSO tarafindan desteklenen
bu odaklanma ilkesi, bu yiizden kékten bir bigimde Avrupa saglik sistemlerinin mantigina ters dismektedir.

¢ Degerlendiricilerin, ¢ogunlukla, bir akademisyenin degerlendirilmesi baglaminda bir makaleye iliskin agtk
niteliklesel yorumlar yapmak zorunda olmadig dikkate alinmalidir.

Kaynaklar

1. Béhague DP, Storeng KT. (2008) Collapsing the Vertical-Horizontal
Divide: An Ethnographic Study of Evidence-Based Policymaking in
Maternal Health. American Journal Public Health, 98:644-649.

2. Nolte E, et al. (2002) The contribution of medical care to chaning
life expectancy in Germany and Poland. Social Science and
Medicine, 55:1905-1921.

3. http://www.clickpress.com/releases/Detailed/1413005cp.shtml
4. The World Bank. Investing in Health. Washington, 1993

5. Unger J.-P., Killingsworth J. R. (1986) Selective Primary Health
Care: Methods and Results. Social Science and Medicine, 22:
1001-1013.

43



http://www.clickpress.com/releases/Detailed/1413005cp.shtml

10.

11.

12.

13.

14.

15.

16.

aa 17.

Arjona R, Ladaique M, Pearson M. (2001). Growth, Inequality and
Social Protection. OECD, Directorate for Employment, Labour and
Social Affairs.

Bennett S, Creese A, Monasch R. (1998) Health insurance schemes
for people outside formal sector employment. Geneva, Switzerland:

Division of Analysis, Research and Assessment, World Health
Organisation. ARA Paper number 16, WHO/ARA/CC/98.1.

Bennet S, Hanson K, Kadama P, Montagu D. (2005). Working with
the non-state sector to achieve public health goals. Geneva: World
Health Organization. Making Health Systems Work: working paper
no. 2.

WHO. (2010) World Health report 2010, Geneva.

WHO. (2010) World Health Statistics. WHO, Geneva, Switzerland.
available from:
http://www.who.int/whosis/whostat/EN_WHS10_Full.pdf.

Stuckler D, Basu S, McKee M (2011) Global Health Philanthropy
and Institutional Relationships: How Should Conflicts of Interest Be
Addressed? PLoS Med 8(4): e1001020.
doi:10.1371/journal.pmed.1001020

Bill Wiist. Philanthropic Foundations and the public health agenda.
Corporations and health Watch.
file:///C:/Documents%20and %20Settings/jpunger/My %20Document
s/PUBLICAT/%C3 %A9pist % C3 %A9mologie %20th % C3 %A9orie %
20de%20HSR/health %20culture %20and %20society/submitted/Arti
cle%20%20%20Corporations %20and %20Health %20Watch =quot
e.htm accessed on August 15, 2011

London School of Hygiene & Tropical Medicine. 2011. Financial
Statements for the year ended on 31 July 2009. available

from:http://www.Ishtm.ac.uk/aboutus/annualreport/financial statem
ents 2008 09.pdf.

Chomsky N. (2003) Understanding Power: The indispensable
Noam Chomsky, 1st ed. New York, Random House, Inc.

de Sardan, J.-P.O. (2010) Anthropologie médicale et socio-
anthropologie des actions publiques. Dispositifs de recherche,
commanditaires, réformes.... Anthropologie & Santé, 1, available
from: http://anthropologiesante.revues.org/86.

Baldwin R, Cave, M. (1999) Understanding regulation: theory,
strategy and practice. 1st ed. Oxford, UK, Oxford University Press.

Bennett S, Dakpallah G, Garner P, Gilson L, Nittayaramphong S,
Zurita B, Zwi A. (1994) Carrot and stick: state mechanisms to
influence private provider behavior. Health Policy and Planning, 9

CRISIS OF CAPITALISM AND HEALTH


http://www.who.int/whosis/whostat/EN_WHS10_Full.pdf
file:///C:/Documents%20and%20Settings/jpunger/My%20Documents/PUBLICAT/Ã©pistÃ©mologie%20thÃ©orie%20de%20HSR/health%20culture%20and%20society/submitted/Article%20%20%20Corporations%20and%20Health%20Watch=quote.htm
file:///C:/Documents%20and%20Settings/jpunger/My%20Documents/PUBLICAT/Ã©pistÃ©mologie%20thÃ©orie%20de%20HSR/health%20culture%20and%20society/submitted/Article%20%20%20Corporations%20and%20Health%20Watch=quote.htm
file:///C:/Documents%20and%20Settings/jpunger/My%20Documents/PUBLICAT/Ã©pistÃ©mologie%20thÃ©orie%20de%20HSR/health%20culture%20and%20society/submitted/Article%20%20%20Corporations%20and%20Health%20Watch=quote.htm
file:///C:/Documents%20and%20Settings/jpunger/My%20Documents/PUBLICAT/Ã©pistÃ©mologie%20thÃ©orie%20de%20HSR/health%20culture%20and%20society/submitted/Article%20%20%20Corporations%20and%20Health%20Watch=quote.htm
file:///C:/Documents%20and%20Settings/jpunger/My%20Documents/PUBLICAT/Ã©pistÃ©mologie%20thÃ©orie%20de%20HSR/health%20culture%20and%20society/submitted/Article%20%20%20Corporations%20and%20Health%20Watch=quote.htm
http://anthropologiesante.revues.org/86

18.

19.

KAPITALIZMIiN KRizZi VE SAGLIK

(1):1-13. available from:
http://www.ncbi.nlm.nih.qov/pubmed/10133096.

Becker, H.S. 01-Mar-2011. Quand les chercheurs n'osent plus
chercher. Le Monde Diplomatique  available  from:
http://www.monde-diplomatique.fr/2011/03/BECKER/20226.

Widdus R, White K. ( 2004) Combating Diseases Associated with
Poverty: Financing product development and the potential role of
public-private partnerships, 1st ed. Geneva, Switzerland, The
Initiative on Public-Private Partnerships for Health, Global Forum
for Health Research.

a5



http://www.ncbi.nlm.nih.gov/pubmed/10133096
http://www.monde-diplomatique.fr/2011/03/BECKER/20226

46

Reasons to Suspect THAT Public Research

in Public Health Has Been Subdued By
Private Interests®

Jean-Pierre Unger, (MD, MPH, DTM&H, PhD), The Institute of Tropical
Medicine, Antwerp, Belgium. E-mail: jpunger@itg.be

Patrick Van Dessel (MD, MPH, DTM&H), The Institute of Tropical Medicine,
Antwerp, Belgium.

Pierre De Paepe (MD, MPH, DTM&H), The Institute of Tropical Medicine,
Antwerp, Belgium.

Alicia Stolkiner, Professor and Research Director, University of Buenos Aires,
Argentina.

Background: Research practices contribute to the dominance of vertical
strategies and limit the success of evidence based policymaking for
strengthening health systems e.g. because competition for funds and
international recognition appear to push health researchers toward vertical
initiative.! They shouldn’t have neglected access to multifunction health
care (family medicine and hospital care) as a research priority since the
vast majority of premature deaths is related to conditions amenable to
medical care, some authors? attributing up to 30 years life expectancy gains
attributable to preventive and curative health services in the USA during
the 20™ century.?

In overlooking access to multifunction care, the bulk of public health
research workers followed the paradigm international health policies. Since
in 1993 the World Bank dismissed access to general care in LMIC as an
objective, (inter)national policies ignored it during 15 years -although their
alleged cost was an invalid argument to deny it® At the end of the nineties,
United Nations (UN) agencies started promoting community insurances, as
a substitute for ailing public financing of private providers and an alleged
regulator®” After having promoted universal access to a limited number of
health programs (defined by the MDGs), the UN made a U turn and
launched an all-out campaign for care free at the point of delivery’ — as
they began promoting public private mixes in health care financing® - at the
side of health care commoditization.

The economic and fiscal stakes of health policies are simply huge: in 2007,
the total expenditure on health as a proportion of GDP was 8.8 % in the
European Region against 15.7 % in the USA™. Given the size of this
market-to-be, policy decisions are issues of fierce legal, financial and
regulatory tactics, political influence and distortion of science. !

Which is the political economy of academic orientations underpinning
these individual researchers’ preferences?

Method: We performed a review of both scientific and grey literature.
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Results: Since 1953 US law permits companies to donate money to
causes from which they do not directly make profit. Indirectly, however,
companies use their donations to influence management of their
endowments and grant making decisions.

With assets of 10 billion USD and annual donations of 2.5 billion, the 2733
corporate foundations (2009)° have the means to align public research to
the best of their interest, as they are legally bound to maximize
shareholders profits. The operating budget of the Bill and Melinda Gates
Foundation has exceeds WHO funds'?. Meanwhile, governments reduced
their funding of public universities. An increasing share of public research
thus became privately funded, often exceeding public financing of the
same by more than 50 %"

Public universities developed several mechanisms leading their scientists to
abide by private interests. Critical academics were barred or dismissed from
universities’®. Career and access to institutional resources became
conditioned on the importance of grants attracted by researchers-that is on
the extent to which their research accords with the charity foundations’
agendas - and on publishing, which is measured by bibliometric indicators®.
High impact biomedical journals are often owned by shareholders
investing in health care delivery, pharmaceuticals and health financing.
They orient publications and thus research by selecting issues, authors,
reviewers and methodologies—the latter being also influenced by those who
pay for the studies™ A conflict of interest thus exists since these journals
increasingly mix health policy papers with biomedical ones. Professional
associations also own scientific journals, with the same effect: if self-
regulation has been questioned on the ground of self-serving interests ¢’
these journals are likely to orient publications on policies as well.
Furthermore, ethical committees have shown expanded their mandate
towards censorship of research protocols with a human sciences
component.

Conclusions: Conlflicts of interest in public health research financed by
charity foundations controlled by corporate manufacturers of food, tobacco
and pharmaceutical goods have been shown to be paramountHata! Yer
sareti tammmlanmamis. Similar conflicts in Health Systems Research and
Education do exist.

In public universities, private foundations often funded research into
marketable devices (e.g. drugs, vaccines, and diagnostics)® and
participation in ‘global health initiatives’-public-private partnerships
intended to control diseases and to open outlets for products. Their
interests span from jobs to capital return and from trade to consultancy.

With funding, private foundations oriented topic selection in public
research, disseminating pro-market messages in public universities,
publishing papers, making presentations at scientific meetings, hosting
conferences and workshops and paying scientists as spokespersons'® and
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by specializing research teams. There are thus reasons to suspect that
private funds oriented publicly led health systems research to the best of
their interest. As a consequence, this latter neglected the medical/health
care delivery function of health systems, while elaborating disease control
programs and the related managed care.

Keywords: Research in public health, vertical strategies, competition,
private foundation.

Footnotes:

2 Some of the arguments presented here are developed in a paper submitted to Health, Culture and Society:
“The production of critical theories in health systems research and education. An epistemological approach to
emancipating public research and education from private interests”

® Notice that evaluators are rarely compelled to make explicit qualitative comments on a paper in the context of
an academic’s assessment.

¢ Notice that evaluators are rarely compelled to make explicit qualitative comments on a paper in the context of
an academic’s assessment.
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Saglik Sistemlerinin Piyasalasma Yoluyla
Reformu: Ingiltere, Malezya ve Yeni

Zelanda'da Piyasalasmanin 30 Yillik
Karsilastirmal Analizi

John Lister, Saghk Politikalar ve Saglk Gazeteciligi Ogretim Uyesi Coventry
Universitesi. Ingiltere, E-posta: J.Lister@coventry.ac.uk

Kai-Lit Phua, Associate Professor, Monash Universitesi(Sunway Kampilis)
Malezya. E-posta: phua.kai.lit@med.monash.edu.my

Gerardine Clifford, Yeni Zelanda Saglik Bakanhgi, Yeni Zelanda.

Gary Jackson, Manukau Ilgesi Saghk Kurulu, New Zealand.

Refah devletinin stire giden geniglemesine karsi muhalefet ile birlesen saglik
sistemlerinin verimliligi konusundaki memnuniyetsizlik, 1970’lerin sonu ve
1980’lerin ilk yillarindan baslayarak, kamu saglik sektortinde piyasalastirma
stratejisinin benimsenmesiyle sonuclanmastir.

Bu stratejinin savunuculari, piyasa gliclerinin ve piyasa-benzeri
mekanizmalarin kamu sektortine girmesinin bir¢ok yarar saglayacagini 6ne
sirmiglerdir. Bu calismada, saglik sistemlerinin piyasalastirilmasinin,
Ingiltere, Malezya ve Yeni Zelanda gibi, bu stratejileri ilk énce ve heyecanla
benimseyen tlkeler tzerindeki ti¢ on wyillik etkileri incelenmistir. Gergek
etkileri tartismakta ve bunlari, piyasalastirma savunucularinin séziini ettigi
sozde vyararlarla, yani hasta agisindan kazanimlarla (secenek ve glic
kazanimi, kolaylik, daha hizli hizmet, daha ytiksek memnuniyet ve
toplamda daha nitelikli saglik hizmeti) ve daha ytiksek ekonomik verimlilik
ve diger “verimlilik artiglar1” (atiklarin yok edilmesi, paranin degerinin
artmasi, saglik hizmeti kaynaklarnin akillica kullaniminin kolaylagtiriimast,
yeni teknolojinin benimsenmesinin desteklenmesi, girisimcilik becerilerinin
ve yeni Urin gelistirmenin 6zendirilmesi, kamu sektorl tizerindeki baskinin
giderilmesi) olarak tanimlanan yararlarla karsilastirilmigtir. Bunun yaninda,
hekimler ve hemsireler gibi énemli saglik hizmeti sunanlarin bu reformlara
nasil baktg@ tartisilmigtir.
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Ayrica Ingiltere’deki farkli bir piyasalastirma uygulamasini, vani Ingiliz

Ulusal Saglik Hizmetleri'nin bazi sektorlerinde hizmet sunumunun se¢gmeli

olarak Ozellestirilmesini, gercekte, 6zel sektériin kamu harcamalarindan 51
daha buyik pay almasini glivenceye almaya yonelik bir girisimini

inceleyecegiz.

Anahtar kelimeler: Pivasalastirma, karslastirmali analiz, Ingiltere,
Malezya, Yeni Zelanda, saglik sistemi.
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Reforming Health Systems Through
Marketisation: Comparative Analysis of
Effects of Three Decades of Marketisation
in England, Malaysia and New Zealand

John Lister, Senior Lecturer In Health Journalism And Health Policy Coventry
University, England. E-mail: J.Lister@coventry.ac.uk

Kai-Lit Phua, Associate Professor, Monash University (Sunway Campus)
Maleysia. E-mail: phua.kai.lit@med.monash.edu.my

Gerardine Clifford, Ministry of Health, New Zealand New Zealand.

Gary Jackson, Counties Manukau District Health Board, New Zealand.

Dissatisfaction with the performance of health systems coupled with
opposition to the continued expansion of the welfare state resulted,
beginning in the late 1970s and early 1980s, in the adoption of the strategy
of marketisation in the public health sector. Proponents of this strategy
argued thatthe introduction of market forces and market-like mechanisms
into the public sector would result in many gains.

In this paper, we examine the effects of three decades of marketisation on
the health systems of early and enthusiastic adopters such as England,
Malaysia and New Zealand. We discuss the actual effects and compare
these to the alleged benefits mentioned by proponents of marketisation, i.e.
benefits to patients (choice and empowerment, convenience, speedier
service, greater satisfaction and better quality of care overall) and better
economic performance and other “efficiency gains” (eliminating waste,
enhancing value for money, promoting prudent use of healthcare
resources, promoting adoption of new technology, encouraging
entrepreneurial skills and new product development, relieving pressure on
the public sector). We will discuss how major healthcare providers such as
doctors and nurses regard these reforms.

We will also examine a variant of marketisation evident in England, i.e.
selective privatisation of provision in certain sectors of the English National
Health Service (NHS); in actuality, an attempt of the private sector to
secure a bigger share of public spending.

Keywords: Marketisation, comparative analysis, England, Malaysia, New
Zealand, health care system.
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Latin Amerika'da Neoliberal Saglik
Reformlari ve Yikici Sonuclari

Carolina Tetelboin Henrion, Profesér, Ozerk Metropolitan Universitesi, México
D.F., E-posta: ctetelbo@correo.xoc.uam.mx

Arka plan: Latin Amerika, yirminci ytizyilin son on yillarindan baslayarak,
glicliiklerine ve sorunlarina karsin, kamu saglik sistemlerinin ve sosyal
glivenlik yapisinin  olusturulmast konusunda neoliberal bir deneyim
gecirmistir. Simgesel olarak Sili, Kolombiya ve Meksika orneklerinde,
¢oziimler, devletten c¢ok piyasaya yonelikti. Son zamanlarda, saglik
haklari, halk saghd ve devletin roliinii kapsayan yeni deneyimler soz
konusudur.

Amac: Bu sunum, yasadiklar: neoliberal politik siirecler baglaminda bu tig
Ulkeye agihik wvererek, 80’lerden bugline dek Latin Amerika'da
gerceklestirilen saglik sistemleri reformunu tartismaktadir. Sunumun
yaklasimi, Ozellikle yasal diizenlemeler, finansman ve saglik hizmetleri
sunumu alanlarindaki donlisimi yonlendiren ana eksenlere odaklanmustir.

Bulgular: En 6nemli sonuclardan bazilart sunlardir: Degisikliklerin formel
demokrasiye uygun bicimde yasallasmasina olanak saglayan mevzuat
degisiklikleri; kamu ve ¢zel (6nceden var olan ya da yeni) kuruluslar
acisindan yeni bir mantik, yeni bir isleyis ve yetki; finansman, ozellikle
kaynaklarinin kokeni ve dagilimi agisindan saglik harcamalari konusundaki
degisiklikler ve son olarak halkin ilgisine iligkin bazi sonuclar.

Sonuclar: Kisaca, saglik hizmetlerinin isleyisi acisindan yararli, esas olarak
Ozellestirme ve Ozel sektor gelisiminin ekonomik mantigindan bagisik
unsurlar disinda, bu siireclerin bakim ve saglik harcamasi kavramlarini
ayristirdi@i, saglik sistemlerine yatirimi aile destegi pahasina arttirdigi ve
devletlerin neye ve kime hizmet verecekleri konusunda yeni bir segicilik
yarattigi sonucuna varabiliriz.

Anahtar kelimeler: Neoliberalizm, Latin Amerika, saglk sistemleri.
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Neoliberal Health Reforms in South
America and the Disasterous Impacts

Carolina Tetelboin Henrion, Professor, Universidad Auténoma Metropolitana,
Meéxico. E-mail: ctetelbo(@correo.xoc.uam.mx

Background: Latin America underwent from the last decades of the
twentieth century committed neoliberal experience progress in setting up
public health systems and social security, despite their misfortunes and
problems. The solutions are geared to less state and more market in the
emblematic cases of Chile, Colombia and Mexico. Recently there are new
experiences which take up health rights, the role of public health and the
state.

Aim: The presentation discusses the reform of health systems carried out
since the 80s to the present in Latin America, with emphasis in these three
countries, as part of their neoliberal political processes. The approach
focuses on the main axes that guided its transformation, specifically in the
regulation, financing and delivery of health services.

Results: Among the most important results incluye: changes in regulation
that allowed their legalization in conditions of formally democracy; a new
rationality, operation and weight of the institutions (existing or new) public
and private; changes in funding, especially spending on health in terms of
the origin of their sources, fate and distribution of resources, and finally
some impacts on the attention of the population.

Conclusions: In short, we can conclude that these processes but
introduced elements useful for the operation of health services, primarily
the privileged of economic logic of privatizing and development the private
sector, segmented the notion of care and health spending, increased the
investement of the health system at expense of the family support and
create a new selectivity of the states on what and who they serve.

Keywords: Neoliberalism, Latin America, health systems.
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Ulke Icinde ve Disinda ABD Sirketleri ve
Saglik Sistemi Reformu &1

Matt Anderson, Hekim, MSc, Editor, Sosyal Tip. Aile ve Toplum Hekimligi
Boéliimii, Montefiore Tip Merkezi.3544 Jerome Ave.Bronx, NY, 10467, ABD. E-
posta: mattanderson@socialmedicine.org

Alma Ata Konferansi sonrasi saglk gtindemi, saglik hizmetlerinin, buyik
cokuluslu sirketlerin kar birikimi yararina bir diger arenaya déntistiigii neo-
liberal program tarafindan belirlenmektedir. ABD'de 2009 saglik reformu
tartigmalari, (careyi en sonunda sivil itaatsizlige bagvurmakta bulan) ilerici
sesleri kasitl olarak digslamistir. Sonug, saglik hizmeti sunumunu kar amacl
sigorta sirketlerine devreden bir plan olmustur. ABD'de saglik hizmetlerinin
glincel sunumu, giderek artan bir oranda, sirketlerce tanimlanmis
"verimlilik" kavramina vurgu yapan dogrulugu kanitlanmamis modeller
cercevesinde yonlendirilmektedir.

Saglik calisanlari, kendi diglarinda olusturulmus normlara uymasi beklenen
iscilere donustirilmektedir. Saghk hizmetlerine toplumun katilimi gorist
rafa kaldmlmigtir. Hastalar simdi, hastane tarafindan o6nerilen "triin
hatlari"na iligkin memnuniyet anketlerini dolduran tiketicilerdir. Meslek
kuruluglar1 ve halk sagh@ kurumlan sirketler tarafindan ele gegirilmistir;
Amerikan Aile Hekimleri Akademisi Coca-Cola ile ortaktir, Ulusal Saglik
Enstitiileri Diet Pepsi'nin ortagidir. ABD ticaret politikasi ilag sirketlerinin
cikarlar1 gozetmektedir. Ikili TRIPS-plus anlasmalar, ilaglar tizerindeki
patent haklarini etkin bir bicimde bes yil uzatmaktadir. Uluslararasi
aragtirmalar, arttk Helsinki Bildirisine uymayan kar amacgl sirketler
tarafindan yuratilmektedir. Bu sirketler, tersine, kendi 6zel kurumsal etik
kurullarmni istihdam etmektedir. Gates Vakfi ve Columbia Universitesi
Yerylizi Enstitisi gibi ABD vakiflari, uluslararasi saglik gtindemini,
Olclilebilir sonuclar ve isletimsel verimlilik bashig altinda belirli hastaliklar
icin teknik c¢oztimler yoniinde degistirmede 6nemli bir rol oynamiglardir.
Bununla birlikte, saghgin toplumsal belirleyicilerini irdeleyen daha genis bir
gerceveye entegre olmus, birinci basamak saglik hizmetlerine dayali, kamu
tarafindan finanse edilen saglik sistemlerini 6ngéren Alma Ata ideallerinden
esinlenen alternatiflere ve neoliberal giindeme karst énemli ve anlaml bir
muhalefet vardir. Ancak bunlar, genellikle ufak, yalitilmig, yeterli mali
deste@i olmayan ve ulusal diizeyde bile tutarli bir hareket olusturmayan
cabalardir.

Anahtar kelimeler: Almaata saglik ajandasi, saglik sistemi reformu,
sirket.
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US Corporations and Health System
Reform at Home and Abroad
Matthew Anderson, MD, MSc, Editor, Social Medicine, Department of

Family and Social Medicine, Montefiore Medical Center. 3544 Jerome
Ave.Bronx, NY, 10467, USA. E-mail: mattanderson(@socialmedicine.org

The post-Alma Ata health agenda has been dominated by a neo-liberal
program in which health care has become one more arena for the
accumulation of profit by large multi-national corporations. In theUS, the
2009 health reform debate deliberately excluded progressive voices (who
ultimately resorted to civil disobedience). The result was a plan which
ceded health care delivery to for-profit insurance companies. The actual
delivery of health care in the US is increasingly dominated by unproven
models which stress corporate-defined “efficiency.”

Health care professionals are turned into workers who are expected to
conform to externally-generated norms. The wvision of community
participation in health care has been shelved; patients are now consumers
who complete satisfaction surveys regarding the “product lines” offered by
the hospital. Professional societies and public health institutions are wooed
by corporations; the American Academy of Family Physicians partners with
Coca-Cola, the National Institutes of Health partners with Diet Pepsi. US
trade policy favors the interests of pharmaceutical companies; bilateral
TRIPS-plus agreements effectively extend patent rights on drugs by five
years. International research is conducted by for-profit companies which no
longer follow the Helskinki declaration. Instead, they hire their own private
institutional review boards. US foundations, such as the Gates Foundation
and Columbia University’s Earth Institute have played a major role
reorienting the international health agenda towards technical solutions to
specific diseases under the banner of measurable results and operational
efficiencies.However there is significant and meaningful opposition to the
neoliberal agenda and alternatives inspired by the Alma Ata ideals of
primary-care based, publicly-funded health care systems which are
integrated into a broader framework that addresses the social determinants
of health. These efforts, however, are typically small, isolated,
underfunded, and do not form a coherent movement even on a national
level.

Keywords: Alma Ata health agenda, health system reform, corporations.
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Saglik Reformu Pandemisi “Ulke Ornekleri”
Health Reform Pandemics “Country Examples”

i§gal Altindaki Filistin Topraklarinda Saglhk
Sektorii ve Saghk: Uluslararas: Toplumun
Rolii

Angelo Stefanini, Aragtirmaci, Uluslararast Saglik Merkezi Direktéri, Bologna
Alma Mater Universitesi, Via San Giacomo, Bologna, Italya. E-posta:
Angelo.stefanini@unibo.it

Bu sunum, stirecin timu icin 6nemli bir belirleyici olarak uluslararasi
toplumun roliine odaklanarak, isgal altindaki Filistin topraklarinda etkin bir
saglik sektorii olusturmanin ve sagligi gelistirmenin 6niindeki en 6nemli
engelleri analiz etmeyi amaclamaktadir.

Goriniste Filistin saglik sisteminin gelistirilmesi ve toplumun sagliginin
iyilestirilmesine adanmis olan uluslararasi ortaklarin birincil amaci,
herhangi bir zarara yol agmamak icin, o6ncelikle, yaygin olarak
dustunildiginden daha dizenli bir bigimde sonug almak olmaldir.
Gergekten de, Uluslararasi Adalet Divani’na gore, isgal altindaki Filistin
topraklarinda bagiscilar, Israil'in  uluslararast insani hukuka sayg
gostermesini saglamak ve iggalci glice ait olan sorumluluklar tistlenmemek
icin, bu gti¢ tarafindan yaratilan durumun stirmesine yol agacak yardimda
bulunmamakla yikimli tutulmustur. Bu tir davraniglarin pek ¢ok 6rnegi
bulunmaktadir.

Filistin saglik sektortiniin gelismesinin 6nlindeki en o6nemli engellerin
kaynag: a) Israil askeri isgalinin tecrit ve yalitim politikalar: nedeniyle siire
giden siyasal karisiklik ve bunun sonucu olusan sistem istikrarsizligi. b) Her
birinin  kendi glindemi olan, yardimlarin uyumlastiriimasindan
hoslanmayan ve Filistinli mevkidaglariyla ikili calismalar yapmayi yegleyen
cok sayida bagiscidan gelen yabanci yardimlara yiiksek bagimlilik. ¢c) Hem
sinirlar, hareket, sagligin toplumsal belirleyicileri, ekonomik 6zerklik gibi
temel araclar Uzerinde bir ulkeyi yonetmek icin gereken denetimin
bulunmayisi nedeniyle, hem de i¢c uyusmazliklar, yolsuzluk, mali
denetimsizlik ve saydamlik gibi konulara bagl olarak Filistin liderliginin
karst karstya oldugu i¢ giicliiklerdir.?
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Isgal altindaki Filistin topraklarinda cok énemli bir saglk belirleyicisi insan
giivenligi® vani Israil isgal politikalarinin neden oldugu, Filistinlilerin
yasamlarina yonelik dogrudan (6limler, yaralanmalar, tahrip edilen evler)
ve dolayli, yapisal siddet bicimindeki agir ve vyaygin tehditlerden
korunmadir. Bunlardan ikincisi (dolayli tehditler), birbirine bagh kontrol
noktalar1 agmin, ayirict bariyerlerin, yaygin yoksulluga, toplumsal
dislanmaya ve yogun acilara yol agan korkung bir izin sisteminin neden
oldugu hareket 6zglrligi eksikligi bigciminde ortaya ¢cikmaktadir. Filistinliler
kendilerini koruyacak bir devlete sahip olmadigindan, bu gérev uluslararasi
topluma dismektedir.

Israil askeri isgalinin Filistin toplumunun gelisiminin éniindeki en énemli
engel oldugu ve isgal altindaki Filistin topraklarina, hareket o6zgirligi
olmaksizin yapilan yardimlarin biiyiik élciide bosa harcandigi* cok agiktir,
Bu nedenle, bagiscilarin Filistin halkinin saghgini iyilestirmeye yoénelik
cabalar, araliksiz teknik yardimi, birbiriyle yarisan ortaklar arasindaki
iliskinin uluslararast hukuk kurullarina dayali bir gercevede siirmesini
saglayacak tutarli bir siyasal anlasmayla uzlagtirmalidir.

Anahtar kelimeler: Isgal, Filistin, saghgin toplumsal belirleyicileri,
uluslararast hukuk, insan gtivenligi, yapisal siddet, saglik.
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Health Sector and Health in the Occupied
Palestinian Terttitory: The Role of The
International Community

Angelo Stefanini, Researcher, Director of the Centre for International Health,
Alma Mater Universita' di Bologna, Via San Giacomo, Bologna, Italy. E-mail:
Angelo.stefanini@unibo.it

The purpose of this presentation is to analyse the major obstacles to the
development of an effective health sector and to improve health in the
occupied Palestinian territory focusing on the role of the international
community as a crucial determinant in the whole process.

The primary objective of international partners ostensibly committed to
develop the Palestinian health system and improve population's health
should be, firstly, to do no harm, an outcome more frequent than
commonly thought. Indeed, according to the International Court of Justice,
donors in the occupied Palestinian territory (oPt) are under the obligation
not to render aid that might maintain the situation created by the
occupying power, to ensure Israel’s respect for international humanitarian
law, and not to substitute for the responsibility of the occupying power.
Examples of such conduct are plenty.*

The main obstacles to the Palestinian health sector development result
from (a) the ongoing political disorder, and the consequent system
instability, due to Israeli military occupation policies of isolation and
segregation; (b) high dependence on foreign aid from a multitude of
donors, each with its own agenda, who dislike harmonization and favor
bilateral deals with the Palestinian counterpart; (c) internal difficulties of the
Palestinian leadership due to both lack of control over the basic resources
necessary to run a (would-be) country, i.e. borders, movement, social
determinants of health, economic autonomy, and domestic divisions,
corruption, lack of accountability and transparency.?

A critical health determinant in the oPt is human security® i.e. protection
from the severe and widespread threats to Palestinian lives brought by
Israeli occupation policies in the form of direct (deaths, injuries, homes
destroyed) and indirect, structural violence. The latter is embodied in the
lack of freedom of movement, due to an interlocking network of
checkpoints, the separation barrier, a dreadful permit system that cause
pervasive poverty, social exclusion and intense suffering. As Palestinians do
not have a state to protect them, this role should fall on the international
community.

As it is abundantly evident that Israeli military occupation is the main
obstacle to the development of Palestinian society and that aid to the oPt
without freedom of movement is largely squandered* donors' efforts to
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improve the health of Palestinian people should reconcile solid technical
assistance with a coherent political commitment to maintain relationships
between contending partners within a framework based on international

Keywords: Occupied, Palestinian, social determinants of health,
international law, human security, structural violence and health.
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Tiirkive’de Saglik Reformlar:

Meltem Cigeklioglu, Dog. Dr. Ege Universitesi Tip Fakiiltesi Halk Saghgi Ana
Bilim Dali. Izmir, Ttrkiye. E-posta: meltem.ciceklioglu@ege.edu.tr

Turkiye’de saglik reformlari 1980’lerde baslayip, halen devam eden bir
stirectir. Ancak bu stireci sadece “Turkiye” ya da sadece “saglik” alani ile
sinilamak hem eksik hem de yanlis olur. Kapitalist tretim tarzinin
karakteristik ¢zelliklerinden biri olarak 70’lerde baslayan kapitalizmin krizi
strecinde sekillenen neoliberal ekonomi politikalarinin saglk sistemi
lzerindeki en temel yansimasi 80’lerde ortaya atilan ve 90’larda
uygulanmaya baslayan “ saglik reformlaridir.

Dinya Bankasi, Dinya Kalkinma Raporu’'nu 1993’'de ilk kez Sagliga
Yatirim bagh@yla sunmustur. Raporda, saglik hizmeti sunarken, insanlarin
ne denli saglikh olduklarindan ¢ok, olusan hastaliklarin calismay: ve tiretimi
ne denli engelledigini dikkate almanin daha o6nemli oldugu vurgusu
yapilmistir. Bu yaklasim tesadifi bir durum degildir; Neoliberal politikalar
tarafindan elestirilen Keynes’in ekonomik yaklasimina dayali refah devleti
anlayisindaki yapisal deg@isiminin bir uzantisidir. Neoliberal yaklasima gore;
Keynesyen refah devletinin 6zellikleri olan, emegin yeniden tretimi igin
yapilan kurumsal diizenlemeler (sosyal gtivenlik, saglik hizmeti, egitim vb. )
emek- giicti maliyetlerini artirmaktadir, 6zellikle de kapitalizmin krize girdigi
donemlerde bu maliyet artiglart azaltlmalidir, hatta hizmet sektoriindeki
yiksek karhlik oranlart artist dikkate alinarak sosyal hizmetlerin
Ozellestirilmesi gereklidir. Bu cergeve, saglik reformlarinin gerekgesini ve
stirecini anlamamiz i¢gin kilit noktalar1 bize sunmaktadir. Gelismekte olan
Ulkeler ve oOzelliklede sosyalist rejimden ayrilan tlkelere yapisal uyum
programlar1 gercevesinde saglik reformlart dayatilmistir. Saglik Reformlari;
hizmetin finansmaninin vergilerden degil, 6deyebilenlerin primleri ve katki
payiyla karsilanmasini, saglik hizmet sunumu ile finansmanin ayrilmasini,
saglik kurumlarinin 6zellestirilmesini, yerinden yonetime dayali ve rekabeti
kolaylastiran bir sisteminin olusmasini, saglik emek-giicti istihdaminda
esneklesmenin ve performansa dayali 6demenin yayginlasmasini
Onermektedir.

Turkiye’de 1987 Saglik Hizmetleri Temel Kanunu yasasi ile somut olarak
ilk adimi atilan, saglik reformlari 90’larin sonuna kadar maliyet sinirlayici
politikalar1 giindeme getirerek, kamu saglik hizmetlerinin ¢okertilmesi
strecini hizlandirmigtir. 2003 Saglikta Donlisim programu ile ise piyasa
tarzi reform streci biitin hiziyla uygulanmaya baglamistir. Bu dénemde
saglik finansmani tek elde toplanarak, 6zel sektérde dahil olmak tizere
saglik hizmeti sunucularinin Sosyal Guvenlik Kurumu’'ndan hizmet almalari
modeli olusturulmustur. Birinci basamakta topluma yonelik saglik hizmeti
sunumu yerine basvurana hizmet verme anlayisinin egemen oldugu Aile
Hekimligi uygulamasi baglamistir. Kamu hastanelerinin yari otonom hale

67



mailto:meltem.ciceklioglu@ege.edu.tr

68

getirilerek piyasa benzeri bir yapiya doniismesi streci baglatiimig, kamu-
hastane birlikleri olusturulmasi ile bu slrece son noktanin konmasi
beklenmektedir. Déner sermaye ve performansa dayali 6deme sistemi ile
saglik calisanlar1 kamu kurumlari icinde rekabete dayali bir ticretlendirme
mekanizmasi igine ¢ekilmislerdir.

Turkiye’de saglik reformlari, saghk hizmetini ekip hizmeti 6zelligini yok
ederek Dbutunlik¢li  o6zelligini pargalamis, devletin garantisi ve
korumasindan cikarip, piyasa kosullarina terk etmis, kamusal hizmet
olmaktan cikararak kar elde edilen bir alan haline getirmistir. Bunun
sonucunda da Turkiye, saghk alaninda cgalisan ¢ok uluslu sirketler icin
vatirimlarin cazip, karlih@in ise garanti altina alindi@ bir tilke haline gelme
strecinde hizla ilerlemektedir.

Anahtar kelimeler: Saglik reformu, saglikta dontistim, Tirkiye.
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Health Reforms in Turkey

Meltem Ciceklioglu, MD, Associate Professor, Ege University Medicine Faculty
Public Health Department. Izmir, Turkey. E-mail: meltem.ciceklioglu@ege.edu.tr

Health reforms in Turkey have initiated in 1980’s and it is a currently
continuing period. Nevertheless, it would be both imperfect and misleading
to restrict the period under consideration solely in terms of “Turkey” or
“health” field. “health reforms” beginning in 1970’s and being one of the
most characteristic features of capitalist mode of production and taking
form as a neoliberal economy policy as a consequence of capitalism crisis
process are the basic reflection on health system which put forward in

1980’s and started to be applied in 1990’s.

The World Bank presented World Development Report in 1993 under the
title of Investment to Health for the first time. In the report, as highlighting
the importance of some facts while providing health service, it was signified
that instead of emphasizing how healthy people are, to what extent
developing diseases prevent labor and production. This approach is not
accidental but it is an extension of structural change in the welfare state
understanding based upon Keynes’s economic approach criticized by
neoliberal policies. According to neoliberal approach, institutional
arrangements being the characteristics of Keynesian welfare state (social
insurance, health service, education and etc.) to regenerate labor increase
the workforce cost. Particularly in periods when capitalizm goes through a
crisis, the so-called incremental costs must be curtailed and considering
high profitability ratios in service sector, social services must be privatized
as well. This outline offers us the key aspects in order to understand the
reason for health reforms and their process. Within the frame of structural
adjustment programmes, health reforms have been imposed to developing
countries and especially countries which left the socialist regime. Health
reforms suggest that service finance not be covered from taxes but from
social security premiums and contribution margins, delivery of health care
and finance be broken apart, health facilities be privatized, a system based
upon decentralization and facilitation of competiton be formed, flexible
employment in health labor and performance-related pay become
widespread.

The collapsing period of public sector predominated health care in Turkey
has been accelerated by the first concrete pace called Health Services
Fundamental Law in 1987 and followed by health reforms until the end of
1990’s by bringing forward cost restrictive policies. Reform period
according to market fashion has been put into practice at full speed as of
Transformation in Health Programme in 2003. In this period, health
finance was centralized in one focus and a model was created to get
service from Social Security Institution without excepting health service
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providers in private sector. Family Medicine practice based on service
delivery to patient instead of community oriented health service was
initiated as a primary health care. Public hospitals were changed into
semiautonomous form similar to the ones located in market and it is
expected to put an end to this period by the formation of public-hospital
unions. Healthcare workers were pulled in competitive charging
mechanism by means of a payment system based upon circulating capital
and performance-based salary.

Health reforms in Turkey have broken down the integrative characteristic
of health services by annihilating team service understanding and left to
market conditions by removing state guarantee and transformed health
services into a profitable market conditions. As a result of this, Turkey has
become a country where multinational companies in the healthcare sector
are willing to invest and profitability is under the guarantee.

Keywords: Health care reform, health transformation program, Turkey.
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Yunanistan'da Kapitalizmin Krizi ve Saglik
Reformu 71

Stathis Giannakopoulos, MD PhD, Hijyen ve Sosyal Tip Laboratuvari. Selanik
Aristotle Universitesi. Yunanistan. E-posta: gianstat@gmail.com

Elias Kondilis, Hekim, PhD, Hijyen ve Sosyal Tip Laboratuvari. Selanik Aristotle
Universitesi. Yunanistan. Saghk Hizmetlerinin Ozellestirilmesi Yunanistan
Goézlemevi. E-posta: elias.kondilis@gmail.com

Magda Gavana, Hekim, Msc, PhD, Hijyen ve Sosyal Tip Laboratuvari. Selanik
Aristotle Universitesi. Yunanistan. E-posta: magda.gavana@gmail.com
Emmanouil Smyrnakis, Hekim, Msc PhD, Hijyen ve Sosyal Tip Laboratuvari.
Selanik Aristotle Universitesi. Yunanistan. E-posta: smyrnak@gmail.com
Thomai Stardeli, Hekim, Hijyen ve Sosyal Tip Laboratuvari. Selanik Aristotle
Universitesi. Yunanistan. E-posta: starth96@yahoo.com

Alexandros Panos, Hekim,, Hijyen ve Sosyal Tip Laboratuvari. Selanik Aristotle
Universitesi. Yunanistan. E-posta: alexpanos2000@vyahoo.gr

Theodoros Zdoukos, Hekim, Msc, Hijyen ve Sosyal Tip Laboratuvari. Selanik
Aristotle Universitesi. Yunanistan. E-posta: teozduk@otenet.qr

Alexis Benos, Hekim, Profesér Dr., Hijyen ve Sosyal Tip Laboratuvari. Selanik
Aristotle Universitesi. Saghk Hizmetlerinin Ozellestirilmesi Yunanistan Gézlemeui.
Yunanistan. E-posta: benos@med.auth.gr

Yunanistan'da kapitalizmin krizi, kendini, Avrupa bdlgesinin istikrarina,
hatta wvarligini stirdirebilmesine iligkin potansiyel sonuclari nedeniyle
uluslararast endiseye yol acan borg krizi bigciminde g&stermistir. Avrupa
Komisyonu, Avrupa Merkez Bankasi, Uluslararasi Para Fonu ve Yunan
hikimeti, Yunan ekonomisine mali yardim konusunda ekonomik ve mali
politikalar memorandumu (MEFP) olarak adlandirilan bir anlasma yapti.
Bu yeni ekonomik programin bir pargast olarak, kamu sektérii ve kamu
yonetiminde yapisal diizenlemeler hizla yirtrlige konurken, sert mali
onlemleri getirilmistir.

Kamu saglik hizmetleri ve sosyal saglik sigortalari, memorandumun
6ngo6rdi@i yeni politikalarin ana hedefi olmustur. Bir kez daha, 1970’lerin
basindaki petrol krizinde oldugu gibi, kamu sektorii (saglik hizmetleri ve
sosyal gtvenlik dahil), karsilanamaz bir kamu borcu yaratacak bicimde
giderek daha fazla kaynag: tiketmekle suclanmustir. Iflas korkulari, kamu
varliklarinin  herhangi bir engel olmaksizin tasfiyesi ve kamu saglik
sektortinlin piyasalastirilmasi icin miitkemmel bir firsat sunarken, kamu
sektorli burokrasisi, yolsuzluk, denetim eksikligi ve dogasinda bulunan
verimsizlik ('80lerin bilindik Yeni Kamu Yo6netimi gortgleri'-NPM), bir kez
daha yeni reform gerekgesi olarak ortaya ctkmistir.

Yukarida deginilen gecmis deneyimlere karsilik, 2011'de hiikiimetin saglik
bitcesinde 800 milyon Euro kesintiye gidilmis, saglik calisanlarinin ticretleri
% 10-20 oraninda azaltilmis, yeni personel alimlari durdurulmus, saglk
hizmeti alanlarin kesintileri Yunan Ulusal Saglik Sistemi'ne aktarilmis,
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sosyal sigorta saglik yardimlar 6nemli 6lctide azaltilmis ve sayisi giderek
artan sigortasiz niifusa (issizler ve gé¢cmenler) minimum saglik gtivencesi
saglama vyoluna gidilmistir. Ayrica, hiikiimet 1.500-10.000 hastane
vataginin (kamu hastaneleri toplam yatak kapasitesinin % 4-25) hizmete
kapatilmasini ve birinci basamak saglik hizmetlerinin, hasta basina sabit bir
Ucret alan genel pratisyenlerin yeni bir birlesik sigorta fonu ile stzlesmeli
oldugu bir model temelinde yeniden diizenlenmesini planlamaktadir.

Memorandumun Yunan saglik sistemine uyguladigi sok tedavisi, gercekte
bir tedaviden cok bir sok gibi goriinmektedir. Saglik hizmetlerine erisimdeki
esitsizliklerin, karsilanmamis saglik hizmeti gereksinimlerinin, artan 6&zel
saglik harcamalarinin, yiiksek yonetim maliyetlerinin, Yunanistan'daki
saglik reformunun uzun dénemdeki tek sonucu olmasi, siirecin timuini
toplumsal olarak dayanilmaz hale getirmesi beklenmektedir.

Anahtar kelimeler: Saglik politikasi, saglik reformu, finansal kriz,
Yunanistan.
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University of Thessaloniki. Greece. E-mail: starth96@vyahoo.com

Alexandros Panos, MD, Laboratory of Hygiene and Social Medicine. Aristotle
University of Thessaloniki. Greece. E-mail: alexpanos2000@yahoo.ar
Theodoros Zdoukos, MD Msc, Laboratory of Hygiene and Social Medicine.
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Alexis Benos, Professor, Laboratory of Hygiene and Social Medicine. Aristotle
University of Thessaloniki. Greece. Greek Observatory on the Privatization of
Health Care. E-mail: benos@med.auth.ar

Capitalism crisis in Greece manifested in the form of debt crisis, causing
international concern because of its potential consequences on Eurozone
stability, even viability. European Commission, European Central Bank,
International Monetary Fund and the Greek government reached an
agreement on the financial assistance of the Greek economy; the so called
memorandum of economic and financial policies - MEFP. As part of this
new economic program harsh austerity measures have been adopted,
while structural adjustments of the public sector and public administration
are being rapidly implemented.

Public health services and social health insurance schemes became a major
target of the memorandum’s new policies. Once again, identically to the oil
crisis at the beginning of the ‘70s, public sector (including health services
and social security) was incriminated for consuming more and more
resources, resulting to an unaffordable public debt. Public sector’s
bureaucracy, corruption, lack of accountability and per se inefficiency (the
known from the ‘80s ideas of New Public Management - NPM) once again
offered the rationale of the new reform, while fears of bankruptcy offered
an excellent opportunity for the unimpeded liquidation of public assets and
the marketization of the public health sector.

Against the above background, government health budget was cut down
by €800m in 2011, health personnel’s salaries were reduced by 10-20%,
hiring of new personnel seized, users’ co-payments were introduced in the
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Greek National Health System, social insurance health benefits were
significantly reduced and minimum health coverage was now offered to the
growing uninsured population (unemployed and immigrants). Additionally,
the government is planning the closure of 1.500-10.000 hospital beds (4-
25% of total public hospital bed capacity) and the reorganization of
primary health care based on the model of capitated general practitioners,
contracted to a new unified insurance fund.

Memorandum’s shock therapy of the Greek health care system
seems in fact more a shock than a therapy. Health access inequalities,
unmet health care needs, escalated private health expenditure, high
administrative costs are expected to be the only long-term outcomes of
health care reform in Greece, making the whole process socially
unbearable.

Keywords: Health policy, health reform, financial crisis, Greece.
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Oturum Baskanlari/Chair Persons:
Ata Soyer, Stathis Giannakopoulos

Saglhik Sektoriinde Piyasalasma Ornekleri
Marketing Examples in Health Sector

Saglik Hizmetlerinde Pivasalasma
Mekanizmalar:

Kaythan Pala, Hekim, Prof. Dr., Uludag Universitesi Tip Fakuiltesi, Halk Saghg
Anabilim Dali. Bursa, Ttrkive. E-posta: kpala@uludag.edu.tr

Kapitalist tretim iliskilerinin odaginda yer alan ve kar maksimizasyonu igin
temel araclardan biri olan “piyasa” istem, sunum ve fiyattan olusur.
Normal kosullarda fiyatin istem ve sunum tarafindan olusturulan bir denge
ile belirlenmesi beklenir. Ancak tekelci piyasada oldugu gibi piyasanin
cesidine gore fiyatin belirlenme yontemi degisiklik gosterebilir. Glintimtizde
kiiresel kapitalizm saglik alaninda hem isteme ve sunuma miidahale
etmekte hem de fiyati kendisi belirlemeye calismaktadir.

Istem gereksinim degildir. Istem gereksinimin kisinin satin alma gticiine
bagl olarak belirlenen bolimudir. Bir baska deyisle, istem gereksinimin
kisinin “musteri olabilme” potansiyeli ile ilgilidir. Bu nedenle piyasa tiretim
icin gereksinimi degil, istemi kullanir. Ornegin sitmanin etkin bir asi ile
yillardir eradike edilememesinin temel nedeni, sitmadan zarar goéren
insanlarin musteri olabilme potansiyelinin distklagudur.

Saglik alaninin piyasaya acilmasi, oncelikle saglik taniminin fiilen
degistirilmesi anlamina gelir. Clinkli piyasanin varligi saglik hizmetini bir
hak olmaktan cikartir. Saglik artik parasi olanin, ancak parasinin yettigi
kadar satin alabilecegi bir metaya donisir. Piyasa ile saglk
gereksinimlerinin kar getirebilecek boltimleri istem olarak degerlendirilir ve
fiyati karsilamaya gticli yetenler icin hizmet sunumu saglanir.

Saglik hizmetlerinin piyasalagtirlmasi ve kar maksimizasyonuna acik hale
getirilmesi icin  Oncelikle saglk hizmetlerinin  6rgtitenmesinde ve
sunumunda “kamucu” segimlerin azaltilmasi, hatta giderek ortadan
kaldirlmast gerekir. Ozellikle az gelismis tilkelerde hizmet sunucularina
kaynak saglanmasinda ise kamu sektoriiniin basat rolii devam eder.

Saglik hizmetleri icin “istem” her zaman var olmakla birlikte, daha fazla kar
elde edebilmek icin “kigkirtilmis istem”e gereksinim duyulmaktadir. Bunun
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icin sunumun istem yaratmasi adiyla bilinen bir mekanizma ve reklamlar
devreye girer. Bilindigi gibi istem ayni zamanda kisinin harcama
kapasitesidir. Konu saglik olunca harcama kapasitesi yalnizca gelire bagli
degil, gelir disinda borglanma ve varhigin (mulkiyetin) elden cikarilmasi
eylemlerini de icerir. “Tibbi yoksulluk” kavrami istem i¢in kaynak yaratma
yaklagimlarinin vardidi son noktayi gostermesi bakimindan énemlidir.

Istem tiiketicinin egilimleri ile olusur. Piyasa acisindan kar
maksimizasyonunu saglamak icin ttiketicinin egilimlerinin etkilenmesi
gerekir. Saglik hizmetleri s6z konusu oldugunda hizmeti sunan ile tiiketici
arasinda “bilgi asimetrisi” olmasi, egilimin yonlendirilmesini kolaylastirir.

Anahtar kelimeler: Piyasalasma, saglik hizmetleri.
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Mechanisms of Marketization in Health
Services

Kaythan Pala, MD, Proffesor, Uludag University School of Medicine Department
of Public Health, Bursa, Turkey. E-mail: kpala@uludag.edu.tr

“Market” which places in the focus of capitalist relations of production and
which is one of the main tools for profit maximization is composed of
demand, supply and price. In normal conditions, the maintenance of price
is expected with a balance which is formed by demand and supply.
However such as in monopolistic market the maintenance of price method
may change regarding to the type of market. At present, the global
capitalism has been both intervening to demand and supply and trying to
maintain the price by own in health sector.

Demand is not need. Demand is the part of need which is maintained
(determined) by the purchasing power of the individual. In another word,
demand is related with the “becomes a consumer” potential of the
individual. That’s why in the market for production demand is used instead
of need. For example the main reason for no eradication of malaria for
years is the impairment of “becomes a consumer” potential of the
individuals who suffers from malaria.

The introduction of market mechanism into the health sector first of all
makes an actual change in the meaning of health. Thus, with the existence
of the market right to health care disappears. Health care anyway becomes
a commodity which can be purchased by individuals who have the ability
to pay as much as they have. With the market mechanism the parts of
health needs which is profitable is taken in hand as demand and health
care is provided to individuals who have the ability to pay.

For marketization of health care services and making it proper to profit
maximization first of all reduction or even remove in time of public benefit
(interest) choices in the organization and provision of health care services is
necessary. However, especially in under developed countries in supplying
resource to service providers dominant role of public sector continues.

For the health care services always there is demand however to make more
profit “prompted demand” is necessary. In order to carry it out the
mechanism known as supply induced demand and advertisements go in.
As is known, demand is the spending capacity of individual. When the
subject is health the spending capacity is not only depends on income but
also related with getting into debt and divestment of property. The concept
of “Medical poverty” is important in terms of indicating the last point that
was reached by the approaches of providing resource for demand.

Demand is formed by the tendencies of the consumer. In order to provide
profit maximization the tendencies of the consumer must be affected in the
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market mechanism. When the health care is the subject if there’s
“information asymmetry” between the service provider and consumer
orienting the tendency gets easier.

Another key word of the market mechanism in health care sector is supply.
In the private health care sector service providing is mostly marketed with
the word “quality”. While the sector increasing the consumer potential with
the “quality in service” slogan, on the other hand it provides new
opportunities to meet the needs of customer which is not realized by the
customer before with the variety in service and right to choice approach (it
was announced as freedom of physician choice in Turkey).

For market balance supply and demand must be met each other. When the
supply is greater than demand production takes place in vain. When the
demand is greater than supply in that case production is inadequate. In
“free market” conditions theoretically supply and demand are balanced at
the price (rate). In this case price also may become a tool that is able to
affect demand and supply.

Market is affected by any intervention from outside to any actors which
forms it such as health care service provided by public sector. In that case
in order to meet (satisfy) the demand private sector may have to compete
with public sector. Even though there’s a magic word as “quality” in
private sector, for private sector there is no possibility to cope with public
sector. Therefore, public sector deals with meeting the needs of citizens
without aiming profit. One of the main goals of public sector is “equality”,
whereas private sector deals with customer instead of citizen.

The most efficient marketization tool of globalization in health care sector is
neoliberal health reforms. By these reforms which could be change country
to country first market formation is ensured. Of course the first step in these
countries is making the society need the health reform. The most effective
way of this is collapsing the public health care services and making it not to
meet the needs. This method has been practiced in a lot of country and
has been successful. In order to collapse the public health care services
restriction of financial and human resources and bad management are
used as the main tools.

Without questioning the politics which made the public sector ineffective in
health care, even with the impact of media a neoliberal health reform is
presented to society as a solution. Long waiting lists, the chaos during
access to service and unsatisfaction of the patients which is gradually
increased prepares a proper ground for marketization.

Certainly, during the formation or extension of market the most important
business is privatization. While privatization clearing a space for private
sector in health care sector in one hand, on the other hand it ensures the
market to determine the price freely. At present Social Security Institution
the most important institution in terms of health finance in Turkey, pays
private sector approximately one and half times of the amount which is
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paid to public hospitals per capita for curative health care service. In five
years as the result of reduction and weakening of public hospitals the
difference could exceed two or three times.

Financing is an important factor for market. Market deals with not resource
of the money but amount. In health sector it is not expected that only the
high income households satisfy the market that’s why the contribution of
low and less income households must be taken for the financing. Here
insurance and contribution steps in. First social health insurance (it is
known as General Health Insurance System in Turkey) is established and
resource is provided in order to extend the market. After by limiting in
basic assurance package citizen is forced to get a new insurance with the
name “additional and complementary”. This time insurance is made by
private sector. The interesting thing here is that the ones who point out the
source of ineffectiveness as financing in public and service providing
together, keeps calm when the same implementation is made by private
sector. In the market extended by public financing private sector relaxes
with the withdrawing of public from health care service providing and
continues rapidly profit maximization (maximizing).

The ones assessing the current position politically takes the increase in
community (patient) satisfaction as a success of neoliberal health reforms.
However the opportunities for scientific evaluation of reform process are
ever tended to be restricted. In this situation there’s no tolerance to even
the smallest criticism which could adversely affect the market.

With neoliberal health reforms which have been put into effect as
“Transition in Health Program” in Turkey, the share of private hospitals
increased three times in total health expenditures. Similarly, the amount of
both insurance premium costs and out of pocket expenses of citizens has
increased. Now with the public private partnership method clearing more
space to private sector in financing and providing of health care services
and transforming the public hospitals to hospital associations is in order.

There can be small differences country to country in marketing mechanism
however the orbit (path) is clear. Priority is collapsing the public health care
services and ensuring more space for private sector. After providing
financing with the support of public resources and supporting this financing
by the citizen’s pocket increasingly.

Keywords: Marketization, health services.
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Kiiresel Kapitalizmde Ilac Endiistrisi

Nurettin Abacioglu, Profesér Dr., Gazi Universitesi Eczacilik Fakiiltesi,
Farmakoloji Anabilim Dal. Ankara, Tiirkiyve. E-posta: nabaci(@gazi.edu.tr

llaclar, bireysel ve toplumsal insan yasami bakimindan vazgecilemez ve
onsuz olunmaz olan metalardir. Kapitalist pazarda metalar, degisim icin
tiretilen bitiin mal, tirtin ve/veya hizmetleri kapsar. llacin da, “degisim icin
Uiretilen bir mal” olmasi, kullanim ve degisim degerleri olmak tlizere intrinsik
iki iktisadi karakteristigine dayaldir. llacin kullanim degeri, onun kimyasal
yapt olarak o6zgulligi ve endikasyonuna dayalidir. Kural olarak, bu
oOzellikleri nedeniyle, birbiri yerine ikame edilebilen mallar degillerdir. Biitiin
iretim ve hizmet sanayilerinde oldugu gibi, ilacin degisim degeri olan fiyati
da bir karlihg icerir. Bu bakimdan bozulmus olan saghgin sagaltiminda,
illacin kullanimiyla, onun retildigi sektoér olan ilac sanayinin yapisal
ozellikleri, ilacin “talep esnekligi”ne dayali olarak stirekli bir catisma yasar.

Ekonomik iligkilerin tarihsel stireclerine bakildiginda, kapitalizm hep diinya
ya da Kkiiresel olcekte olmayi stirdirmus ve gelistirmistir. Kapitalizmin en
ylksek tekelci asamasi olarak formiile edilen emperyalizm dénemi ise,
temel karakteristikleri bakimindan glinimiiz kiiresel kapitalizmini de en
somut bir bicimde tanimlamaya devam etmektedir. Baglica o6zelliklerini
soyle tanimlamak mumkiindiir:

1. “Uretim ve sermaye yogunlugunun ulastigi viiksek asama nedeniyle
tekellerin iktisadi yasamda belirleyici rol oynamast”

2. “Banka ve sanayii sermayesinin kaynasmalariyla bir finans
oligarsisinin ortaya cikist”

3. “Mal ihracatinin yani sira sermaye ihracatinin gelismesi ve artisinin
ozel 6nem kazanmast”

4. “Uluslararast kapitalist tekellerin dtinya pazarlarini paylasimi”
5. “Diinyanin emperyalist glicler arasinda hegemonik boltisumu’”

Kapitalist ekonomilerde, bttiin tretim sektorlerinde oldugu gibi ilacg
Uiretim sanayii de bir karhlik icerir. Bu, hem yeni yatirimlarin yapilmasini ve
hem de teknoloji gelistirilmesi ve yeni ilaglarin kesfini saglayan zorunlu
iktisadi bir 6gedir.

Bu baglamda, dinya ulkelerinin ilag Uretim sektorleri icinde,
“arastirmaci ve buluscu firmalar” ile “jenerik firmalar1” olmak tizere, kabaca
iki tar Uretici firma tipi etkinlik gostermektedir. Bitlin firmalarin faaliyet
stireglerinin iktisadi garantisi, firmalarin kendi trlnleri izerinde tesis ettigi
“sinai ve fikri mulkiyet rejimleri” ile saglanir. Bu baglamda, miilkiyete konu
olan hukuki diizenlemeleri de, patent, lisans gibi bagliklar altinda 6zetlemek
miumkinddr.
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Yukarida ifade edilen bu genel gecer hatirlatmalardan sonra, vurgulanmasi

gereken diger 6nemli bir husus da, gerek diinya ila¢ sektoriiniin ve gerekse

gelismekte olan bir pazar olarak Tirkiye ilag sektoriiniin, yapisal 81
ozelliklerinin “oligopolistik” bir karakter sergiledigi ve pazari kontrol altinda

tutan az sayida firmanin, blyik o6lglide “pazar buyikligini” belirlediginin

de altin1 cizmek gerekir. llagc meta 6zelliklere sahip olmakla beraber, insani

perspektifi bakimindan, iktisadi sistemlerin isleyis mekanizmalarindan

bagimsiz bir meta gorinimiinde sayilabilmekte ve fakat gercekte,

kapitalizmde sermayenin yogunlasmasi ve merkezilesmesini saglamakta ve

dolayli olarak da hegemonya stratejilerinin gelismesini desteklemektedir.

Bu calismada, ilag, endistri ve kapitalist sistem bu baglamdan
degerlendirmekte ve drneklemektedir.

Anahtar kelimeler: Kiiresel kapitalizm, emperyalizmi farmasotik sanayi,
ilag.
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Pharmaceutical Industry in Global
Capitalism

Nurettin Abacioglu, Proffessor, Gazi University Faculty of Pharmacy Department
of Pharmacology, Ankara, Turkey. E-mail: nabaci@gazi.edu.tr

In terms of both individual and social human life, drugs are indispensable
and, “sine qua non” commodities. In the capitalist market, commodities
produced for exchange, includes of all goods, products and / or services.
The two intrinsic economic characteristics such as usage and exchange
values are based on all drugs as of the other goods produced for exchange.
The usage value of drugs depends on the specificity of their chemical
structures and indications. Principally, because of these properties, they are
not competing goods. As are in all production and service industries, the
exchange value of drugs as of their prices comprises profitability. In this
regard, the cure of impaired health that needs of drug utilization, arise a
continuous dispute depending the characteristics of the structure of
pharmaceutical industry and the elasticity of the demand of drugs.

Looking at the historical processes of economic relations, capitalism is
always maintained and developed to be a world or global scale. In terms of
the basic characteristics of the highest stage of monopoly capitalism as is
formulated "imperialism period" continues to describe today's global
capitalism as the most concrete way.lt is possible to define the main
features as follows:

1. “Exhibition of the decisive role of monopolies in the economic life
as of the production and concentration of capital has reached a high
stage.”

2. “Emergence of a financial oligarchy by the integration of bank and
industrial capitals.”

3. “The special importance and the development of capital export
rising, in addition to commodities.”

4. “Sharing of the world markets by the international capitalist
monopolies.”

5. “The hegemonic division of the world by the imperialist powers.”

In the capitalist economies, as in all manufacturing industrial sectors,
pharmaceutical industry also includes a profit. This essential economic item
is the core element both for making new investments and the development
of technology as well as the discovery of new drugs. In this context, world
countries have two broad types of firms as innovative and generic
companies in the pharmaceutical manufacturing sector. Operational
processes of the economic guarantee of all firms are provided with the
establishment of "industrial and intellectual property regimes" on their
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products. In this context, property, which is the subject of legal regulations,
can be summarized under headings such as patents and, licenses.

After the abovementioned mainstream of this reminder, another important
issue that should be emphasized about the structural features of world
pharmaceutical manufacturing sector, including Turkey as a developing
market, exhibits an oligopoly market characteristic in which a small number
of firms covers and controls a large degree of market size. In terms of
humanitarian beneficial perspective, although drugs have commodity
features, they may account to have an independent benefit and function in
terms of economic system but in reality they directly provide the
concentration and centralization of capital and also allow supporting
indirectly the development of hegemony strategies.

In this study, medicine, industry and the capitalist system were evaluated
and exemplified in this context.

Keywords: Global capitalism, imperialism, pharmaceutical industry,
medicine.
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Kiiresel Kapitalizmde Asilar

Safak Taner, Hekim, Dog. Dr., Ege Universitesi Tip Fakiiltesi, Halk Saghgi
Anabilim Dali. Izmir, Turkiye. E-posta: safak.taner.gursoy@ege.edu.tr

Her yil 2.5 milyondan fazla yasami kurtaran asi, en énemli medikal trtin
olma ozelligini ginimiuzde de korumaktadir. Bununla beraber duraklama
donemine girmeye baslayan ila¢ pazarnin yerini almaya aday
goziikmektedir. Saglikli yasam i¢in en 6nemli kazanimlardan olan asi, en
karli pazar tGrtinii oldugunda insanliga nasil hizmet edecektir? Bu sorunun
yaniti aginin 6ykiistinde bulmak olasidir.

Asinin O6ykist dort dénem tizerinden izlenebilir; heroik dénem (1798-
1930’lar), gelisme ve farklilasma dénemi (1930’lardan-1990’lara), kiiresel
asllama programlari (1960’lardan-2000’lere), 6zellestirme ve biyoteknoloji
cagl (1990’lardan gintimiize). Heroik dénemde cicek, kuduz, tifo, kolera,
veba, difteri, tetanos, bogmaca ve sart humma asilari uygulanmaya
baglamistir. Ardindan 20. ylzyil ortalarinda yeni asilar, yeni teknolojilere ve
yeni yasal dizenlemelerle gelisme ve farkllasma doénemi yasanmistir. Bu
evrede verel diizeyde pek cok asi Ureticisi bulunmaktaydi. Uciinci
doénemde cicek, polio eradikasyon programlarini, 1974’de baglatilan
Genigletilmis Bagisiklama Programlarinin (EPI-Expanded Programme on
Immunization) goértiyoruz. Bu program nedeniyle olan talep artisi, asinin
bulunamaz olmasi ve asi fiyatlarinin yiikselmesine yol acti. Dordiinci evre,
1990 vilinda UNICEF, Diinya Saglk Orgiitd, BM Kalkinma Programi
(UNDP) Diinya Bankasi (DB)ve Rockefeller Vakfi tarafindan Cocuklarin
Asilanmast Girisimi , (CVI-Children’s Vaccine Initiative), 2000’de DSO,
UNICEF, Dinya Bankasi, ulusal hiikiimetler, uluslararasi kalkinma
bankalari, htikimet disi kuruluglar, Bill ve Melinda Gates Vakfi, asi
endiistrisinin temsilcilerinden olusan Asi ve Bagisiklama icin Kiiresel Isbirligi
(GAVI-Global Alliance for Vaccines and Immunization) kurulmasiyla
sekillendi.

1999 vilinda UNICEF rutin asilama programlari igin bile DTP ve BCG asist
bulamaz oldu. Bu yillarda benzer sikintt OPV icin de yasandi. 1998-2001
yillarinda geleneksel agilarn tireten 14 Ureticiden onu Uretime son verdi.
1970’lerde bagisiklama UNICEF gibi bagiscilarin ve alict hikimetlerin
kontrolindeyken, 1980’lerde 6zel sektor GAVI gibi kiiresel ortakliklar
araciligiyla bagiscilarla yakinlasti ve ardindan bagisiklama hizmetlerinin bag
aktort oldu. 2009 yilinda dort bliyik sirket GSK, Sanofi-Aventis, Wyeth
and Merck &Co., asi pazarinin % 71’ini kontrol etmekteydi. Sanofi-Aventis
ve GSK liderlik icin yarismaya devam etmekte. 2010 yilinda, 2007 yilina
oranla % 16.52’lik hizla 21.05 milyar dolara erisecedi tahmin edilen pazar,
27.6 milyar dolara eristi. 18 sirket DNA asisi Giretebilmektedir. Bir dénem
sirketlerin tim grip asis1 tizerinde calismalarini yogunlastirdi. Bu gidisatin
nedenlerini bir gazete haberi aciklamaya yetebilir.
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llac sektoriinde asi satislar: receteli ilaclara gore hizla artiyor. Artan talebi
dikkate alan baz firmalar bu alanda tretim kapasitesini artirma karari
alirken, bazilari da agilarla ilgili yeni yatirimlara yonelmeye basladi. Diinya
ast pazarmni 2016 yiinda 34 milyar dolarlik bir biytklige ulagmasi
bekleniyor. Firmalarin receteli ila¢ satislari ise azaliyor.

As1 pazarn igin alt yapi patent yasasiyla olusturulmustur. 1986-1994 yillari
arasinda gerceklesen Uruguay Raundu bitiminde imzalanan Fikri Mulkiyet
Haklarinin Ticaretle Baglantili Boyutlarina iliskin Anlasma’siyla (TRIPS).
Markasiz ve patentsiz trlinlerin diinya ticaretinden pay almasinin 6niine
gecilmek amaclanmis, bir bakima asiy1 gelistiren fiyati belirleme konusunda
imtiyaz kazanmustir. Avrupa, ABD’den sonra ikinci buyik pazardir. Ar-Ge
harcamalarinin da sadece %7-10’luk kismi gelismekte olan tilkelerce
yapilabilmektedir.

Pazar dinamikleri g6z 6niine alindiginda, glinimiizde pediyatrik asilar
pazara egemenken, ileride yetigkin, terapotik ve influenza asilarinin bu
egemenligi ele gecirecegdi, kanser, bagimlilik, biyotertér etkenlerine karsi
asllama c¢alismalarina agurlik verilecegi beklenmektedir. Ancak Ar-Ge
calismalarinin  maliyetinin  giderek artmasi, calismalarin  basariyla
sonuglanma olasiliginin %10’lara inmesi, patent yasasi kar oranlarini
artirmak icin fiyatlarinin ¢ok yiiksek olacaginin ipuclaridir.

* bir hastanin tedavisinde riskli olmasina karsin cesaretli girisimde bulunma

Anahtar kelimeler: Kiiresel kapitalizm, asi, bagisiklama, pazar.
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Vaccines in Global Capitalism
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Health Department. Izmir, Turkey. E-mail: safak.taner.gursoy@ege.edu.tr

Vaccine, saving more than 2.5 million lives every year, maintains its vital
medical characteristics today, as well. Nonetheless, it also seems to be an
applicant to replace medicine market which gradually enters into its
recession period. How will vaccine, being one of the most remarkable gains
for healthy life, be able to serve for the sake of humankind when it
becomes an optimum output in the market? It is likely to find out the
answer for this question in the story of vaccine.

The story of vaccine can be observed over four periods; heroic period—
courageous attempt to treat a patient though the patient’s condition is risky
(1798-1930’s), growth and divergence period (from 1930’s to 1990’s),
global vaccination programmes (from 1960’s to 2000’s), privatization and
biotechnology age (form 1990’s to modern-day). In heroic period, the
vaccines such as smallpox, rabies, typhoid, plague, diphtheria, tetanus,
pertussis and yellow fever were initiated to be performed. Following this,
growth and divergence period was gone through with new vaccines in the
midst of 20th century and new technologies and new legal regulations. In
this phase, there were innumerable vaccine producers at local level. We see
the eradication programmes of smallpox and polio and Expanded
Programme on Immunization (EPI) started in 1974. The increase in
demand due to this programme and vaccine’s unfindable feature led the
costs of vaccinations to raise. The fourth phase was shaped by Children’s
Vaccine Initiative (CVI) thanks to UNICEF, WHO, UN Development
Programme (UNDP), World Bank (WB) and Rockefeller Foundation in
1990, and establishment of some institutions including WHO, UNICEF,
World Bank, national governments, international development banks, non-
governmental organizations, Bill and Melinda Gates Foundation and
Global Alliance for Vaccines and Immunization (GAVI) consisting of
representatives of vaccine industry in 2000. UNICEF was not able to find
DTP and BCG vaccines for routine vaccination programmes in

1999. In these years, a similar bother was experienced for OPV, too. Ten
producers out of 14 that generated traditional vaccines discontinued their
production in 1998-2001. While the vaccination was under the control of
donators like UNICEF and recipient governments in 1970’s, global
associations such as private sector GAVI got close to their contributors and
then became the leading actor in vaccination services in 1980’s. Four
major companies composed of GSK, Sanofi-Aventis, Wyeth and Merck &
Co. were controlling the 71 % of the vaccine market. Sanofi-Aventis and
GSK still continue to compete for leadership in this sector. The market
which was speculated to reach 21.05 billion dollars at 1652 %
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development rate reached 27.6 billion dollars in 2010 when compared to
the rate in 2007. 18 companies can produce DNA vaccines. All companies
focused their studies on flu vaccines in one period of time. The causes for
this direction can be explained by news from a paper

Vaccine sales are increasing promptly in medicine sector compared to
prescription drugs. Some firms considering elevated demand for them take
a decision to improve the production capacity in this field on the other
hand, some of them have begun to turn to new investments regarding
vaccines. World vaccine market is expected to reach 34 billion dollar size in

2016.

Prescription drug sales of the firms are reducing.” Substructure for vaccine
market has been made up by patent law. Generic and nonproprietary
products were aimed to prevent to have share in the world trade by Trade-
Related Aspects of Intellectual Property Rights (TRIPS) which was signed at
the end of the Uruguay Round occured between 1986 and 1994 and in a
sense, the firms which develop a vaccine gained a privilige associated with
pricing. Europe is the second biggest market after USA. Research-
development expenses could be met in only 7-10% of the developing
countries.

Regarding market dynamics, paediatric vaccines are currently dominant in
the market, however in the future, adult, therapeutic and influenza vaccines
will be superior and vaccination programmes such as cancer, addiction and
against the bio-terror factors are expected to be focused. Nevertheless,
patent law prices will be very high for profit maximization since cost of
research-development studies ison the increase and the likelihood of
completion of studies with success drops at 10 %.

Keywords: Global capitalism, vaccine, immunization, market.
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Neoliberal Ekonomik Politikalarin Saghk
Calisanlarina Etkisi
The Effects of Neoliberal Economic Policies on

Health Care Workers

Saglik Cahisanlarinin Esnek Istihdami

Ozlem Ozkan, Doc. Dr., Kocaeli Universitesi, Kocaeli Saghk Yiiksekokulu,
Hemsgirelik Bolumu, Halk Saghgi Hemsireligi Anabilim Dali.Kocaeli,
Tturkiye. E-posta: ozlem.ozkan(@kocaeli.edu.tr

Kapitalist tlkelerde 1960’1 yillarinin sonlarinda kiresel 6lcekte yasanan
krizi agmanin araglarindan birisi de neoliberal ekonomik politika eksenli
‘veni bir sermaye birikim modeli’ olarak da adlandirilan emek siirecinin
yeniden vyapilandirilmasidir. Postfordist retim, neo-fordizm, global
fordizm, tam zamaninda Uretim, yalin Uretim, toyotaizm, esnek birikim,
esnek uzmanlagsma, esnek Uretim gibi kavramlarla adlandirilan bu tretimin
temel amaci sermaye sinifinin kar oranini arttirmaktir. Ayrica amag, kiiresel
pivasada rekabet edebilmek, esneklesmis piyasanin ani ve hizl
gereksinimlerine yanit verecek bir emek-glici gereksinimini karsilamak,
emek-glicii maliyetini dustirebilmek ve Uretim akisini  Kkesintiye
ugratmamaktir. Ozetle, sermaye simifi icin iscilerin bedenlerini, tiretim
deneyimlerini ve zihinsel potansiyellerini sonuna kadar kullanabilme
kosullarinin olusturulmasidir. Saglk sektortinde esnek tretimin 6gelerinden
birisi de belirli streli s6zlesme caligma, kismi streli sdzlesmeli calisma, yar

zamanli galisma, mevsimsel calisma ve gegici calismadan olugan Esnek
Istihdamdir.

Bu sunumda, o6nce tlkelere gore saglik sektoriindeki esnek istihdam
bicimleri ele alinacaktir. Daha sonra esnek istihdamin sermaye sinifi icin
O6nemiyle, emekci sinifina ve orgtitlerine etkileri ele ortaya koyulacaktir.
Son olarak, bu istihdam bigimlerinde calisan saglik emekgilerinin kisaca
emek miicadeleleri degerlendirilecektir.

Saglik sektoriinde esnek istihdam {lkelere gore farklilik gostermekle
beraber, 1980 sonrasinda buyulk bir artis gostermistir. Kadin, geng, yasli,
gocmen ve niteliksiz/ya da yari nitelikli saglik emekgileri esnek istihdamin
en oOnemli risk grubudurlar. Avrupa ulkelerindeki hastane saglk
calisanlarinin %30-60'1 bireysel sozlesmelerle calismaktadir. Ingiltere’de
hemsirelerin %70’1 s6zlesmeli calisip, %38’inin stzlesme stiresi bir yilliktir.
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Pratisyen hekimlerin Birlesik Krallik'ta %53’t, Norveg'te %30y,
Finlandiya’da %32’si sozlesmeli calismaktadir. Tirkiye’de 2004 yilinda
toplam hemsirelerin %4.7’si, ebelerin %9.1’i, saglik memurlarinin %12.5’i
4B stattistinde calisirken, bu 2010 yilinin Nisan ayinda sirasiyla %28.8,
%24.1 ve %60.2 olmustur. Gecici calisma 1990’larin basindan itibaren
Avrupa tilkelerinde yaklasik %15 iken, 2007 yilinda %28’e ulagmistir. ABD
saglhk sektorinde gecici calisma %6-20 arasinda degismektedir.
Finlandiya’'da ise 1990’larda bu %14 iken, 11 yil sonra %24’e ulasmistir.
Ulkemizde ise (2009) genel biitce kapsaminda Saglk Bakanligima bagl
kurumlarda 4C statiisinde gegici olarak sadece 1750 Kkisi calismaktadir.
Avustralya’da yaklasgik her dort ebeden birisi, Finlandiya ve Norvec’te her
¢ hekimden birisi, Kanada’ da her Ug fizyoterapistten birisi, Yeni
Zelanda’da ise alti fizyoterapistten birisi yari yari-zamanl calismaktadir.
Hemsirelerin Norveg, Danimarka, Yeni Zelanda’da  varisi
(%57,%53,%48.2) Irlanda’da %29.6’s1, IzZlanda’da %72’si, ABD'de %25'i,

Ingiltere’de %37’si yari zamanh calismaktadir.

Esnek istihdamin bicimi ne olursa olsun; emek-glici maliyetini azalttig,
calisma stresini uzattigi ve dlzensizlestirdigi, yogun, agir calisma, angarya
ve tele calisma ile de emek tiretkenligini arttirdidi, isletmeler arasi rekabeti
kolaylastirdigi icin sermaye sinifi icin bulunmaz bir firsattir. Sermaye sinifina
taninan bu firsatlar, Glkelerde e@er etkin bir emek miicadele yoksa mevzuat
ile de teminat altina alinir. Emek-glictinii sinirsiz kullanma hakkina sahip
olan sermaye sinifi iscileri istedigi zaman, istedigi stirede ve istedigi yerde
calistrma olanagma sahip olur. Isten cikarlma daha fazla olur. Bu
calisanlar, genis olciide sosyal giivenceden yoksundur. Ozellikle gegici ve
yart zamanli calisanlar ek 6demelerden yararlanamazlar. Yari zamanli
calismayla ayni giinde birden fazla birbirinden ¢ok farkh islerde caligmak
zorunda kalirlar. Ornegin, Avustralya’da hemsirelerin %11.8’i ikinci bir iste
calistign, Ingiltere’deki cogu hekimin iki isi bulunmaktadir. Is yasasindan ve
sosyal yardimlardan daha az vararlanirlar. Ucretlerin baskilanmasi, gecici
sozlesmeli calisma ve oOrglitsiiz olmalart nedeniyle, calisma stirelerinden
kolaylikla taviz verebilirler. Boylesi bir esneklik icinde istihdam olan saglik
emek-glicl, sistematik bir kontrol ve denetim mekanizmalarina maruz kalir.
Bu durum onlarin daha fazla, anksiyete, endise, stres, catisma, karmasa,
igsizlik korkusu, kayaisi, is glivencesizligi yasamasina ve isine son verilecegi
korkusuyla orgiitlenememesine yol acar. Tim bunlarin sonucunda ayrica,
saglik emek-glictiniin calisma ortami, galisma kosullart ve calisma iligkileri
kottilestiginden, tehlike ve risklerinin artisina bagl olarak, meslek hastaligi,
is kazast ve ise bagli saglik sorunlari artar.

Kapitalist is bolumiyle saglik sektériinde emek etkinligi; kafa veya kol isi,
kamu ya da 6zel sektor, tretken veya lretken olmayan emek biciminde
aynstirilir. Uretim stirecindeki bu béliinme, esnek istihdam ve fonksiyonel
esneklik uygulamalariyla en ust diizeye ulasir. Boylesi farkliliklara bagh
olarak, saglik emek-gticli icinde hatta bir meslek icinde dahi katmanlasma
ve tabakalagma artar ya da derinlesir. Sémirt iligkileriyle otorite figtirleri ve
hiyerarsiler olusur. Bunlar da sinifsal catisma ve celiskileri tekrar tekrar
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Uretir. Eger saglik emekcisinin siif bilince yeterli degilse, bu durum
emekcilerin birbirlerini farkll sinifsal konumda algilamasina yol acar ki, bu
ideolojik olarak emekgi smifi icinde kapatilamaz bir bosluk olusturur.
Emekcilerin 6rgiitlenmesini sekteye ugratir.

Sonug olarak, esnek tiretim, beraberinde esnek istihdam, sermaye sinifi
tarafindan emek-gtictiniin lehine bir durum olarak gosterilse de, bilimsel
veriler, bu egemen yaklagimin tersi bir duruma sahip oldugunu acik olarak
gostermektedir.

Anahtar kelimeler: Saglik calisani, esnek istihdam, esnek tiretim,
kapitalizm, sinif.
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Flexible Employment of Health Care
Workers
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One of the means in overcoming the crisis that occurred on a global scale
towards the end of the 1960s in capitalist countries was the neo-liberal
based economic policy which can be termed as ‘a new capital
accumulation model’ that restructured the labor process. The basic
objective of this production method which can be called as “post-fordism,”
“neo-fordism,” “global fordism,” “just in time production,” “simple
production,” “toyotaism,” “flexible accumulation,” “flexible specialization”
and “flexible production” was to increase the profit rate of the capital
owning classes. In addition, another objective was to be able to compete in
global markets; meet the labor power requirements that will respond to the
sudden and rapid needs of the flexible market, lower the cost of labor
power and continue with the flow of production. In short, it was forming
the conditions to use physical labor, production experiences and mental
potential of workers to the very end. One of the components of flexible
production in the health care sector is “flexible employment” consisting of
contractual work for a certain period; part-time contractual work; part-time
employment, seasonal work and temporary employment.

7

In this presentation, first the types of flexible employment by countries in
the health care sector will be considered. Later, with the importance of
flexible employment to the capital owning class, its effects on the working
class and labor organizations will be presented. Lastly, a short evaluation of
the labor struggles of working health care employees according to these
types of flexible employment will be considered.

Despite the fact that flexible employment in the health care sector shows
differences by countries, it has shown a great increase after 1980. Women,
youth, elderly, immigrant and unskilled as well as semi-skilled health care
workers are the most important risk group. In European countries, 30% to
60% of hospital health care employees work with individual contracts. In
England, 70% of nurses work on a contract basis in which 38% of the
contract’s duration is for one year. Out of the general practitioners, 53% in
the U.K., 30% in Norway and 32% in Finland are contractually employed.
In Turkey, while 4.7% of the total nurses, 9.1% of midwives and 12.5% of
health officers were employed under 4B status in 2004, these figures were
28.8%, 24.1% and 60.2%, respectively in April 2010. While temporary
employment was approximately 15% in European countries during the
beginning of the 1990s, this rate had reached 28% in 2007. In the United
States, temporary employment in the health care sector varies between 6%
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and 20%. In Finland, while this rate was 14% in the 1990s, it had reached
24% eleven years later. In our country, within the coverage of the 2009
general budget, only 1,750 individuals are temporarily employed under 4C
status in institutions attached to the Ministry of Health. About one out of
four midwives in Australia, one out of three physicians in Finland and
Norway, one out of three physiotherapists in Canada and one out of six in
New Zealand work part-time. About half (57%, 53% and 48.2%) of the
nurses in Norway, Denmark and New Zealand, respectively and 29.6% of
the nurses in Ireland, 72% in Iceland, 25% in the U.S. and 37% in the U .K.
work part-time.

Whatever the type flexible employment may be, because it reduces the cost
of labor, increases and disarranges the work period and increases labor
productivity through intense, heavy work, chores and phone hours and
simplifies competition between organizations it is a golden opportunity for
the capital owning class. If an effective labor struggle is not present in a
country, the opportunities accorded to this class are guaranteed under
legislation. With an unlimited right to use labor power, this capital owning
class possesses the opportunity to employ workers at any time, for any
duration and at any place it wishes. Dismissals from a job will be higher.
On a larger scale, these employees are deprived of social security. In
particular, temporary and part-time employees cannot benefit from
supplementary payment. With part-time employment they are forced to
work in more than one job very different from each other on the same day.
For example, 11.8% of nurses in Australia work at a second job while
many physicians in England have two jobs. These individuals receive fewer
benefits from labor laws and social assistance. Because of suppression of
wages, temporary contract based work and being without an association or
union, they can easily provide concessions in working hours. Health care
workers employed in such a flexible environment are exposed to a
systematic control and inspection mechanism. This situation leads to an
increased level of anxiety, worry, stress, conflict, confusion, fear and
apprehension of unemployment, job insecurity and non-association for fear
of dismissal from work. As a result of all this, in addition to the work
environment of health care employees, work conditions and the
deterioration in job relations, based on the escalation of danger and risks,
increase occupational diseases, job accidents and work related health
problems.

Whether brain or physical labor, whether in the public or the private sector,
this capitalist division of labor separates the effectiveness of labor in the
health care sector into productive or non-productive type of labor. This
division reaches its highest level during the production process with flexible
employment and flexible functional applications. Subject to these
differences, within health care labor or even within an occupation,
stratification and categorization increases or deepens. With exploited
relations, authoritative figures and hierarchies appear. These in turn
regenerate class conflicts and contradictions again and again. If the health
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care worker’s class consciousness is not sufficient, this will lead to a
perception among workers of different class standings between themselves
which will lead to the creation of an uncloseable void within the working
class. It will thus bring to a halt the organization of the workers.

In conclusion, flexible production and together with it flexible employment,
even if shown as a situation in favor of labor power by the capital owning
classes, scientific data, on the other hand, clearly indicate that this
dominant approach points to a contrary situation.

Keywords: Health care workers, flexible employment, flexible production,
capitalism, class.
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Saglik Calisanlarinin Esnek
Ucretlendirilmesi

Mehmet Zencir, Hekim, Profesér Dr., Pamukkale Universitesi Tip Fakiiltesi, Halk
Saghg Anabilim Dali. Denizli, Tiirkive. E-Posta: mzencir@pau.edu.tr

Kapitalizmin yeniden vapilandi@ gtinimiizde emege yonelik saldirilar,
devletin yeniden yapilandirilmasi ile birlikte yasamin her alani piyasaya
aciliyor, metalastiriliyor. Saglikta bu alanlardan birisi. Saglik hizmetlerinde
kar mantiginin 6n plana ¢ikmasi, saglikta emek sémirisiini de glindeme
getiriyor. Bir yandan kar maksimizasyonu, ote yandan saglikta sermaye
gruplarn arasindaki artan rekabet, emegin derin somiurisini ile karsimiza
cikiyor. Emegin derin sémurtsi neoliberal dénemin karakteristigi olan
Uretimin esneklestirilmesi, emegin esneklestirilmesi ile gerceklesiyor. Refah
devleti donemi kazanimlari olan emege dair her tiirli koruma duvari bir
biri ardina parcalaniyor, emek stireci kuralsizlastiriliyor, yeni doneme 6zgl
yeniden yapilandiriiyor. Emek tamamen glivencesizlestirilmis konuma
getiriliyor. Uretim siirecindeki esneklesme istihdam, gelir, mekan, calisma
saatleri, isci saghgi ve gtivenligi, 6rglitlenmede glivencesizlik ile karsimiza
cikiyor. Saglik emekgileri acisindan emek stirecindeki bu buttinlikli stireg
ozellikle istihdam ve Ucretlendirme de daha ¢ok dikkat cekse de saglik
alanma yatirim yapan sermaye gruplari ve isletmelesen devlet hastaneleri
hem mutlak arti degGer hem goreli arti deger sizdirmanin her yolunu
kullaniyor. Saglik sermayesi ve isletmelesen devlet hastaneleri bu amacini
gerceklestirirken saglik emekcileri butlunlikla olarak degerlendiriyor, saglk
alaninda emegin toplamina verilen payi azaltmanin yollarini ariyor, yasama
geciriyor.

Saglik emekgilerinin tcretlendirilmesinde son diizenlemeler hem kamu hem
Ozel sektorde sabit Ucretin (maas, vb.) sinirlandirlmasi, sabit olmayan
(degisken olan) kismin belirgin hale gelmesine yoneliktir. Degisken kisim
kamu sektoriinde sabit doner sermaye ile baglamis, performans uygulamasi
ile daha da vahsilesmis hale gelmistir. Saglik emekcilerinin ticretlendirilmesi
gtincel olarak ele aldigimizda iki ana grubun oldugunu akilda tutmaliyiz:
Sadece sabit ticret alanlar ve sabit licret+performans alanlar.

Saglik alaninda istihdamda en énemli diizenleme taseron uygulamasidir ve
taserona bagl calisma giin gectikce sektortin temel istihdam modeli olacak
gozikiuyor. Taserona bagl calisanlarin cogunlugu asgari Ucret ile
Ucretlendirilmektedir. Hatta bu Kisilerin yilin on iki ay1 tcret almadiklari
distintldiiginde asgari Ucretin altinda bir miktar ile tcretlendirildigini
soyleyebiliriz. Kayit tizerinde boyle gosterilse dahi, bu Ucretin bile
tamaminin 6denmemesi ile ilgili illegal tutumlarin da az olmadigini
bilmekteyiz. Yine vekil ebe vb. uygulamalarla saglik emekcilerine ise sadece
calistiklari giin sayisindan 6deme  yapilmaktadir. Ozel saglik sektorin
durumu da farkl degildir. Asgari Ucret Uizerinden ticretlendirme yaptigi
personel sayisi daha da yiiksek oranlardadir. Cagri lizerine calisan saghk
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emekcisi de artis gostermektedir. Bu kisilerde de sadece calistiklar1 dénem
Ucret 6denmektedir. Yine 6zel sektorde illegal yollarla yabanci uyruklu ucuz
saglik emekcisi calistirlmasi sektérde bulunan herkes tarafindan cok iyi
bilinmektedir. Bu kisiler tamamen karin tokluguna calstirildigini
soyleyebiliriz.

Ikinci ana grup ise performans dayali 6deme vapilan saghk emekileridir.
Cekirdek saglik iscileri olarak degerlendirebilecegimiz hekim, dis hekimi,
eczaci, hemsire, saglk teknisyenleri vb. saglik emekgileri bu
uygulamalardan yararlanmaktadir. Déner sermaye uygulamasi saglk
emekcisinin invanina goére hastanenin/saglik kurumunun elde ettigi
gelirinin belirli bir oraninin dagitilmast ile sabit doner sermaye dagitimi ile
baglamistir. Uygulama performans dayali 6deme sistemi ile devam etmistir.
Hastane, bolim ve Kisisel tretimin dikkate alindigi stire¢ ile her saglik
emekcisi gelir getiren Uretiminin karsiligini déner sermaye 6demesi olarak
alir hale gelmistir. Saglk bakanh@mna bagh tim kurumlarda performansa
dayali 6deme s6z konusudur. Birinci basamak saglik hizmetlerinde édeme
sistemi tamamen piyasact dinamik gosteren bir sekilde yapilmaktadir.
Koruyucu hizmetlerin stirdiiriilmesi negatif performans, riskli gruplarin
(gebe, bebek, cocuk, 15-49 yas dogurgan ¢ag kadin, yaghlar) ve ulasimi zor
olan bolgelerde yasayanlarin aile hekimi nifusuna kaydedilmesi pozitif
performans ile ¢oziilmeye calisilmis, saglik yonetiminin tiim ilkeleri sadece
geliri dikkate alan bir anlayisa daraltilmis, carpitilmistir. Benzer durum
Universite = hastaneleri  icinde  gecerlidir.  Egitim-arastirma-hizmet
ayaklarindan olusan tip egitimi, sadece hizmetin 6ne cikartildigi, klinik-
temel tip-sosyal bilimlerin entegrasyonu yerine sadece Kklinik bilimleri
(egitim icin degil hizmet icin) Onceleyen bir tercih zorlanmaya
calisiimaktadir.

Performansa dayali 6deme sistemi ile hizmet iretiminin artirilmasi ile
isletmenin (hastanenin /saglik kurumunun) gelirini yikseltilmesi (kar elde
edilmesi) sadece hastane yonetiminin degil, tim calisanlarin hedefi haline
getirilmistir. Hastaneler arasi, boélumler arasi, Klinikler arasi, klinik igi
pivasaci rekabet anlayisi 6n plana cikmistir. Bu piyasaci rekabet anlayisi
saglik emekgileri arasinda da is barisini bozacak sekilde devam etmistir.
Hekim, hekim disi personel arasi, hekim disi personelin kendi iginde
rekabet artan bir sekilde devam etmektedir. Siire¢ saglik hizmetine
dogrudan katkisi olmayan saglik emekgilerini (idari, destek personeli) ve
hatta dogrudan gelir getirici faaliyete katki saglamayan uzmanlk
alanlarinda calisan saglik personelini (temel tip bilimleri, halk saghgi, adli
tip gibi) dislayan bir hale dénmistiir. Bu diglama kiltiiri saglik emekgileri
tarafindan sahiplenilmistir. Performans uygulamasi saglik emekgileri ¢ok
parcali olan yapisint daha da ufak parcalara bélmis, atomize etmistir. Her
saglik emekgisi tretim stirecinde yalnizlagsmustir.

Performans uygulamasi saglik emekcileri arasinda paradoksal tutumlara yol
acmistir. Performans hem en cok itiraz edilen reform uygulamasi iken hem
de en ¢ok uyum gosterilen uygulama olarak saglik tiretim siirecinde yerini
almistir. Saglik emekgileri agisindan caligilan il, ¢alisilan bolim, uzmanhk
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tercihi, hastanede/boéliimde calisacak kisi sayisi, tibbi kanat, tani yontemi ve
tedavi secimi, tatil kullanimi, vb. bircok durumu etkilemis, gtigli bir
denetim mekanizmas: halini almistir. Performans ile birlikte saglk
emekcileri (6zellikle hekimler) vyaptiklar1 her isi kayita gecirerek
hastanelerinin alacaklarin1 (karlarini) arttirirken, ayni zamanda saglk
piyasasinin da blylimesine katki saglamistir. Performans uygulamasi, hem
emek Uretkenliginin (biz bunu emek sémurtst dive anlayalim) maksimize
edilmesinin, hem de wvatandasin  kigkirtilan/azdirilan  talebinin
karsilanmasinin aracist haline gelmistir. Saglik emekcilerinin performans
uygulamasi ile saglik hizmetlerinin piyasalasmasinda araci rol oynadigini
soyleyebiliriz. (Tuketici kontrolii denilerek vatandasa atfedilen stireg,
aslinda tamamen tip endustrisinin kiskirttigi/yonlendirdigi talep patlamasi
diye anlagilmaldir.)

Yine performans uygulamasi basta hekimler olmak tizere tim saglik
emekcilerinin mesleki otonomilerini kaybetmelerine yol agmasina, tip
endustrisinin saglik hizmetleri Uretiminde tek/temel belirleyici olmasina
o6nemli katki saglamigtir. Yirminci ytzyilin basinda saglik hizmetlerinin
tibbilesmesi stireciyle vatandasin hizmetten diglanmasi, saglik hizmetlerinin
metalagmasi stireci ile de saglik galisanlarinin da saglik hizmet tretimine
yabancilagsmasi i¢in zemin yaratmustir.

Ucretlendirmeye yonelik midahaleler sadece ticret tizerinden yapilmamis
yukarida siralananlara ek olarak saglik hizmetlerinde gelir gtivencesizligine
yol acan gortinmeyen kesintilerde vardir. Bunlar:

=  Sirekli egitim/mesleki geliseme yonelik sertifika programlarina
katilim

Karsiligi alinmayan kalite vb. toplantilar

Karsiligi 6denmeyen nobet tcretleri

Eve taginan igler

Coklu gorevler
= Isin yogunlasmasi (erken taburculuk nedeniyle, emek yogun hasta
bakimi)
= Ulagim
»  Sosyal gtivenlik pay1
olarak oOzetlenebilir. Tim bu kalemler saghk emekgilerine aktarilmakta,
dolayisiyla geliri azaltilmaktadir.

Saglik alanindaki tUcretlendirmenin hekim ve performans tizerinden
tartisilmast saglik alaninda emege yonelik diger saldirlarin gizlenmesine,
gercek tablonun goriniir hale gelmesini engellemektedir. Emege yonelik
yapilan saldirilarin biittinltikli degerlendirmesi ile ticretlendirmede yapilan
miuidahaleler daha anlaml hale gelecektir.

Anahtar kelimeler: Esneklik, ticretlendirme, saglik calisanlari, kapitalizm,
performansadayali ticretlendirme.
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Flexible Pricing of Health Care Workers

Mehmet Zencir, MD, Professor, Pamukkale University Medical Faculty, Public
Health Department. Denizli, Turkey. E-mail: mzencir@pau.edu.tr

Nowadays, as capitalism is being restructured, all areas of life are being
marketized and commoditized besides the attacks on the labor and
restructuring of the state. Health care is one of these areas as well.
Dominance of logic of profit making in health services also makes the
exploitation of labor in health care a current issue. On the one hand profit
maximization and on the other hand increasing competition between the
capital groups in health services appear in the form of intense exploitation
of labor. Intense exploitation of labor occurs through flexibilization of
production and labor that is the characteristic of neoliberal period. All kinds
of protective walls around labor, which were the achievements of welfare
state period, are dismantled; labor process is deregulated and restructured
particularly at the new period. The labor is brought into completely
insecure status. Flexibilization in production process leads to insecurity in
employment, income, workplace, working hours, occupational health and
safety and organization. Even though this entire process within labor
process is more remarkable especially in terms of employment and
remuneration of health care workers, the capital groups investing in the
field of health care and the corporatized state hospitals make every effort to
extort both absolute surplus value and relative surplus value. The investors
in the health care sector and the corporatized state hospitals look for the
ways to reduce the share of labor in the field of health care and actualize
them, while the health workers assess the process as a whole.

Recent arrangements in remuneration of health care workers are oriented
toward the limitation of fixed fee (salary, etc.) and making the non-constant
(changeable) portion apparent both in public and private sector. The non-
constant portion introduced with revolving funds in public sector and
became wilder through the implementation of performance-based
payment. We should keep in mind when we address the remuneration of
health care workers as of today that there are two main groups: Those who
receive only fixed fee and the ones receiving fixed fee+payment for
performance.

Most important regulation in the field of health care is the implementation
of subcontracting, and working based on subcontractors seems to gradually
become the main employment model in the sector. Most of the workers
employed by a subcontractor earn minimum wage. Considering that they
do not receive payment for every month of a year, we may even say that
they are paid below the minimum wage. Similarly, the payments to the
health laborers are made only for the number of days they worked in the
cases of such as deputy midwives etc. The situation in private sector
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doesn’t differ. The number of employees receiving minimum wages is even
higher. The number of on-call health care workers is also rising. They are
also paid only for the periods they worked. In addition, it is very well
known to everyone in the sector that cheap foreign-national health care
workers are illegally employed in private sector. It may be said that those
employees work just for peanuts.

The second main group consists of the health care laborers, who are paid
for performance. The physicians, dentists, pharmacists, nurses, medical
technicians etc., who might be called ‘core health care workers’ benefit
from these practices. The revolving fund practices began with the
distribution of a certain proportion of total income of the hospital/health
care institution, a constant revolving fund share to the health care laborers
according to their job titles. This practice continued with performance-
based payment system. Through this process, in which the performance of
hospital, departments and persons is taken into account, each health care
worker receives a payment from revolving fund for the production that
generates revenue. Performance-based payment is in effect in all
institutions operating under the Ministry of Health. The dynamics of the
payment system in primary health care is completely market-oriented. The
maintenance of protective health care is tried to be actualized through
negative performance evaluation, and positive performance measurement
for family physicians was introduced to keep the records of risk groups
(pregnant, infants, children, 15-49 years old women in child-bearing period
and elderly) and those living in the areas difficult to reach. All principles of
health care management were narrowed and distorted in an understanding
that takes into account only revenue. A similar situation applies for
university hospitals. In medical education that consists of training-research-
service activities, an approach prioritizing only the services and bringing
only the clinical sciences (for service, not for education) forward, rather
than the integration of clinical-basic medical-social sciences is imposed.

Through the performance-based payment system, increasing the revenue
(making profit) of the corporation (the hospital/health care institution) by
improving the provision of services was became a purpose for all
employees, not only for the hospital administration. An approach based on
market-oriented competition between hospitals, between departments and
inter and intra-clinics came to the fore. This concept of market-oriented
competition continued to cause damage to the labor peace among the
health care laborers as well. The competition between physicians and non-
physicians and among non-physicians increasingly continues. The process
turned into a situation that excludes health care workers who do not
contribute directly to health care services (administrative, support staff) and
even the health care personnel working in specialty areas, who do not
directly contribute to income-generating activities (basic medical sciences,
public health, forensic medicine etc.). This culture of exclusion was
appropriated by the health care workers. The practice of performance-
based payment divided the structure of health care labor into smaller parts,
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which was already multi-parted, atomized it, isolated health care workers in
production process.

Performance-based payment system led to paradoxical attitudes among
the health care workers. While this system is most contested reform
practice, it took place in health care provision process as a most attuned
implementation. It had an impact on many issues related to the workers
such as province of work, department, choice of specialty, number of
person to work at hospital/department, medical comments, diagnostic
methods and choice of treatment, taking vacation and became a powerful
control mechanism. Through this system, the health care workers
(especially physicians) also contributed to the growth of health care market
as they increased the receivables (profits) of their hospitals by registering
every activity. Performance-based practice became an agent to maximize
the productivity of labor (we realize it as ‘exploitation of labor’) as well as
to meet provoking/ aggravating demand of the citizens. It might be said
that, through performance-based system, the health care workers played
the role of an intermediary in marketization of health services. (The process
that attributed to the citizens under the name of “consumer control”, in
fact, should be understood as ‘explosion in demand’ provoked/driven by
medical industry.

Performance-based payment system also led to loss of professional
autonomy of all health care workers, especially physicians and contributed
to make medical industry the only/main determinant in production of
health care services. The basis for the exclusion of citizens from health care
services has been formed through medicalization of these services at the
beginning of twentieth century and commoditization of these services has
built the foundation of alienation of health care workers from the
production of health care.

The interventions were made not only through remuneration; in addition
to above listed issues, there were invisible deductions causing income
insecurity among the health care workers. These might be summarized as:

o Participation in continuous  education/professional
development certification programs
Unpaid meetings on the issues such as quality etc.
Unpaid duties
Works taken home
Multiple tasks
Excessive workload (due to early discharges, labor-intensive
patient care)
o Transportation
o Shares of social security
All this issues are applied to the health care worker, thus the income is
reduced.
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Discussing the remuneration in health care through the physician and
performance causes concealment of the attacks against labor in health care
and prevents visibility of actual situation. The interventions on
remuneration will become more meaningful through holistic assessment of
the attacks against labor.

Keywords: Flexible, remuneration, capitalism, health care workers,
performance-based payment system
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Esnek Uretimin Ideolojik Yansimalari

Ilker Belek, Dog. Dr., Akdeniz Universitesi Tip Fakiiltesi, Halk Saghgt Anabilim
Dali. Antalya, Ttirkive. E-posta: belek@akdeniz.edu.tr

Esneklik Burjuvazinin Isci Sinifindan Kurtulmasidir. Esnek iiretim
sistemi, kapitalist tretim iligkilerinin, son 30 wildir icinde bulundugu
belirtilen yeni birikim rejimidir.

Esnek tretim sistemi, burjuvazinin, kapitalizmin 1970’lerin ortasinda icine
girdigi uzun durgunluk dénemine ve bunun icindeki siklik krizlere verdigi
yanittir.

ikinci emperyalist savas sonrasindaki birikim rejimi Fordizm idi. Bu rejimin
alt yapisini bant tipi tiretim olusturuyordu. Ust yapidaki iliskiler ise gticl
isci smift ile burjuvazi arasindaki smnifsal “denge”’nin sonucunda
sekillenmisti. Sendikalarin bitin is iligkilerinin diizenlenmesinde belirleyici
pay1 vardi. Toplu sozlesme sistemi siniflar arasindaki iligkilerin hukuksal
zeminiydi.

Uzun genigleme dalgasinin 1970’lerin ortasinda, tamamen kendi ig
dinamiklerinin sonucu olarak, etkisini yitirmesiyle birlikte, burjuvazi yeni
arayiglara yoneldi.

1980’lerde diinya sosyalist sisteminin cokmesi, kapitalizmi ve onun lideri
ABD’vi rakipsiz birakti. Yeni konjonkttir, burjuvazinin, Fordizm déneminde
razi oldugu sinifsal kurallari ihlal etmesi bakimindan uygun bir ortam
varatti.

Yeni birikim rejimi birkac boyutta kendisini tesis etti.

Teknoloji boyutunda bilgisayarli tiretime ve akan bant sisteminin yerine
hlicresel imalata gecildi. Makineler, Fordizm’in aksine, hticresel tarzda
dizilerek kontrolleri, niteliksiz ya da yar1 nitelikli isciler yerine, bilgisayarlara
verildi. Emek glctiniin iglevi ise bilgisayar sistemlerinin kontrolii olarak
tanimlandi. Ancak, yeni birikim rejiminin teknoloji boyutu sinirli derecede
uygulanabildi. Ekonominin cogu sektériinde Fordist tiretim alt yapisinin
korunmak zorunda kalind:.

Is iliskileri boyutunda Fordizm déneminde tanimlanmus biitiin diizenlemeler
iptal edildi. Calisma saatlerinden, calisma diizenine, tcretlere, sosyal
haklara kadar her tiir konu merkezi standartlardan arindirilarak igletmelerin
inisiyatifine birakildi. Zaten, merkezi kurallarin timi burjuvazi agisindan
rijidite anlamina geliyordu. Boylece, esneklik, burjuvazinin isci haklarinin
getirdigi sinirlamalardan kurtulmasi olarak sekillendi.

Istihdam iliskileri ve emek giicii boyutunda, sekiz saatlik ginliik, 40 saatlik
haftalik calisma sinirlamasi ortadan kaldirildi, ¢alisma siiresi piyasalarin mal
talebine gore diizensizlestirildi, isciler gerekirse hafta sonunda ve haftalar
boyunca kesintisiz calistirlmaya baglandi, mal talebinin distigi
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dénemlerde ise Ucretsiz izin uygulamasina gecildi, lcretler performansa
baglandi, sendikasizlastirma o©zel olarak maniple edildi, toplu sozlesme
sisteminin yerine bireysel stzlesme sistemi gecirildi.

Toplam  Kalite Yontemini  (TKY), Mutlak  Somiiriiniin
Derinlestirilmesine Isci Swinifinin Rizastmin Alinmasidir. Biitin
bunlar bize, esnek uretimin, ashinda Marks'in mutlak sémitirii olarak
tanimladi@i mekanizmalari yeniden devreye soktugunu gosterir. Burjuvazi,
calisma saatlerini uzatarak, iscileri hafta sonlari ve geceleri calistirarak,
sendikadan kurtularak, isciyi oOrglitsiizlestirerek kar oranlarini artirmaya
calismakta ve emek gticti tizerindeki somtirii derecesini yiikseltmektedir. Bu
ortam ashinda 150 yil sonra yeniden ortaya c¢ikan vahsi kapitalizmden
bagka bir sey degildir.

Ancak her sinif saldirisinin ideolojik araglari da olur. Bunlar mutlak sémtrt
mekanizmalarini  gizlemeye, Uzerlerini 6rtmeye, is¢i sinifini mutlak
somurinin derinlestirildigi  siirecte tepkisizlestirmeye, kendi icinde
parcalamaya, isyeri Olceginden baslayarak isci smnifinin sisteme rizasini
kazanmaya yonelik miidahalelerdir.

Esnek tiretim s6z konusu oldugunda TKY retoriginin bu bakimdan 6zel bir
o6neminin bulundugu anlasilmaktadir. Bu kapsamda da degisik TKY ve
kalite cemberlerinden 6zellikle s6z etmek gerekir.

TKY’nin iktisadi amaci, tretimin mikro olgekli sorunlarinin ¢éziimiinde
emekgilerin entelektiiel enerjisinin hareketlendirilmesidir. Bu bakimdan
TKY siireci ancak tretimi gerceklestirenlerin saptayabilecekleri sorunlarin
saptanmasiyla baglar ve yine emekcileri kendi saptadiklart sorunlar icin
¢O6zim Onerileri gelistirmek lizere motive ederek devam eder. Boylece
Fordizm doéneminde bir dizi ara denet¢inin iglevi olarak tanimlanan sorun
saptama, denetim gorevleri dogrudan Uretimi gergeklestirenlere
aktarilirken, kimi ara diizey teknik elemanlarin gorevi olarak tanimlanan
¢6zUum paketi gelistirme islevi de emekgilere ve emekgi gruplarina yiiklenir.

Bu sekilde hem ara eleman maliyetlerinden tasarruf saglanir hem de tretim
dizgesini en iyi bildigi distiniilen emekcilerin 6nerileri (izerinden kalite
artirlarak maliyet sinirlayici kazanclar elde edilir.

Ancak, TKY nin, bu iktisadi kazanclarin 6tesinde baska hedefleri de vardir.
Bunlar su tiirden ideolojik ve siyasal hedeflerdir: Emekgileri isyerinin mali
cikarlart dogrultusunda motive etme, sirket hedeflerine kiliteme, daha
genel boyutta isci sinifinin sinif bilincinin koreltilmesi ve kendi 6z cikarlar
icin hareketinin engellenmesi.

Hatta, denilebilir ki, burjuvazi agisindan, TKY’nin esas kazanci iktisadi
degil, bu ideolojik ve siyasal ciktilardir.

Boylece, esnek Uretim sistemi igci sinifi Ulizerindeki mutlak somirt
derecesini artirirken, buna karsi gelisebilecek diren¢ mekanizmalarinin en
basindan itibaren koreltilmesi icin TKY retorigini uygulamaya koyar.
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Saghk Sektorii Esnemeye Zorunlu Bir Yapidadir. Esnek tretim
sisteminin degisik bilesenlerinin saglik sektoriinde, slirecin en basindan
itibaren ve hizla uygulamaya sokuldugunu gortiyoruz: Calisma saatlerinin
uzatilmasi ve dlizensizlestirilmesi, performansa gore ticretlendirme, taseron
iligkiler, TKY, hepsi, kendilerine saglik sektorti icinde, kamu ve ozel
demeden hizla yer buldular.

Bu gelismede saglik sektortiniin yapisal kimi 6zelliklerinin etkili, zorlayici,
kolaylastirici oldugu séylenebilir. Siralayalim:

1- Saglik sektorli, dogrudan artt de@er Uretmeyen arada bir sektordir:
Saglik sektortiniin bu 6zelligi, onu arti de@er Uretilen sektorlerdeki arti
degeri paylasan bir konuma sokar. Durgunluk ve kriz dinamikleri bu
nedenle saglik sektoriinii daha derinden etkiler. Bu nedenle Fordist-sosyal
devletci donemde sekillenmis bitiin yapilar, saglik sektoriinde daha
dogrudan ve derin bicimde sorgulanir. Halkin saglik hakkinin bagina ne
geliyorsa, o hakki tireten saglik emekgisinin bagina da ayni sey gelir.

2- Saglik sektorii emek yogundur: Bu o6zelligi teknolojik yogunlugu ne
kadar artarsa artsin degismez. Hatta teknoloji yogunlugundaki artis emek
yogunlugunda azalmaya neden olmaz. Bunun nedeni saglik hizmetlerinde
teknolojinin emeg@i ikame etmemesi, hatta yeni tirde emek glicu
gereksinimi yaratarak sektore girmesidir. Saglik sektoriinlin emek yogun
karakteri esnek tretimin zorunlu oldugu mutlak sémiiri mekanizmalarina
olan gereksinimin de daha Uist derecede oldugunu gosterir.

3- Saglik hizmeti sunumunun yaratti@i insani ortam TKY’nin zeminini
hazirlar: Saglik hizmeti Gretimi diger tim hizmet ve mal tretimlerinden
farklidir. Burada insan sagh@wla ilgilenilir, sikinti icindeki insanlarin
dertlerine care bulunmaya calisilir. Iste bu yapi, hizmeti tiretenlerin tiimiinii
ister istemez insani bir zemine ¢eker. Hizmetin en verimli, kaliteli bicimde
sunulmasi gerektigi herkes tarafindan kabul edilir. Bu ortam TKY’nin saghk
hizmetini {retenlerce benimsenmesinin zeminini olusturur. Sémiri
derecesi ne kadar yiiksek olursa olsun emekgilerin kalite atmosferinden
kendilerini siyirabilmeleri, bu retorigin arkasindaki gercek gerekceleri
gorebilmeleri zordur.

4- Saglik hizmeti kalabalik bir ekip tarafindan uretilir: TKY de ekibe
dayanir. Kalite cemberleri dogrudan ekip organizasyonuyla galisir. Bunun
nedeni emekgiyi ekip icinde motive etmek ve sorun saptama ve c¢ozme
pratiklerinin gerceklestirilmesinde ekibin olumlu havasindan
yararlanmaktir. Kisacasi, zaten ekip temeline dayali olan saglik hizmeti,
TKY acisindan da uygun bir yapiya sahiptir.

5- Ancak, saglik hizmetini tireten bu ekip, ayni zamanda cok meslekli, cok
tabakall ve boylece hiyerarsik bir yapidadir: Ozellikle hastanelerde onlarca
meslek cesidi bir arada, ortak bir hedefin gerceklestirilmesi icin caligir. Ekip
kendi icinde hiyerarsik bir yapidadir. Hiyerarsi mesleksel farkliligin yani sira
statli ve kariyer farkliliklarina bagl olarak da ortaya cikar. Statii ve kariyer
farkliliklar1 bir taraftan mesleki yapiyla bir yandan da hastanelerin karmasik
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yonetim yapisiyla iliskili olarak gelisir. Ekip yapisi dayanismaya ve
dayanigma tizerinden kalite retorigine zemin hazirlarken, hiyerarsi
performansa dayal ticretlendirme icin olanak saglar.

Anahtar kelimeler: Esnek tiretim, kapitalizm, toplam kalite yonetimi, isci
sinifi, ideoloji.
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Ideoligical Reflections of Flexible
Production

liker Belek, MD, Assoc. Prof. Akdeniz University Medical Faculty, Public Health
Department. Antalya, Turkey. E-mail: belek(@akdeniz.edu.tr

Flexibility is Liberation of Bourgeoisie from Working Class.Flexible
production system is the new regime of accumulation that capitalist
relations of production have been experiencing in the last 30 years.

Flexible production system is the response of bourgeoisie to long recession
period of the mid-1970s that it has been faced and to the cyclic crises taken
place in this period.

After the second imperialist war, Fordism has been the regime of
accumulation. Belt-type production has been forming the infrastructure of
this regime. The relations in the superstructure have been shaped as a
consequence of the class “equilibrium” between strong working class and
bourgeoisie. The unions have had a decisive role in regulation of whole
working relationships. Collective bargaining system has been the legal
ground for the relations between the classes.

Bourgeoisie has embarked on new quests after the long lasting wave of
enlargement has lost his effect in the middle of 1970s, only as a result of its
own internal dynamics.

The collapse of world socialist system in the 1980s has made capitalism
and its leader USA unrivaled. The new conjuncture has created a favorable
situation for the violation the class rules, which bourgeoisie has conceded
during the period of Fordism.

The new regime of accumulation has established itself in several
dimensions.

Computer aided manufacturing in technology dimension and -cellular
manufacturing instead of flowing belt system have been introduced. The
machines, in contrast to Fordism, have positioned in cellular style and their
control has given to the computers in place of skilled or semi-skilled
workers. The function of labor-force has been defined as control of
computer systems. However, technology dimension of the new regime of
accumulation could be performed to a limited extent. Fordist production
infrastructure had to be kept in most sectors of the economy.

All the arrangements in working relationships dimension that had been
defined during Fordist period have been cancelled. From working hours to
working scheme, wages and social rights, all issues have been cleansed
from centralized standards and assigned to the initiative of enterprises. All
of the centralized rules have already been denoting rigidity to bourgeoisie.
Thus, flexibility has been formed as the liberation of bourgeoisie from the
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constraints arising from the workers’ rights.

In the dimension of employment relationships and labor-force, the limit of
eight hours a day and 40 hours a week working time has been eliminated,
working times have been irregulated in accordance with the market
demand for goods, if necessary, workers have begun to be overworked
uninterrupted at the weekends and for weeks, unpaid leave has been
introduced when the demand has decreased, payment for performance has
begun to be applied, union-busting has been especially manipulated,
individual contract system has been substituted for collective bargaining
system.

Total Quality Management (TQM) is to Obtain the Consent of
Working Class in Deepening of Absolute Exploitation. All of these
indicate that the flexible production actually enables the mechanisms
again, which had been described by Marx as absolute exploitation.
Bourgeoisie attempts to increase the rates of profit and raises the degree of
exploitation of labor-force by extending working hours, by making workers
work at the weekends and nights and by getting rid of unions and
disorganizing workers. This situation, in fact, is nothing more than savage
capitalism that re-emerged after 150 years.

However, every attack of the ruling class also has ideological tools. These
are the interventions intended to conceal absolute exploitation
mechanisms, to cover up on them, to make the working class unresponsive
in the process that was deepened through absolute exploitation, to divide
the working class against itself, to gain the consent of the working class to
the system, starting from workplaces.

It is understood that the rhetoric of TQM has a special importance when
flexible production comes into question. In this context, various TQM and
quality circles should be particularly mentioned.

The economic purpose of TQM is to activate the intellectual energy of the
laborers in solving micro-scale problems of production. In this regard,
quality process starts with the determination of the problems, which can be
detected only by those who carry out the production and goes on by
motivating laborers to make solution proposals for the problems that were
determined by themselves. Thus, development of the solution package that
has been a task of some intermediate technical personnel in Fordist period
is assigned to the laborers and laborer groups, while the detection of the
problems and inspection tasks, which have been defined as the function of
some intermediate inspectors in the same period are transferred directly to
those carrying out production.

In this way, saving in the costs of intermediate goods is achieved and also
cost-limiting incomes are generated by improving quality through the
suggestions of the laborers, who are supposed to best know the
manufacturing system.

However, TQM also have different goals beyond economic gains. These
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are ideological and political goals such as the followings: Motivating
workers towards the financial interests of enterprise, locking them on the
objectives of the company, more generally, deadening the class
consciousness of the working class and preventing the movement of the
workers towards their own interests.

Furthermore, it may be argued that, in terms of bourgeoisie, ideological
and political outcomes are the main benefits rather than economic gain,
obtained from TQM.

Thus, flexible manufacturing system, while increasing the degree of
absolute exploitation of the working class, introduces rhetoric of quality to
diminish resistance mechanisms from the very beginning, which may
emerge against it.

The Structure of Health Sector has to be Flexible. We are
observing that the various components of the flexible production system
were introduced into health sector quickly and from the very beginning of
the process: The extension and irregulation of working hours, payment for
performance, subcontractor relations, TQM; all of them quickly found a
place in health sector, regardless of public or private. It can be said that
some structural features of health sector were effective, compelling and
facilitative in this development. These can be listed as follows:

1. Health sector is an intermediate sector, which doesn’t produce surplus
value directly: This feature of health sector puts it in a position to
share the surplus value produced in other sectors. The dynamics of
recession and crisis, therefore, more profoundly affect health sector.
For this reason, all the structures formed during Fordist-social statist
period are questioned more directly and deeply in health sector. The
same thing that happened to right to health of the people happens to
the health worker, who produces this right.

2. Health sector is labor-intensive: This feature does not change,
regardless how its technological intensity increases. Furthermore, an
increase in intensity of technology doesn’t cause a reduction of labor
intensity. The reason is that the technology isn’t substituted for labor
in health care services; moreover, it enters into the sector by creating
requirement for new types of labor-force. Labor-intensive nature of
health sector indicates more intensive need for absolute exploitation
mechanisms as well, in which flexible production is mandatory.

3. The humanitarian atmosphere created by health care delivery
prepares the ground for TQM The production of health care services
is different from the production of all other goods and services. In this
process, human health is taken care; the remedies for the people
experiencing hard times are sought. That platform necessarily takes all
producers of health care services in a humanitarian ground. The need
for the provision of most efficient and high-quality service is
acknowledged by everyone. This situation creates the basis for the
adoption of TQM by the producers of health care. Regardless of the
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degree of exploitation, it is difficult for the laborers get themselves
away from the quality atmosphere, to realize the real reasons behind
this rhetoric.

. Health care service is produced by a large team: TQM is based on the

team as well. Quality circles function directly through team
organization. This is because of motivation of the laborer within the
team and utilization of the positive atmosphere of the team in
detecting and solving problems. In brief, health care, which is already
based on the team, has an appropriate structure in terms of the works
on quality as well.

However, the team that produces health care service also has a structure
with multi-profession, multi-layer and thus, is hierarchical: Tens of varieties
of professions work together for the realization of a common goal especially
in hospitals. The team has a hierarchical structure in itself. Hierarchy occurs
due to the differences in status and career as well as different professions.
The differences in status and career develop on the one hand on the basis
of the nature of occupation and on the other hand in relation with complex
administrative structure of the hospitals. Hierarchy provides opportunity for
performance-based payment while the team structure prepares a ground
for solidarity and for rhetoric of quality through the solidarity.

Keywords: Flexible production, capialism, total quality management,
working class, , ideology.
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Taseron Saghk Emekcilerinin Miicadele ve
Kazanimlar:

Arzu Cerkezoglu, Hekim, Devrim Saghk-Is Sendikast, Istanbul, Tiirkiye.
E-posta: arzu.atabek@yahoo.com.tr

Saglik, emekgiler icin amiralin gemisi konumundadir ve bu alanda
yuritilen savasgin iki yontu bulunmaktadir: Birincisi, saglik hizmetlerinin
metalastirilmasi; ikincisi, saglik emekgilerinin giivencesizlestirilmesi.

Bir ekip hizmeti olan ve stirekKliligin-biitlinltigiin-istikrarin esas oldugu saglik
hizmetinin boélinlp parcalanarak taseron eliyle gordirtlmesi; saglk
hizmetinin  niteligini olumsuz etkilemektedir. Dolayisiyla  saglkta
tageronlasgtirma; sadece saglik galisanlarinin bir sorunu veya bir istihdam
meselesi olarak degil; her seyden 6nce bir toplum sagligi sorunu olarak
degerlendirilmelidir.

4857 Sayili Is Kanunu'nda asil isin taseron firmalara devredilemeyecegi
belirtilmesine ragmen, simdilik hekimlik hizmeti haric diger tiim hizmetlerin
neredeyse tamami (hemsirelik, laboratuar, radyoloji, rontgen, temizlik,
hasta bakim, bilgi islem, hasta kayit) artik tagseron sirketler tarafindan
gordirilmektedir. Buglin, Saglik Bakanligi'na bagli hastanelerde calisan
toplam tageron saglik isgisi sayist 120 bin civarindadir. Bu say1, Giniversite
hastaneleri ve diger saglik birimlerindeki calisanlarla birlikte 150 bini
bulmaktadir. Kamuda en biiyik taseron bizzat Saglik Bakanligi’'nin kendisi
konumundadir.

Saglikta taseronlastirmaya karst miicadelede de iki muhatabimiz vardir:
Devlet ve hastane yonetimleri. Saglik temel bir haktir, bir kamu hizmetidir,
esit ve parasiz olmahdir. Dolayisiyla kamusal saglik hizmetlerini yiriiten
saglik calisanlari, insan onuruna uygun kosullarda calistirilmalidir; bunu
saglamast gereken de devlettir. Ikinci muhatap ise hastane yénetimleridir;
cunki iscilerin butiin cgalisma kosullari, hastane yonetimleri tarafindan
belirlenmektedir. Taseron firmalar sadece kagit uUstindeki araci
kurumlardir.  Dolayisiyla  yasal ve  fiili  sorumluluk, hastane
yOnetimlerindedir.

Ozetle, insan emeginin ihale masalarinda alinip satildid: taseron calistrma
bicimi timtiyle hukuksuz oldugu gibi insan onuruna da aykiridir ve asla
kabul edilemez. Bu nedenle “Insan Thaleyle Calistiriimaz, saglikta taseron
Olmaz” diyerek Turkiye’nin dort bir yanindaki saglik kurumlarinda ¢alisan
tageron saglik calisanlart miicadele bayragini agti ve kazanimlarla yoluna
devam ediyor.

Anahtar kelimeler: Taseron, saglik calisanlari, miicadele, Tirkiye.
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The Struggle and Acquirements of
Subcontractors' Health Workers

Arzu Cerkezoglu, MD, Devrimci Saglik-Is Labor Union, Istanbul, Turkey.
E-mail: arzu.atabek@yahoo.com.tr

Health services are the most important area of human life and an object of
struggle for laborers under capitalism. The current struggle has two aspects:
Marketisation of health and transforming labour force into insecure
workers.

The change of the labour force reduces the quality of healthcare and
therefore it concerns the public as a whole and should be handled as a
public health issue.

Although labor legislations forbid the transfer of essential tasks to
subcontract firms almost all of the services except for the physicians are
transferred to subcontractors (nursery, laundry, cleaning and catering,
secretarial works, patient care and technical works in laboratories). There
are about 120 thousand subcontract health workers at the state-run public
hospitals. If we include university hospitals and other public health units
this figure increases to 150 thousands. Thus, the ministry of health leads
the transformation of employment schemes.

We have two opponents in our struggle against subcontract working
pattern: The state and the hospital management. Healthcare is a basic right
and should be free of charge and universal. In order to achieve this goal,
the health workers should work under fair conditions and this si the task of
the state. The hospital management decides the working conditions of the
workers and so they are the second opponent. The subcontract firms exist
only on the paper and the legal and de facto responsibility is on the
hospital management.

The subcontract working conditions are illegitimate, inhuman and cannot
be accepted. The subcontract workers have opened their flag for struggle.
Their claim is “Subcontract work is inhuman, No to subcontract work in
healthcare”. They continue their struggle to abolish insecure, precarious
working conditions and aim to establish universal and equal status with
social security for each and every health worker.

Keywords: Subcontractor, health worker, struggle, Turkey.
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Son bir kag¢ on yildir, Yeni Kamu Yonetimi adi altindaki liberallestirme ve
Ozellestirme programlari, bircok Anglosakson ve Bati Avrupa tilkesini, saglik
hizmeti sektoriinde performansa dayali 6deme (P4P) programlar
baglatmaya yoneltmisti. Bu P4P programlari, hastane hizmetleri geri
O6demelerini performans 6lgiimlerine baglayarak, saglik hizmeti sunumunun
denetlenebilirligini, verimliligini ve niteligini arttirmayi amaclamaktadir. Bu
gelismelerle uyumlu olarak, 2005’de Hollanda’da DBC sistemi adli bir P4P
modeli uygulamaya konmustur. Uluslararas: esdegeri-DRG (Tanu Iligkili
Gruplar) sistemi-gibi, DBC sistemi, hastalarin Tani-Tedavi-Bilesimleri
(Hollanda dilinde DBC: Diagnose Behandeling Combinatie) acisindan
siniflandirilmasina dayal bir olgu karmasi sistemidir. DBC, 6zlinde, uzman
hekim tarafindan kaydi yapilan ve hastane geri 6demelerinin ve hekimlerin
Ucretlendirilmesinin, ortalama tedavi gereKlilikleri temelinde yapilmasina
yarayan bir sabit bakim bileskesidir.

Politika belirleyiciler tarafindan beklenen vyararli etkilerinin yaninda,
akademik literatlir, performans o6lcimiiniin mesleki orgltlerin yapisiyla
celisebileceg@ini ve yaratici muhasebe (gelirlerin gercege aykirt bildirimi)
basta olmak tizere, beklenenin tersi yonde etkilere acik oldugunu ileri
stirmektedir. Bu makale, Hollanda hastane hizmetlerinde DBC performans
Olclimlerine tepki olarak yaratici (gercege aykiri) kayit tutmanin dogasini ve
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etkisini agiklamay1 amaclamaktadir. Bu nedenle, saglik calisanlarinin DBC
performans Ol¢limlerine nasil karsilik verdikleri ve-buna yanit olarak-
sistem dtizeyindeki ilgililerin (yani DBC sistemini yonetenlerin), saglk
calisanlarinin bu uygulamalarina eylem dizeyinde nasil tepki gosterdigi
sorularini yoneltmekteyiz.

Bu calismada, veriler, belge analizi ve yari-yapilandirilmis milakatlar
araciligiyla toplanmistir. Miilakatlarin 6ncesinde, hekimlere yonelik bir
derginin (Hollanda dilindeki adiyla: Medisch Contact) 2000-2008 yillart
arasindaki sayilar1 ve DBC sisteminin isleyisi ile ilgili sigorta belgeleri
incelenmistir. Karsilagtirmali bir olgu calismasi kapsaminda, Hollanda’da (g
farklh tirde saghk kurumunda gérev yapan uzman hekimler ve ydnetim
temsilcileriyle, odaklanmus, yari-yapilandirilmig 60 milakat
gerceklestirilmistir. Hasta tedavisinin karmasikh@ ve o6rnegimizdeki
kurumsal baglam acisindan en fazla sapmayi belileme amaci
dogrultusunda, bu Ug¢ farkli grup, bir Universite tip merkezi, bir genel
hastane ve dort 6zel uzmanlk Klinigindeki farkh tip uzmanliklarini
icermektedir. Ayrica, semsiye kuruluslar, meslek birlikleri, diizenleyiciler ve
saglik sigortacilari dahil olmak tizere, sistem diizeyinde DBC performans
Olctimleri ile ilgili taraflar temsil eden Kilit Kisilerle yari-yapilandiriimis 20 ek
millakat gerceklestirilmistic. Milakatlardan elde edilen veriler, DBC
performans olgimiine verilen tepkilere iliskin olarak, calisanlarinin ve
yoneticilerin  degerlendirmelerini  derinlemesine ¢oziimleme olanagt
saglamustir.

Aragtirma, vyaratici (gercee uygun olmayan) kayit tutmanin cesitli
bicimlerinin, finansal durtilerle, nitelik ve yenilikgilige iliskin mesleki
degerleri korumayla ya da he ikisi ile birden baglantili oldugunu ortaya
koymaktadir. DBC kayitlarinin tutulmasinda “incelikli ¢oziimler”den,
genellikle, DBC sisteminin getirdigi sinirlamalar hastalarin eszamanh
hastaliklari, venilikgi tedavi yontemlerinin kullanimi, pahali ilaglarin
onaylanmayan kullanimi durumlarinda kayit yapmayi ve geri 6demeyi
engellediginde ya da yalnizca, bildirilen tani ile tedavi DBC sisteminin
cizdigi sinirlar icinde birbiriyle uyusmadiginda yararlanildigi bulgulanmustir.
Ayrica yoOnetimin, denetimleri, ayrintili tanimlamalari ve pazarliklari
arttirma yoniindeki tepkisi, mesleki yaraticihgin diger bigimlerinin ortaya
¢ikmasina yol agmaktadir.

Bu durum, bizi, meslek orgtitlerinin P4P modellerine verdikleri yaratici
tepkilerin yalnizca gecici bliytime sancilari olmadigi, daha c¢ok, bir uyum
suirecinin stirmekte oldugu sonucuna goétiirmektedir. Sistemdeki
tutarsizigin, meslek dinamiklerinin, temel mesleki degerlerle catismanin ve
sistem dulizeyindeki ilgililerin bu durumu ortadan kaldirmaya déntik dirtt
ve yeteneklerinin bulunmayisinin kortikledigi dongtsel bir davranis kalibi
s6z konusudur.

Anahtar kelimeler: Hollanda hastane bakimi, performansa dayali
6deme, ters etki, yaratici, yonetsel control, system level stakeholders.
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Emiel Kerpershoek, Doktora égrencisi, Delft Teknoloji Universitesi, Teknoloji,
Politika ve Yoénetim Fakiiltesi. PO Box 5015,2600 GA Delft , The Netherlands. E-
posta: E.F.P Kerpershoek@tudelft.nl

Hans de Bruijn, MD, Professor, Delft Teknoloji Universitesi, Teknoloji, Politika ve
Yoénetim Fakdtiltesi. PO Box 5015,2600 GA Delft , The Netherlands.

Martijn Groenleer, MD, Assitant Professor, Delft Teknoloji Universitesi, Teknoloji,
Politika ve Yoénetim Fakiiltesi. PO Box 5015,2600 GA Delft , The Netherlands.

Over the last few decades, liberalization and privatization programs under
the banner of New Public Management have led various Anglo-Saxon and
Western European countries to introduce pay-for-performance programs
(P4P) in the health care sector. By connecting reimbursement of hospital
care to performance measurement, these PAP programs aim to increase
accountability, efficiency and quality of health care provision. In line with
these developments, a P4P model called the DBC-system was introduced
in the Netherlands in 2005. Like its international counterpart-the DRG-
system- the DBC system is a casemix system based on medical
classification of patients in terms of Diagnosis-Treatment-Combinations (in
Dutch: DBC). In essence, a DBC is a fixed care product that is registered
by the medical specialist and serves for hospital reimbursement and
remuneration of the medical specialist based on the average treatment
requirements.

Besides the beneficial effects expected by policymakers, the academic
literature suggests that performance measurement can conflict with the
nature of professional organizations and is susceptible to perverse effects,
most notably creative accounting. This paper aims to elucidate the nature
and impact of creative registration in response to DBC performance
measurement in Dutch hospital care. Therefore, we address the questions
how medical professionals respond to DBC performance measurement
and-in turn-how system level stakeholders (i.e. those managing the DBC
system) react to these practices of medical professionals on operational
level?

Data for this study is collected by means of document analysis and semi
structured interviews. Preceding our interviews, we searched the volumes
2000 until 2008 of a journal for medical practitioners (in Dutch: Medisch
Contact) and relevant policy documentation on the functioning of the DBC
system. In a comparative case study design, we conducted 60 focused
semi-structured interviews with medical specialists and management
representatives working in three different types of medical institutions in the
Netherlands. In order to establish maximum variation in complexity of
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patient treatment and institutional context in our sample, the three cases
included various medical specialties in one university medical center, one
general hospital and four specialized clinics. Furthermore, an additional 20
semi-structured interviews were held with key figures representing the
relevant stakeholders in DBC performance measurement on system level,
including umbrella organizations, professional associations, regulators and
health insurers. The data that followed from the interviews allowed for in-
depth analyses of professional and managerial assessments concerning
responses to DBC performance measurement.

Our research reveals that various forms of creative registration are related
to financial incentives, safeguarding professional values of quality and
innovation or a combination of both. We found that ‘workarounds’ in DBC
registration are often used when restrictions posed by the DBC system
hamper registration and reimbursement for co-morbidity in patients, the
use of innovative treatment methods, off-label use of expensive medicines,
or simply when the diagnosis and treatment rendered cannot be matched
within the boundaries of the DBC system. Furthermore, the managerial
response to increase controls, detailed specifications and negotiated
solutions gives rise to new forms of professional creativity.

This leads us to the conclusion that creative responses to P4P models in
professional organizations are not merely transitional growing pains but
rather a continuous process of adaptation. A circular pattern of behaviour
that is fueled by a discrepancy in system and professional dynamics,
conflicts with professional core values and the absence of capabilities and
incentives for system level stakeholders to stop it.

Keywords: Dutch hospital care, pay-for-performance, perverse effects,
creative, professional discretion, managerial control, system level
stakeholders.
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Performansa Dayali Odeme Finans
Modelinin Paradok"su: Kanada British
Columbia'dan Bir Ornek

Farah M Shroff, Hekim, Aile Hekimligi Uygulamast Boltimii, Niifus ve Halk
Saghgt Okulu, British Colombia Universitesi Tip Faktiltesi. Vancouver BC,
Canada. E-posta: farah.shroff@ubc.ca

British Colombia, Kanada'nin en wvarlikli eyaletlerinden biridir ve
vatandaslarinin ¢ogu, kamu tarafindan finanse edilen saglik sisteminden
gerektiginde yararlanarak uzun ve iiretken bir yasam siirdiirmektedirler.’
Ne yazik ki, sistemin maliyetleri, kismen ilaclarin, hekim tcretlerinin, yiiksek
teknoloji aygitlarinin ve hastanelerin artan maliyetleri nedeniyle, su anda
strdirilemez durumdadir. Medicare’in finansmaninda yasanan bu sorun,
maliyetlerin nasil sinirlandirilacagi konusunda birgok tartisma yaratmistir.
ABD’li sirketlerden etkilenen bazi yonetimler, sistemin o6zellestirilmesine
gereksinim oldugunu ileri stirmektedir.

British Colombia’da 2001’den bu yana iktidarda olan yeni-muhafazakar
hikimet, hastaneleri kapatmis ve diger bircok saglik hizmetini kisitlamistir;
demiryollarimizi, deniz tasgitlarimizi, dogal gaz saglayicilarini, telefon
hizmetlerini, suyun bir bolimiint ve diger bircok hizmeti 6zellestirmiglerdir.
Bu partinin secilmis temsilcileri, maliyetleri dustirmek icin saghk
sistemimizin 6zellestirilmesi gereksiniminden s6z etmektedirler. Ancak
Kanadalilar'in ¢ogunlugunun kesinlikle korunmasini istedigi tek sey,
Medicare’dir. Bu ylizden o6zellestirmenin acik acik gerceklestirilmesinden
kacinilmaktadir.

British Colombia hiikiimeti, hileli bir yontemle, hosa gitmeyecek gercek
anlamimi ortmek icin “Hasta Odakli Finansman” (“PFF”) olarak
adlandirdigi, ABD, Ingiltere ve Avustralya’dan ithal modellere dayanan ve
bu tlkelerdeki adi “Performansa Dayali Odeme (P4P) olan yeni bir
finansman mekanizmasini uygulamaya koymustur. P4P, tcretleri yapilan
isin niteligine ya da hedeflere baglayan bir 6¢deme sistemidir. P4P’yi
savunanlar, bu uygulamanin saglik hizmetinin niteligini ytikseltecegini,
maliyetleri en aza indirgeyecegini, verimliligi en Ust diizeye cikaracagini,
saglik hizmeti sunumunda degiskenligi azaltacagini, kanita dayali hekimlik
kurallarina baglii@: arttiracagini iddia etmektedir.? Simdiye kadar bu
iddialar dogrulayacak hicbir kanit ortaya citkmamustir.>* Tersine, yapilan
glivenilir galismalar, 6rnegin hipertansivon hastalarinin tedavisinde bir
ivilesme olmadigini gostermistir.>® Odemeleri belirli yontemlere baglamak
icin” daha fazla muhasebe, defter tutma ve dokiimantasyon islemi
gerektiginden, maliyetler artmakta, bu ylizden, elestirmenler, sistemi
“raporlamaya dayali ddeme” olarak adlandirmaktadirlar.® Ingiltere’de P4P
uygulamasi, yillik yaklastk 1.6 milyar $ ‘a ma lolmaktadir.” Ingiltere’de
saglik hizmeti maliyetleri 2001-2011 déneminde % 70 artmis ve Sayistay,
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en glvenilir ulusal 6lciim sonucunda bu yillarda hastanelerin verimliliginde
bir diistis gériildiigiint aciklamistir.'® Ayni élclide rahatsiz edici olan, P4P
kapsaminda etnik-irksal gruplarin kétii tedavi edildigine iliskin kanitlar'**2
ve kural disi raporlamanin® yeterince kullanilmamasidir.*®

Kanita dayali uygulama caginda, alinan sonuclan iyilestirdigine ve
maliyetleri kontrol altina aldigina iliskin cok az kanit varken, P4P
dlzenlemelerinin boylesine yaygin kullanimmin baglatilmas: sasirticidir.
Ayrica, ABD ve Ingiltere’de béylesine kapsamli P4P uygulamalarmin
gerceklesmesinden sonra, hiikimetler ve sigorta sirketleri tarafindan cok az
degerlendirme yapilmigtir. Bagimsiz calismalar, bu 6deme modelleri
kullanildiginda maliyetlerin arttigini ve hasta bakiminda iyilesme olmadigini
gostermektedir. 41

British Colombia hiikiimetinin séylemi-hi¢ de hasta merkezli olmayan-
“PFF’in maliyetleri diistirecegini iddia ederken, saglik otoriteleri “PFF”i
gelir arttirict bir arac olarak gormektedirler. Diger endustrilerdeki P4P
uygulamalar1 basarisizliga ugramustir, ¢tinki toplumlar yalnizca para ile
degil daha fazlasi ile gtidiilenmektedirler.'”'® Ayrica Avustralya’da yapilan
bir calisma, personelin, hastanelerinin performansini kagit tizerinde
arttirmak icin, acil servislerde 24 saatten fazla kalan hastalarin bekleme
stirelerini rapor etmedigini bulgulamistir; boyle bir “PFF” kapsaminda
sahtekarligin ~ bagka bircok  bicimi  gerceklesmektedir.>*®  “PFF”
uygulamasinin baglatiimasini izleyen bu kadar kisa slirede diger bircok
celiski belirgin hale gelmistir ve bu makalede bunlar tartisilacaktir.

Dipnotlar:

@Kural dist raporlama, belirli hastalar: hekime yapilacak 6demeyi belirleyen nitelik hesaplamalarinin disinda
tutmak icin bir dizi 6l¢lit uygulanmasina iligkin bir yéntemdir. Bu, daha fazla bakima gereksinim duyabilecek
hastalar igin bir garanti olarak tasarlanmis, hekimlerin bu tir hastalari tedavi etmeyi stirdiiremesini saglayacak bir
uygulamadir.

® Bu son calisma, ayrica, hastane seflerinin, acil servisler dolu oldugunda hekimlerin ambulanslari bagka yere
yonlendirme yontemini kullanmalarina izin vermedigini, ¢tinki hastanelerin yilda % 3’ten daha az oranda
yonlendirme yapmalari gerektigini 6ngdren yonetim hedeflerine ulagmak istediklerini bulgulamistir. Hekimlerin %
70’i bunun kendileri igin bir sorun olusturdugunu séylemis, hekimlerden biri, bunun yasamlara maloldugunu,
¢uink ambulanslarin, ciddi bigimde hasta olan kisileri, tedavilerinin yapilamayacag, asir1 kalabalik acil servislere
getirdigini belirtmigtir. Bunun yanisira, hekimlerin yaklagik tigte biri, hentiz acil servis sedyesinde baygin durumda
olsalar bile, hastalarin zamaninda tedavi edildikleri gértinttisii vermek icin, gercekte var olmayan “sanal
yataklar”a bilgisayar sistemleri tizerinde hasta “kabul eden” hastanelerde calismaktayd:. Bu, yatak bekleyen
hastalarin % 80’inin 8 saat i¢inde kabultintin yapilmasini gerekli kilan yonetim hedefini tutturmak igin
yapilmaktaydi.

Kaynaklar
1. The public medical system, Medicare, is partly private--at least 30%.
2. http://www.aace.com/advocacy/leq/P4P/P4P.pdf

3. http://www.nytimes.com/2009/02/20/health/19chen.html? r=2&par
tner=rss&emc=rss&pagewanted =all
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The Paradox of Pay for Performance
Financing Models: an example from British
Columbia Canada

Farah M Shroff, MD, PhD, Department of Family Practice and School of
Population and Public Health, University of British Columbia Faculty of Medicine.
Vancouver, BritishColumbia, Kanada . E-mail: farah.shroff@ubc.ca

British Columbia is one of the most prosperous provinces in Canada and
most of its citizens live full and productive lives, availing of a publicly
funded medical system when needed.! Unfortunately, costs for the system
are currently unsustainable, partly due to rising costs of pharmaceuticals,
physician payments, high technology equipment and hospitals. This crisis
in Medicare funding has created many debates about how to contain costs.
Some governments, influenced by US corporations, suggest that we need
to privatize the system.

In BC, the current neo-conservative government, which has been in power
since 2001, has closed hospitals and cut many other healthcare services;
they have privatized our railways, ferries, natural gas provider, telephone,
part of our hydro and many other services. Elected representatives of this
party have spoken about the need to privatize our medical system in order
to save costs. The one thing that most Canadians feel very strongly about
saving, however, is Medicare. So it is unpopular to openly manoeuvre
privatization.

In an underhanded fashion, the BC government has introduced a new
financing mechanism that it euphemistically calls “Patient Focused
Funding” (“PFF”) which is based on imported models from the US, UK
and Australia, where it is called “Pay for Performance”(P4P). P4P is a
system of payment that links compensation to measures of work quality or
goals. Proponents of P4P claim that it will improve healthcare quality,
minimize cost, maximize efficiency, reduce variability in healthcare delivery
and improve adherence to evidence based practice guidelines.? To date,
there is no proof for these claims.>* To the contrary, robust studies have
proven, for instance, that it does not improve patient care for
hypertension.®® Costs increase, partially because more accounting,
bookkeeping and documentation are required to link payments with

certain procedures’ so critics call it “pay for reporting”.®

Implementing P4P in England costs approximately $1.6b per year.’
Healthcare costs in England rose 70% from 2001-2011 and the Auditor
General states that the most authoritative national measure shows a decline
in hospital productivity during those years.'® Equally disturbing is evidence
that poor treatment of ethnoracial groups occurs under P4P,''? and that
exception reporting® is underutilized.™
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In an era of evidence based practice, it is surprising that P4P schemes were
introduced in such a widespread fashion—with minimal evidence to prove
that they improve outcomes and curb costs. Further, after such sweeping
implementation of P4P has occurred in the US and the UK, very little
evaluation has been carried out by governments and insurance companies.
Independent studies demonstrate that costs increased and patient care was
not improved using these payment models.'*

While the BC government’s rhetoric claims that “PFF’—which is not
patient centred at all—will curtail costs, health authorities view “PFF” as a
means of increasing revenue. P4P schemes in other industries have failed
partly because people are motivated by more than just money.'”®
Furthermore, an Australian study found that staff was not reporting waiting
times for patients who stayed in emergency departments longer than 24
hours, to improve their hospitals’ performance on paper; many other types
of fraud occurred under this type of “PFF”."! Several other such
contradictions have become apparent in the short time that “PFF” has
been introduced and these will be discussed in the paper.

Footnotes:

® Exception reporting is about applying a range of criteria to exclude
particular patients from the quality calculations that determine physician
remuneration. It is designed as a safeguard for patients who may need
more care so that physicians will continue treating them.

® This recent study also found that hospital chiefs were not permitting
doctors to utilize ambulance bypass procedures when emergency
departments were full because they wanted to meet government targets
which state that hospitals should be on bypass less than 3% of the year.
Seventy percent of the doctors said this had been a problem for them and
one said it had cost lives because ambulances were delivering seriously ill
patients to overcrowded emergency departments that were unable to care
for them. Moreover, nearly a third of doctors worked at hospitals that
‘admitted’ patients to non-existent ‘‘virtual beds” on their computer
systems to make it look like patients were being treated in a timely fashion
even though they were still languishing on emergency department trolleys.
This was being done to meet a government target stating that 80% of
patients requiring a bed should be admitted within 8 hours.
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Saglik Sisteminin Kisi Basina Toplam
Saglik Harcamasi Uzerine Etkisi: Kamu
Sektoriine Karsilik Ozel Sektor

Eunwhan Lee, Koruyucu Tip Bélimii, Kore Katolik Universitesi, Kore.
E-posta: ewlee79@catholic.ac.kr

Arka plan: Kisi basina GSYIH'nin (gayrisafi yurtici hasila) toplam saglik
harcamalarinda en 6nemli faktér oldugu bilinmektedir. Saglik sisteminin
toplam saglik harcamasiyla iligkili olabilecegi belirtilmistir. Bu durumda,
hangi tiir saglik sistemine dayali olmasi (kamu gtidiimiindeki sistem ya da
Ozel sektor gudimindeki sistem) kisi basina toplam saglik harcamasini
etkileyecektir?

Yontem: OECD tyesi 31 lke icin coklu dogrusal regresyon modelleri
analiz edilmistir. ‘Kisi basina toplam saglik harcamasi’ bagimli degisken
olarak kullanilmistir. ‘Finansman kaynagi’ (kamu, 6zel ya da karma), ‘ana
hizmet sunucusu’ (kamu, 6zel ya da karma), ‘¢deme yontemi’ (hizmet
sunumu sirasinda 6deme, karma 6édeme ya da esas olarak aylikla ya da Kisi
basina sabit bir bedelle 6deme), ‘kisi basina kamu saglik harcamasi’ (USD,
PPP-satinalma giicti paritesi), ‘meslegini uygulayan hekimler’ (1,000 kisi
basina yogunluk) ve ‘65 yas ve lzeri niifusun toplam niifus igindeki payr’
kisi basina toplam saglik harcamasini etkileyebilecek etmenler olarak
kullanilmstr.

Bulgular: Degiskenler arasinda finansman kaynag (p<0.0001), ana
hizmet sunucusu (p=0.048), Kkisi basina kamu saglik harcamasi
(p<0.0001), kisi basina toplam saglik harcamasi (R?=0.99, Adj R*=0.99)
ile iligkili bulunmustur. ‘Finansman kaynagi’ 6zel (6zel sigorta, cepten
harcama) oldugunda toplam saglik harcamasinin 6nemli o6lctide arttigi
(referans=public) gortilmustiir. Ayrica, ‘ana hizmet sunucusu’, kisi basina
toplam saglik harcamasinda 6nemli artis (referans=public) olusturmustur.

Sonuc¢: Bu calisma, 6zel finansman kaynag ya da o6zel hizmet
sunucusunun, Kisi bagina toplam saglik harcamasini arttirici etki yaptigini
gostermektedir. Ozel sektor gudiimiindeki saglk sisteminde, tedavi
Ucretlerinin ve hizmet kullaniminin kamu kontroliindeki sisteme oranla
daha fazla oldugu sonucu ¢ikarilabilir.

Anathar kelimeler: Saglik harcamasi, saglik sistemi, kamu sektorii, 6zel
sektor
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Impact of Health Care System on Total
Health Expenditure Per Capita: Public
Sector Driven VS Private Sector-driven

Eunwhan Lee, Department of Preventive Medicine, The Catholic University of
Korea, Korea. E-mail: ewlee79@catholic.ac.kr

Background: Gross domestic product (GDP) per capita is known to be
key factor of total health expenditure. And it has been reported that health
care system might be associated with total health expenditure. Depending
on what type of health care system (public sector-driven VS private sector-
driven) will affect total health expenditure per capita, then?

Method: Multiple linear regression models were analyzed for 31 contries in
OECD members. ‘Total health expenditure per capita’ was used as
dependent variable, and ‘funding source(Public VS Private VS Mixed)’,
‘main service provider(Public VS Private VS Mixed), ‘payment
method(Payment by fee-for-service VS Blended payment VS Payment
mainly by salary or capitation)’, ‘public health expenditure per capita(US$,
PPP)’, ‘practising physicians(density per 1, 000 population)’, ‘share of the
population aged 65 and over’ were used the factors that is likely to affect
‘total health expenditure per capita’.

Results: Among the variables, funding source (p<0.0001), main service
provider (p=0.048), public health expenditure per capita (p<0.0001) were
associated with total health expenditure per capita (R*=0.99, Adj
R2=0.99). When the ‘funding source’ was private (such as private
insurance, out of pocket, etc.), total health expenditure was significantly
increased (reference=public). Also ‘main service provider’ increased total
health expenditure per capita significantly (reference=public).

Conclusion: This study shows that private funding source or private
service provider could effect on the increasing total health expenditure per
capita. It can be inferred that private sector-driven health care system has
higher medical fees and service utilization than public controlled system.

Keywords: Health expenditure, health care system, public-sector, private
sector.
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Yunanistan'da Ozel Saghik Hizmeti
Sunucularinin Diizenlenmesi: Basarisizlik
m1 Yoksa Sadece Bir Mit mi?

Elias Kondilis, Hekim, PhD, Saglik Hizmetlerinin Ozelle§tirilmesi Yunanistan
Gozlemeuvi, Hijyen ve Sosyal Tip Laboratuvari. Selanik Aristotle Universitesi.
Yunanistan. E-posta: elias.kondilis@gmail.com

Magda Gavana, Hekim, Msc PhD, Hijyen ve Sosyal Tip Laboratuvari. Selanik
Aristotle Universitesi. Yunanista. E-posta: magda.gavana@gmail.com
Emmanouil Smyrnakis, Hekim, Msc PhD, Hijyen ve Sosyal Tip Laboratuvart.

Selanik Aristotle Universitesi. Yunanista. *E-posta: smyrnak@gmail.com

Stathis Giannakopoulos, Hekim, PhD, Hijyen ve Sosyal Tip Laboratuvart.
Selanik Aristotle Universitesi. Yunanistan. E-posta: gianstat@gmail.com

Lila Antonopoulou, Dog. Dr, Saglik Hizmetlerinin Ozellestirilmesi Yunanistan
Gézlemevi. Ekonomi Béliimii. Selanik Aristotle Universitesi. Yunanistan. E-posta:
lanton@econ.auth.gr

Alexis Benos, Hekim, Profesér Dr., Hijyen ve Sosyal Tip Laboratuvari. Selanik
Aristotle Universitesi. Saglik Hizmetlerinin Ozellestirilmesi Yunanistan Gézlemeui.
Yunanistan. E-posta: benos@med.auth.gr

Giris: Uluslararasi politikalar belirleyiciler (Diinya Bankasi, IMF, Diinya
Saglik Orgiitt1), Klinik hizmetlerin saglanmasinda girisimcilerden daha fazla
vararlanilmasini énermektedir. Ozel saglik hizmeti sunucularina daha fazla
bel baglama yontindeki bu cagriya, her zaman, toplumsal hedeflere katkida
bulunmak Ulzere 6zel sektoriin gerceklestirdigi etkinliklerden yararlanmak
icin glicli diizenleyici ortamlarin olusturulmast istegi de eslik eder. Bununla
birlikte, deneysel kanitlar, gelismis ve gelismekte olan bircok tlkede,
diizenlemelerin ve bunlara iliskin uygulamalarin, 6zel saglik hizmeti
pivasasinin geniglemesinin 6nemli 6l¢lide gerisinde kaldigini gostermistir.
Bulgular ayrica, iyi tasarlanan ve uygulanan diizenlemeler s6z konusu
oldugunda bile, basarilabilenlerin sinirli olduguna isaret etmektedir.

Amac: Bu calismanin amaci, Yunanistan'da 6zel saglik sektoriinde (ilag
pivasast hari¢) kullanilan diizenleme araclarinin, uluslararast dizeyde
belirlenmis smiflandirma ve tiplendirmeye karsilik gelecek bigimde
eslestirilmesidir. Calismanin ikinci bir amaci, bu diizenleme girisimlerinin,
genel kabul goren bazi gostergelerden (diizenlemeye konu olanlarin
etkinliklerine iligkin yeterli bilgi, glincel mevzuat, mevzuatin uygulanmasi,
izleme mekanizmalart ve vyeterliligi, diizenleyici organlarin seffaflig)
yararlanarak degerlendirilmesidir.

Yontem: Calismanin amaclar dogrultusunda, 6zel saglik sektoriine iligkin
(1980-2008 donemini kapsayan 106 hukuki metni iceren) diizenleyici
cerceve incelenmistir. Saglik denetgilerinin yillik raporlarinin ve Saglk
Bakanligi'nin Yunanistan'da 6zel hastanelerin diizenlenmesi konusundaki
yayimlanmamis verilerinin betimleyici bir coziimlemesi de yapilmustir.
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Bulgular: Yunanistan'da 6zel saglik piyasasindaki diizenleyici girisimler,
agirlikh olarak denetim temelli diizenlemeler (tesislerin ruhsatlandirilmasi ve
denetlenmesi, fiyat diizenlemeleri ve tekelcilik karsiti diizenlemeler), saglik
calisanlariin devlet tarafindan zorunlu tutulan kendi  diizenlemeleri
(personel lisanslama ve sertifikalandima) ve mali tesviklerdir (tibbi hizmetler
icin vergi bagisikligi, kamu sigorta programlar ile sozlesme yapma).
Yunanistan'da, hicbir yeterlilik ve hizmet dagilimi diizenlemesi, isleme -ve
sonuca- yonelik higbir nitelik diizenlemesi yoktur.

Ozel hizmet sunucularinin veri iletmesine iliskin kapsamh ve zorunlu bir
sistem olmadigi i¢in, Ulkede, 6zel sektoriin etkinliklerine iligkin sinirh bilgi
bulunmaktadir. Buna ek olarak, incelenen dénemde 6zel saglik sektortiniin
dlzenlenmesine yonelik ¢ok sayida yasama caligmasit bulunmasina karsin,
¢ogu durumda vyasalarin uygulanmasi yetersizdir (kagit Uzerinde
diizenleme). Son olarak, saglik denetgilerinin raporlarinin ortaya koydugu
gibi, Yunanistan'da 6zel saglik hizmeti sunucularinin izlenmesi de, yetersiz
yonetim ve diizenleyici kurumlarin kontroliiniin aslinda diizenlenmesi
hedeflenen 6zel saghk kurumlarinca ele gecirilmesi ve yolsuzluklar
nedeniyle engellenmektedir.

Sonuclar: Yunanistan'da 6zel saglik sektorti, yasa koyucunun sagladigi
kolayliklar, yanlis ve gevsek niteliksel, yonetsel ve mali denetim altinda
geligmistir. Diizenlemeye iliskin bu basarisizligin, yalnizca Yunan kamu
yonetiminin yetersizliginin bir gbstergesi mi yoksa, 6zel saglk sektortini
diizenleme siirecinin kaginilmaz bir sonucu mu oldugu sorusu varligini
stirdirmektedir.

Anahtar kelimeler: Saglik politikasi, diizenleme, 6zel saglik hizmeti,
Yunan.
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Elias Kondilis, MD, PhD, Observatory on the Privatization of Health Care.
Laboratory of Hygiene and Social Medicine. Aristotle University of Thessaloniki.
Greece. E-mail: elias.kondilis@gmail.com

Magda Gavana, MD, Msc PhD, Laboratory of Hygiene and Social Medicine.
Aristotle University of Thessaloniki. Greece. E-mail: magda.gavana@gmail.com
Emmanouil Smyrnakis, MD Msc PhD, Laboratory of Hygiene and Social

Medicine. Aristotle University of Thessaloniki. Greece' E-mail:
smyrnak@gmail.com

Stathis Giannakopoulos, MD, PhD, Laboratory of Hygiene and Social Medicine.
Aristotle University of Thessaloniki. Greece. E-mail: gianstat@gmail.com

Lila Antonopoulou, Associate Professor, Greek Observatory on the Privatization
of Health Care. Department of Economics. Aristotle University of Thessaloniki.
Greece. E-mail: lanton@econ.auth.gr

Alexis Benos, MD, Professor, Greek Observatory on the Privatization of Health
Care. Laboratory of Hygiene and Social Medicine. Aristotle University of
Thessaloniki. Greece. E-posta: benos@med.auth.ar

Introduction: International policymakers (World Bank, IMF, WHO)
recommend greater use of entrepreneurs for the provision of clinical
services. This call for greater reliance on private health providers is always
accompanied by an appeal for strong regulatory environments for
harnessing private sector’s activities to contribute to social objectives.
Empirical evidence nevertheless, has shown that regulations and their
associated enforcement have significantly lagged behind the enlargement
of private health market in many developing and developed countries.
Evidence also indicates that even in the case of well designed and
implemented regulations, limitations exist in what they can accomplish.

Objectives: The objective of our study is the mapping of the regulatory
instruments, used in the private health sector (except pharmaceutical
market) in Greece, against an internationally established taxonomy and
typology. A second objective of the study is the evaluation of these
regulatory interventions, using several generally accepted indicators
(sufficient information on regulatees’ activities, up to date legislation,
legislation enforcement, monitoring mechanisms and capacity, regulatory
bodies’ transparency).

Method: For the purposes of our study a review of private health sector’s
regulatory framework (including 106 pieces of legislation, covering the
period 1980-2008), was carried out. A descriptive analysis of Health
Inspectors’ annual reports and Ministry’s of Health unpublished data
concerning regulation of private hospitals in Greece, was also conducted.
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Results: Regulatory interventions used in the private health market in
Greece are mainly control-based regulations (facility licensing and
registration, facility inspection, price and anti-trust regulation), publicly
mandated health personnel self-regulations (personnel licensing and
certification) and financial incentives (tax exemptions for medical services,
contracting with public insurance schemes). No capacity and distribution of
services regulations, no process — and outcome - oriented quality
regulations exist in Greece.

Limited information about private sector’s activity is available in the
country, since there is no comprehensive and mandatory system of data
submission from private providers. Additionally, although legislative efforts
for the regulation of private health sector are numerous during the period
examined, enforcement of the law is in most cases insufficient (paper
regulation). Finally as Health Inspectors’ reports reveal, monitoring of
private health providers in Greece, stumbles over scarce government
capacity and multiple cases of regulatory capture and corruption.

Conclusions: Private health sector developed in Greece under legislative
facilitation-oversight and loose quality, administrative and fiscal
government control. The question remains whether this regulatory failure is
just a symptom of the Greek public administration’s incompetence or the
unavoidable outcome of private health sector’s regulatory process.

Keywors: Health policy, regulation, private health care, Greek.
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Kamu-Ozel Ortakhiklar: bir Ilerleme midir?

Preeti Nayak, Sama-Kadin ve Saglik Arastirma Grubu, B-45, 2. Kat, Shivalik
Yolu, Malviya Nagar, Yeni Delhi-110017, Hindistan.
E-posta: sama.womenshealth@gmail.com

Hindistan’daki saglik sektori ‘reform’u ve yeniden yapilandirma
baglaminda, kamu-6zel ortakliklar yeni moda sézciik haline gelmistir. Ozel
saglik hizmetlerinin, bagat hizmet sunum bicimi oldugu Hindistan gibi bir
tilkede, bunun roli ve isleyisi kamu saglik sisteminden ayri ele alinamaz.
Bu, ayni zamanda, degisik bicimlerdeki kamu-6zel ortakliklarinin da yer
aldig Ulusal Kirsal Saglik Programi (NRHM) gibi, hiikiimetin amiral gemisi
olan programa bile agikca yansimaktadir. Saglik hizmetlerinde (devlet
destegi, yardimi, tesvi@i bicimlerindeki) kamu-6zel ortakliklari yeni bir olgu
olmasa da, ulusttesi (6zel) sirket cikarlarinin halk sagligi arenasina
yonelmesi de, bunlarin gelistigini gostermektedir. Daha da 6nemlisi, &zel
sektor (en azindan Hindistan’da) homojen ve katmansiz bir yapi degildir.

Bu sunumda, kamu-6zel ortakliklarinin bir 6rnegi olarak “Yardim”
hastanelerinin ve ekonomik agidan daha gli¢stiz kesimlere saglik hizmeti
saglanmasina yonelik devlet “destekleri ve ayricaliklart” cergevesinde
etkinlik gosteren, benzer “ortaklik” yapisina sahip (ne kar ne de zarar
etmesi 6ngoriilen) diger hastanelerin isleyisi incelenecektir.

Sunum, birinci el veriler ve ikincil kaynaklarin kritik analizi araciligiyla,
sorunlar, kaygilari, saghk hakk: ihlallerini inceleyecek wve bu tir
diizenlemeler cercevesinde saglik hizmetlerine erisim ile baglantisini
aragtiracaktir. Hizmetlerin iyilestirilmesi yoniindeki 6ngortiye karsin, bu tiir
kamu-6zel ortakh@ modelleri, devletin o6zellestirmeye, 6zel saghk
sektoriiniin kamu tarafindan finansmanina yonelik politikalari; yoksullara
saglik hizmeti saglama konusunda kar amach hastanelere bagimlilik; koti
yonetim; yasal diizenleme, de@erlendirme ve 6zel sektoriin denetimini
saglayacak sistemlerin bulunmayisi géz o6ntine alindiginda, sorunsuz
degildir. Bu tiir modellerin bagarli islemesi ve uygulanmasi icin bu
sorunlarin tizerine e@ilmek gerekmektedir.
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ulusal kirsal saglik programi, yardim hastaneleri, 6zel sektor, Hindistan.
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Are Public- Private Partnerships the Way
Forward?

Preeti Nayak, Sama- Resource Group for Women and Health, B-45, IlInd Floor,
Shivalik Main Road, Malviya Nagar, New Delhi-110017, India.
E-mail: sama.womenshealth@gmail.com

In the context of health sector ‘reform’ and restructuring in India, public-
private partnerships (PPPs) have become the new buzz word. Therefore, in
a country like India, where private healthcare is the dominant form of
service provision, its role and functioning cannot be delinked from the
public health system. This is also clearly reflected even in the government
flagship programme like National Rural Health Mission (NRHM), which has
also witnessed public- private partnerships in various forms. While PPPs in
health care (in forms of subsidies, assistance, incentives, from the state) is
not a new phenomena, its growth has also been marked with the
transnational corporate (private) interest moving into the arena of public
health. Further, importantly the private sector (at least in India) is not a
homogenous and unstratified entity.

As an example of PPP, this presentation will look at the functioning of
“Charitable” hospitals and other private hospitals in similar “partnership”
(‘no profit no loss’) that operate within the framework of “subsidies and
concessions” provided by the State towards provision of care for the
economically weaker section.

Through a critical analysis of primary data and secondary literature, the
presentation will explore the issues, concerns, violations of health rights,
and examine the linkage with access to health services within such
arrangements. Although envisaged towards improving the services, such
models of PPPs are not without the larger questions vis-a-vis State policy
towards privatization, public funding for the private health sector; reliance
on profit-making hospitals to provide care to the poor; poor governance,
absence of regulation, evaluation and systems for accountability of the
private sector. These issues would need to be addressed for a successful
operationalization and implementation of such models.words: Public-
private partnerships, health sector, reform, national rural health mission,
charitable hospitals, private sector, Indian.
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Saghk Bakim Iyilestirme Planlari: Ne Icin
ve Swradaki Ne?

Federico Lega, Saglik ve Sosyal Hizmetler Yénetimi Arastirmalar Merkezi,
Bocconi Universitesi, via Rontgen 1, 20136 Milan, Italya. E-posta:
federico.lega@unibocconi.it

Francesca Fere, Saglik ve Sosyal Hizmetler Yonetimi Arastirmalar: Merkezi,
Bocconi Universitesi, via Rontgen 1, 20136 Milan, Italya. E-posta:
francesca.ferre@unibocconi.it

Giris: Italya, son onyillar icinde saglik politikasnin bolgesel diizeyde
yerellestirilmesi stirecinden gecmistir. Merkezi hiikiimetin, Ulusal Saglk
Sistemi'nin (NHS) tamamimnin ayni dogrultuda olmasi icin saglik
hizmetlerinde minimum standartlarinin  belirlenmesinde ve saglk
harcamalarini bolgesel diizeyde denetlenmesinde yoénlendirici bir rol
oynamasi beklenmekteydi. Saglik uygulamalarinda benzer yonelimlerin
gerceklestirilmesine karsin, kamu saglik harcamalari bolgeler arasinda
farklilik gostermis ve 2001-2009 yillar1 arasinda toplam bttce acigt 35
milyar Euro’nun tizerine ¢ikmustir. Hiiklimet, bazi kismi mali destekleri ve
ardindan bir kurtarma stirecinin kurumsallastirlmasini iceren bir yasa
tasarist 6nermistir. Toparlanma, maliyetlerin yapisal belirleyicilerine yonelik
stratejik  eylemler oOneren bir resmi bolgesel kurtarma planinin
olusturulmasiyla baglar. Cogunluk tarafindan, biitce aciklarinin tim yapisal
nedenlerini ortadan kaldirmak igin gereksinim duyulan bolgesel saglik
sistemlerinin uzun dénemli yeniden yapilandirlmasindan ¢ok, kisa donemli
sorunlara yonelik araglara odaklandigi dustnilen bu  yontemin
etkinliginden kusku duyulmaktadir.

Amacg: Bu makale, merkezi hiikiimetin, o6zellikle 6nemli ekonomik
gerileme ve kriz doneminde, heterojen ve karmasik yerel saglik sistemlerini
yonlendirmek ve denetlemek icin benimsemesi gereken —kurtarma planlar
mekanizmalari gibi- politika, araclar ve yonetim sistemine iligkin siirmekte
olan uluslararasi tartismalar acisindan ilging olabilecek konular ele
almaktadir. Kurtarma planlarinin degisik sonuglarina yol agan nedenlerin
anlasilmasini saglayacak bir aciklayici cerceve 6nermekte ve, bulgulari, bu
aracin yapist, yontemleri, siireci ve kullanimina iliskin politika Onerileri
olusturmak amaciyla tartismaktayiz.

Method: Bu calismada, literatlir taramasi, eylem arastirmalari ve
vyazarlarin, Italyan Ulusal Saglk Sistemi (NHS) icinde en cok biitce aci
olan U¢ bolgede (Sicilya, Campania ve Puglia) yapt@ alan
aragtirmalarindan yararlanilmigtir. Bu bolgelerin her ticli de, zorunlu olarak
bir kurtarma plani hazirlamakla yikimli tutulmustu ve Merkezi hitkimetin
yogun gozetimi altinda bulunmaktaydi.

Anahtar kelimeler: Yerellestirme, saglik blitce acigi, degisim yonetimi,
Italya.
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Health Care Recovery Plans: What's for and
What's Next?

Federico Lega, Center for Research on Health and Social Care Management,
Universita Bocconi, via Rontgen 1, 20136 Milan, Italy.

E-mail: federico.lega@unibocconi.it,

Francesca Ferre, Center for Research on Health and Social Care Management,
Universita Bocconi, via Rontgen 1, 20136 Milan, Italy.

E-mail: ferre@unibocconi.it

Background: In the last decades Italy has gone through the
decentralization of health policy to regional level. Central government was
expected to play a steering role in defining minimum care standards and
controlling health expenditures at regional level, so to keep the whole
National Health System (NHS) on same track. While similar trends in
health performance were achieved, public health expenditures have been
variable across Regions and reached over 35 billion euro of cumulative
deficit from 2001 to 2009. The government called for a resolution
introducing some form of partial bail-outs and later institutionalizing a
process for recovery. The upturn starts with the development of a formal
regional recovery plan that proposes strategic actions that address
structural determinants of costs. Many are the doubts on the effectiveness
of this tool, perceived by most as more focused on means to address short
term issues than on the long term strategic reconfiguration of regional
health systems needed to solve once for all the structural causes of deficits.

Aim: This paper tackles questions that might be interesting for the ongoing
international debate on which policies, tools and governance system-such
as the mechanism of recovery plans — Central governments should adopt
to lead and control heterogeneous and complex decentralized heath
systems, especially in period of major economic downturn and crisis.

Method: We propose an interpretative framework to understand the
grounds for the light and shade results of recovery plans, and discuss the
findings to draw policy advices on the structure, methods, process and use
of this tool. The study draws from literature review, action-researches and
field investigations conducted by the authors in the three Regions (Sicily,
Campania and Apulia) with the highest deficits in the Italian NHS. All three
were compulsory required to draft a recovery plans and are subject to
extensive supervision by Central government.

Keywords: Decentralization, heath care deficit, change management,
Italy.
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Tiirkive'de Saghkta Doéniistiim Programa:
Aile Hekimligi Uygulamasinin 2003- 2011
Doéneminin Degerlendirilmesi

Muzaffer Eskiocak, Hekim, Prof. Dr., Trakya Universitesi Tip Fakiiltesi Halk
Saghgi Anabilim Dali, Edirne, Turkiye. E-posta: dreskiocak@hotmail.com
Mehmet Zencir, Hekim, Profesér Dr., Pamukkale Universitesi Tip Fakiiltesi, Halk
Saghgi Anabilim Dali. Denizli, Turkiye. E-Posta: mzencir@pau.edu.tr

Cavit Isik Yavuz, Hekim, Yrd. Do¢. Dr., Kocaeli Universitesi Tip Fakiiltesi Halk
Saghgi Anabilim Dali. Kocaeli, Ttirkiye. E-posta: cavityavuz@gmail.com

Binali Catak,” Uzm.Dr, Il Saghk Mudiirlugii, Istanbul, Tiirkive.

Giris: Turkiye’de 24 Ocak 1980 kararlar ile baslayan neoliberal sisteme
entegrasyon hedefli yeniden yapilanma streci saghk alaninda T.C.
Hiikiimeti ile Diinya Bankasi (DB) anlagmalari cergevesinde hizmetlerin
pivasalastirilmasi dogrultusunda yol almaktadir. “Yaygin, Erisimi Kolay ve
Guler Yuzlu Saglk Hizmet Sistemi: Glglendirilmis Temel Saglik Hizmetleri
ve Aile Hekimligi” hedefi Saglik Bakanhgi' nin 2003’de yayimladigi Saglikta
Doéntisim Programi (SDP) nin 6gelerinden biridir.

Amac: Turkiye’deki birinci basamak saglik hizmetlerini donustiirme
strecindeki uygulamalari de@erlendirmektir.

Yontem: SDP kapsaminda yuritilen Aile Hekimligi uygulamasi, DB
yaklasimiyla (desantralizasyon, tageronlastirma, emekgiici maliyetini
azaltma, vyeniden vyapilandirma, gereksinime gére planlama-
dezavantajlilara erisim ve calisan-kullanici etkilesimi) kavramsallastirma,
yasalagtirma ve uygulamadaki yansimalari bagliklarinda ele alinmistir. Bu
amacla mevzuata yonelik diizenlemeler TBMM, bakanliklarin -basta Saglk
Bakanh@: olmak tizere- urettiGi mevzuat; bu mevzuatlara yonelik yapilan
calismalar ve alan aragtirma raporlarindan bilgiler elde edilmistir.

Bulgular: Desantralizasyon uygulamasi olarak birinci basamakta
Ozellestirme Aile Saghg Merkezleri/ Aile Hekimligi (ASM/AH) aracihgiyla
yurlrliktedir. Birinci basamak saglik hizmetlerinin planlanmasi hekim ve
hasta segme 6zglirligi kavrami kullanilarak piyasa dinamiklerine (rekabet,
misteri memnuniyeti, kisi bagina 6deme, performansa gore 6deme) gore
yapilandirilmistir. Bir hekim ve bir aile sagligi elemanindan olusan ikili
hizmeti yuritilmektedir. Cezaevi, huzurevi gibi 6zel topluluklara da ayni
ikili hizmet vermektedir. Her hekim aile sagligi elemanmi kendisi
secmektedir. Tibbi hizmetler disinda gereksinim duyulan emek-glici hekim
tarafindan genellikle taseron araciligiyla saglanmaktadir. Maliye Bakanlig
aile hekimlerini serbest meslek erbabi olarak vergilendirmistir. Sézlesmeler
valilik ile hekimler arasinda iki williktir. Mekan ve kullanilan demirbas
malzemeler icin aile hekimleri tarafindan Kkiralar 6denmektedir. Aile
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hekimleri 6zel statti kabul edilerek kot hekimlik uygulamalari icin zorunlu
mali sigorta bedelinin timi aile hekimleri tarafindan karsilanmaktadir.

llgili yasada 6ngorilenden 4391-9306 daha az aile hekimligi pozisyonu
acilarak, cari yardim da ASM siniflandirmasina goére diizenlenerek, ekip
calismasi ikili calismasina indirgenerek birinci basamak saglik hizmetlerinde
emek-glici maliyetlerinde azaltmaya gidilmistir. Hizmetler parcalanarak
ASM, Toplum Saglhg Merkezleri, yerel yonetimler, kimi bakanliklarin il
yonetimleri arasinda dagitilmis ve yeni hizmet alanlari- evde bakim, entegre
saglik hizmeti- tanimlanmustir.

Saglik yonetimi icin distinilen TSM’lerinin iglevleri ve personel sayisi ile
ilgili diizenlemeler sik degismekte, standart kadroda belirtilenden daha az
saglik emek-giicti galistirilmaktadir. Memnuniyet arastirmalar ile kullanici
hizmet sunucu etkilesimi bigimlendirilmeye calisiimaktadir. Aile hekimligi
uygulamasi hala pilot uygulama ile strdarilmekte, mevzuat sik sik
degismektedir.

Sonuc ve 6neriler: Saglik hizmetlerinin piyasalastirilmast stireci DB
kilavuzlugunda ilerlemektedir. Stzlesmeli esnek calisma, performansa
dayali 6deme, hizmetlerde ve ekipte parcalanma, maliyet azatlimi, kullanici
memnuniyeti saglama alanin belirleyicileri olmustur. Piyasalasmanin saglik
hakkinin gerceklesmesine, saglik emek-gticliniin sosyo-ekonomik
glivenligine yonelik tehditlerine etkisini izleme amacli bilimsel ¢aligmalar
ylratilmelidir.

Anahtar kelimeler: Birinci basamak saglik hizmetleri, Diinya Bankast,
neoliberalizm, saglikta dontisim programi, Tirkiye.

137




138

Health Transformation Program in Turkey,
Introduction of the Family Medicine
Implementation: Evaluation of 2003-2011
Process

Muzaffer Eskiocak, MD, Professor, Trakya University Medical Faculty v, Public
Health Department Edirne, Turkey. E-mail: dreskiocak@hotmail.com

Mehmet Zencir, MD, Professor, Pamukkale University Medical Faculty, Public
Health Department. Denizli, Turkey. E-mail: mzencir@pau.edu.tr

Cavit Istk Yavuz, MD, Assistant Professor, Kocaeli University Medical Faculty,
Public Health Department Kocaeli, Turkey. E-mail: cavityavuz@gmail.com
Binali Catak,” MD, Il Saghk Mudiirlugii, Istanbul, Turkey.

Introduction: Reorganization process of Turkish State to integration
neoliberal system, which started at 24 January 1980, is on direction with
World Bank (WB) loan agreements. This process is going on to
marketization of health services. Transformation of Primary health care
services also a component of marketization process. Family Health Centers
and Public Health Centers established as new providers.

Aim: Aim of this study is to evaluate transformation process of Primary
Health Care in Turkey.

Method: Evaluation is made to find out what had done with direction of
WB (decentralization, outsourcing, downsizing, reengineering, etc.)
relevant to Health Transformation Program. Data collected from
regulations, interpretations on regulations and relevant literatures.

Results: Primary health care services decentralized as Family Medicine
Centers. Marketization of PHC introduced via competition, client
satisfaction, liberation of choosing physicians and patients, per capita
payment, performance based payment. Family medicine services are given
by a team formed by a physician and a family health worker (may be a
nurse, a midwife, or an emergency medicine technician). Penal institutions
and nursing home residents also take care by this “team”. Every physician
is engages with his/her family health worker. Out of medical services
conducted via subcontractor. According to Ministry of Finance Family
Physicians are self-employed and their duty must be paid as self-employed
income tax. Provincial governors contracted them for two years. Family
Physicians paid all price of malpractice insurance, also pays rent for
occupied hails, for material used.

Health Transformation Project managers established 4391-9306 family
physicians position less than necessary according to law. That may mean
downsizing because of underemployment. HTP process disintegrated
Primary Health Care, some of services assigned to family health centers,
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some of them to Public Health Centers, and remained to some ministries,
provincial and municipal administrations. Public Health Centers has not
established yet completely, not for tasks but for personal characteristics and
staffing. There is insufficiency in staffing a lot. Satisfaction surveys are
conducted by HTP managers to forming client-provider interactions.

Conclusions: Marketization of health services on direction of WB.
Contracted flexible working, paying for performance, disintegration of
services and the PHC team, downsizing, client satisfaction determined
health sector. Scientific studies must be carried to explore and tackling
effects of marketization on socio economic rights of health workers and
health rights of citizens.

Keywords: Primary health care, World Bank, neoliberalism, health
transformation program, Turkey.
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Tiirkive'de Aile Hekimligi Modeli: Halk
Saghigi Hemsireliginden Aile Saghg
Elemanina Gecis

Ozlem Ozkan, Doc., Dr., Kocaeli Universitesi Kocaeli Saghk Yiiksekokulu,
Hemsirelik Boliimii. Kocaeli, Tiirkiye. E-posta: ozlem.ozkan@kocaeli.edu.tr
Aslihan Catiker, Ogretim gérevlisi, Ordu Universitesi Saglik Yiiksekokulu,
Hemsirelik Boliimii. Ordu, Tiirkive. E-posta: acatiker@odu.edu.tr

Aynur Uysal, Doc., Dr., Ege University, Hemsirelik Yiiksekokulu, Halk Saghg
Hemsireligi Anabilim Dali. Bornova, Izmir, Turkiye. E-posta:
aynur.uysal@ege.edu.tr

Giris: Saglik hizmeti iretimi, mevcut sermaye birikimi ile ona 6zgtin emek
strecine gore bicimlenmektedir. O nedenle, kapitalizmin 1960’l1 yillarin
sonlarinda igine girdigi krizi agmanin araclarindan birisi de sermaye sinifi ve
onun aktorleri tarafindan saglik dahil tim kamu hizmetlerinin yeniden
yapilandirilmasi olarak gortlmustiir. Bu yeniden yapilanma, hakkaniyet,
katilimcilik, ulagilabilirlik vb. siyasi soylemleri ifade etse de 6zde saglik
hizmetlerinin ticarilesmesi, piyasalasmasi ve kisaca metalastirilmasidir.
Yeniden yapilanma igin Turkiye dahil cok sayida kapitalist tilkenin saglik
sistemi “saglik reformu” uygulamalaryla ilk adimi atmustir. Ttrkiye’de ise
saglik reformu ismi 2003 yilindan itibaren “Saglikta Déntisim Programi”
na dontserek, ayni anlayisla uygulamamalarina devam etmistir. Diinyada
oldugu gibi, tilkemizde de bu programin bes parcasindan birisi de birinci
basamak saglik hizmetlerinde “Aile Hekimligi” sistemine gegistir.

Amac: Bu calisma, Turkiye’de 2005'den beri devam eden aile hekimligi
sisteminin genelde hemsirelik, 6zelde halk saglig hemsireligi (izerine
etkilerini ve sonuclarini elestirel olarak degerlendirmeyi amaclamustir.

Yontem: Bu calismada, aile hekimligi sisteminin hemsirelik ve halk saglig
hemsireligi Uzerine etkisini deg@erlendirmek icin aile hekimligi ile ilgili
mevcut altt mevzuat kullanilmistir. Bunlar; 1) 09 Aralik 2004 tarihli Aile
Hekimligi Pilot Uygulamasi Hakkinda Kanun; 2) 06 Temmuz 2005 tarihli
Aile Hekimligi Pilot Uygulamasi Hakkinda Yonetmelik; 3) 12 Agustos 2005
tarihli Aile Hekimligi Pilot Uygulamasi Kapsaminda Saglik Bakanhgi’'nca
Calistirlan Personele Yapilacak Odemeler Soézlesme Sartlari Hakkinda
Yonetmelik; 4) 25 Mayis 2010 tarihli Aile Hekimligi Uygulama
Yonetmeligi; 5) 30 Aralik 2010 tarih ve 27801 sayili Resmi Gazetede
yayimlanan Aile Hekimligi Uygulamasi Kapsaminda Saglik Bakanhginca
Calistirlan Personele Yapilacak Odemeler Ile Sézlesme Usul ve Esaslari
Hakkinda Yonetmelik; 6) 11 Mart 2011 27871 Sayili Resmi Gazete’de Aile
Hekimligi Uygulama Yo6netmeligi. Hemsirelik ile ilgili ise mevcut g
mevzuat kullanilmigtir. Bunlar:1) 2 Mayis 2007 tarihli Hemsirelik Kanunu;
2) Bu kanun kapsaminda 08 Mart 2010 tarihli Hemsirelik Y6netmeligi; 3)
Yine bu kanun kapsaminda 19 Nisan 2011 tarihli Hemsirelik
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Yonetmeliginde Degisiklik Yapilmasina Dair. Ayrica, bu konuda
yuritilmis arastirmalarin  sonuclar, bazi saglik gostergeleri ve benzer
uygulamalar icinde olan {lkelerin wverileri de tlkemizdeki durum ile
karsilagtirilmigtir.

Bulgular: Turkiye'deki aile hekimligi sistemi de diger kapitalist tilke
orneklerine benzer olarak piyasaci ve ticarilesmis saglik politikalarini
destekleyici 6zelliktedir. Yani saglik kurumu isletmeye, hastalar misteriye,
hizmet ise metaya dontstirialmustiir. Bu dontstmle, saglik ocagindaki kisi
basi poliklinik sayisi Tiirkiye’de 2005’den 2006 yilina kadar %20 artarken,
aile hekimligi modelinin pilot olarak uygulandidi ilk il olan Diizce’de %85
artmigtir. Sevk hizi Turkiye genelinde %37 azalirken, ayni ilde %330’dur.
Bunun yani sira, 15-49 yas kadin, gebe, bebek ve cocuk izlemleri, dogum
kontroli kullanma sayist azalmistir. Bolu ve Edirne’de aile hekimligi pilot
uygulamaya gecis 6ncesi ve sonrasi LOT Kalite teknigi ile degerlendiren
calismalarda, ozellikle yoksul ve sosyal glivencesi olmayan ntifusun bu
hizmetlerinden yararlanmalarinda anlamli bir azalma oldugu saptanmustir.

Diinyada aile hekimligi modelini uygulayan tilkelerde aile hekimi ile birlikte
calisacak saglik calisani mesleklerine gore isimlendirilmesine karsin,
llkemizde “aile saghgi eleman1” tanimlamasi diinyada bir ilktir. Hemsirelik,
ebelik ve acil tip teknisyenligi ayri meslekler olup, cok farkli gérevlere sahip
olmalarina ragmen, farkli meslekler birbiri ile ikame edilmekte ya da es
deger tutulmaktadir. Bu bilimsel olarak kabul edilemez bir durumdur.
Ayrica, aile hekimi bu calisanlart istihdam ederken, zamanla maliyet
unsurunu gozetmeye baslayacagindan, acil tip teknisyenini gibi diger saghk
calisanlarina gore daha az ve maliyetli ve daha ucuz olmasi nedeniyle
calistirma olasiligi da yiksektir.

Aile hekimligi sistemi timuyle sozlesmeli calisilan uygulamasina dayalidir.
Sozlesmeli calisma; glivencesiz calisma, zamanla egreti ve Kkuralsiz
calismayla beraber calisma stirelerinin uzamasi, agir, yogun calisma,
yukinin artmast vb. olumsuz calisma kosullaridir. Esnek tcretlendirme
uygulamalar ise hemsireler dahil tim calisanlar icin kaygi, belirsizlik ve
stres kaynagidir. Bu nedenle, 2006 wyilinda aile hekimligi sisteminde
istihdam olacak hemsire ve ebelerin %36-65’i sozlesme yapmayarak bu
uygulama icinde calismay: tercih etmemistir. Tacikistan ve Kirgizistan’da ise
aile sagh@ hemsiresinin Ucretleri dustiktir ve Ucretler dizenli
6denmemektedir.

Hemsire dahil, tim aile saghd elemanlarinin aile hekimi tarafindan
istihdam edilecek olmast saglik calisanlar arasindaki profesyonel iligkiyi ve
ekip anlayisini zedeleyen bir durumdur. Cinki, hekim ve diger saglik
calisanlar1 daha 6nceden ekibin birer tyesi iken, artik patron-isci konumu
ile karsi karsiya kalacaktir. Almanya’da da bu piyasaci saglik politikalariyla
aile hekimligi sistemi icinde yer alan aile hekimi ve aile saghg hemsiresi
arasindaki rekabetin artmaya basladigi bildirilmektedir. Aile hekimligi
uygulamalariyla hemsirelik, sadece kendisine bagvuranlara saglik hizmeti
sunan, edilgen, bagmmli, hekime yardimcilikla smnirlhi ve tedavi edici
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hizmetlere odakli bir ise dontismektedir. Mevzuatta aile saghd: elemant icin
uygun gortlen tim gorevler 1961 Yilindaki 224 Sayili Saghk Hizmetlerinin
Sosyallestirilmesi Hakkindaki Yasas’'nin ebe ve hemsirelere verdigi
gorevlerden cok daha dar kapsamlidir.

Sonuclar: Birinci basamak, saglk sistemi ile toplumdaki bireyler
arasindaki ilk iliski noktasidir. Bu hizmet: Oncelikle herkesin sagligini
gelistirmeye, korumaya ve hastaliklarin Onlenmesine esit ve ulasilabilir
olursa, saglik hizmetini toplumun gereksinimine goére planlarsa, stireklilik
ilkesine ve Kisiye ve gevreye yonelik hizmetleri entegre ve butilinctil olarak
sunarsa, saglik hizmetinin iceri@i ne olursa olsun, hizmetin bedeli genel
biitceden (dogrudan vergilerle olusturulan) kamusal olarak finanse edilir ve
kisiler aldiklar1 hizmet icin cepten 6deme, katilim/katki paylari 6demezlerse,
toplumun saglikli olmasina 6énemli bir yapi tast olacaktir. Aile hekimligi
uygulamasi bu ilkelerin karsisindadir. Béyle olunca, bu durum, basta halk
saghigi hemsireleri olmak Uzere tim saglik calisanlarinin emek stireci ve
onlarin nitelikli hizmet sunmalarinin 6éniinde toplumun ise nitelikli hizmet
almasinin 6ntinde de 6nemli bir engeldir. Bu konudaki bilimsel calismalar
da bunu desteklemektedir.

Anahtar kelimeler: Saglik reformu, saglik hizmetlerinin ticarilesmesi, aile
sagligi hizmetleri, aile sagligi hemsireligi, halk sagligi hemsireligi, Turkiye.
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Background: Generating healthcare services has been formed depending
on the current capital accumulation and the labour process that is genuine
to the capital accumulation. Therefore, one of the means to overcome the
crisis in which capitalism had begun to experience at the end of sixties has
been considered to be reconstituting all the social services including
healthcare by the capital class and its actors. Although it expresses equity,
participation, accessibility, etc., this reconstitution is essentially the
commercialization, marketisation, and in brief the commoditisation of the
healthcare services. Towards the reconstitution, healthcare system of many
capitalist countries including Turkey have taken the first step through the
“healthcare reform” implementations. In Turkey, since the year 2003, it
has been going on to take steps not towards healthcare reforms in the same
context but towards a non-execution of the implementations by adopting
titted “Health Transformation Program”. Also in Turkey, as has been all
over the world, one of the five components of this program is the transition
to “Family Medicine Model (FMM)” in the primary healthcare services.

Aim: The purpose of this study is critically review of the influences and the
results of the FMM which has been conducted in Turkey since the year
2005 both on the nursing in general and the public health nursing in
particular.

Method: In this study, four current legislations and regulations related to
the FMM were used in order to evaluate the effects of FMM on the nursing
and the public health nursing. There are six regulations relating to FMM
until now. These are: 1) Family Medicine Pilot Implementation Act dated
09 December 2004; 2) Family Medicine Pilot Implementation Regulation
dated 06 July 2005; 3) Regulations on the Conditions of Contract Payment
for the Ministry of Health Personnel Employed in the Scope of the Family
Medicine Pilot Implementation dated 12 August 2005; 4) Family Medicine
Implementations Regulation dated 25 May 2010. 5) Regulations on the
Conditions of Contract Payment for the Ministry of Health Personnel
Employed in the Scope of the Family Medicine Pilot Implementation dated
30 December 2010; 6) Family Medicine Implementation Regulation dated
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11 March 2011. Three legislations related to the nursing were used in this
study. These are: 1) Law on Nursing dated 27 April 2007; 2) Regulations
on Nursing dated 08 March 2010, within the scope of this Law; 3)
Regulations on the Amendments of the Regulations on Nursing dated 19
April 2011, again within the scope of this Law. It was also used the results
of the studies conducted on this subject and health indicators. Furthermore,
outcomes of our country were compared to the outcomes of the family
health nursing systems supported by the World Bank and the World Health
Organization worldwide.

Results: FMM in Turkey has also been characterized as supporting the
market health policies as is in the other capitalist countries. That is to say,
healthcare institution has been changed to business organisation, the
patients have been changed to customers, and the service has been
changed to commodity. With these conversions or transformations, while
outpatient number per capita in the healthcare centres has increased by
20% between the years 2005-2006 in Turkey, this number has increased
by 85% in Diizce where the FMM was first received as a pilot
implementation. While hospital referred patient rate has been decreasing
by 37% in Turkey in general, the same rate is 330% in Diizce. Besides, in
the follow-ups of women between 15-49 years of age, pregnant women
and children, the number of contraception has decreased. In the studies in
which LOT Quality method was used in the pre- and post evaluations of
the family medicine implementations in Bolu and Edirne, it was found out
a significant reduction in the population who use these services, regarding
particularly the poor and no-social security population in Bolu and Edirne.

Although healthcare professionals who would work with the family
physician are positioned and titled according to their professional area in
the countries which implement FMM, named as “family health personnel”
in our country has been a first in the world. Despite the fact that nursing,
midwifery and emergency medical technicianship are different
professional areas from each other and have diverging functions, they are
substituted with each other or comprehended as equivalents. This cannot
be accepted from a scientific point of view. Moreover, as the family
physician employs these professionals, due to his or her need of taking the
cost factor into account, the possibility of employing emergency medical
technicians who are less costly headcounts compared to the other
healthcare professionals is high.

FMM totally depends on the contract employee implementation. Working
under contract involves working conditions composed of unsecured
employment, prolongation of working time along with rough and rules
labour, increased burden of heavy and intensive labour, etc. Flexible
pricing implementations are sources of consideration, elusiveness and
stress for all the employees including nurses. For this reason, 36-65% of the
nurses and midwives who could be employed in the family practice system
in 2006 did not prefer to work within this system and objected to sign the
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contract. And in Tajikistan and Kyrgyzstan, wages of the family practice
nurses are low and they cannot be paid on a regular base.

Due to the fact that all the family health personnel including nurses are
employed by the family physician, this condition is something that could
damage the professional relationship among healthcare workers and the
team concept. That is because the physician and the other healthcare
workers were once the members of a team, now they are to face a position
of the boss-worker. Also in Germany, it has been reported that the
competition between the family physicians and the family health nurses
positioned in the family practice system has begun to increase with these
market powered healthcare policies. In the context of the FMM, nursing has
been converted into a service which serves only the ones who applied to
them and a service which is not active, dependent, limited to assisting the
physician and focused on the tertiary healthcare services. All the duties
approved for the family health personnel in the legislations and regulations
are much less narrow-scoped than the responsibilities of the midwives and
nurses indicated by the Act of Socialization of the Healthcare Services
numbered 224 in the year 1961.

Conclusions: Primary healthcare services are the first correlation point
between the healthcare system and the members of the public. In case this
system is firstly aiming at improving and protecting the health of everybody
and the prevention of diseases, plans the healthcare services according to
the public needs, provides healthcare services integrated towards the
individual and the environment depending on the continuity principle,
whatever the content of the healthcare service can be publicly financed
from the general budget (directly formed by the taxes) and if the
individuals do not pay or share the costs by their own then these could be
the constituent of a healthy society. FMM is contrary to these principles. In
such a case, it becomes an obstacle against the quality of the services
provided by all the healthcare workers and their labour process and against
a qualified healthcare service for the public. Scientific studies on this issue
have supported this approach.

Keywords: Health reform, health service commercialization, family
medicine model, family health nursing, public health nursing, Turkey.
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Oturum Baskanlar1 /Chair Persons:
Cetin Erdolu, Hans Ulrich Deppe

Neoliberal Politikalara Kars1 Miicadele icin
Dayanisma
Solidarity for Struggle Against Neoliberal
Economic Policies

Arjantin'deki Kriz Sonrasi1 Saglik ve
Toplum: Isik ve Golgeler

Alicia Stolkiner, Profesér ve Arastirma Yoneticisi, Buenos Aires Universitesi,
Arjantin.

Krizin tarihcesi: neoliberal yikim

Askeri darbe (1976), Arjantin’de neoliberal politika uygulamalarinin ilk
adimiydi. 70’li yillarin ortasindaki uluslararasi krizin bir sonucu olarak,
Latin Amerika Ulkeleri bor¢ artisina ve mali sermayenin ¢ikarlaria kulak
vererek  ekonomilerini  liberallestirmeye  yoneldi Bu politikalar
etkisizlestirilmis bir toplum yapisini gerektirmekteydi ve Devlet terérii bu
amag dogrultusunda bir arac oldu ve 30.000 kadin ve erkek kayboldu ya
da oldardlda.

Diktatérliik déneminde (1976-1982), iilkenin dis borcu %364 artt', mali
vap! liberallesti ve ©zel borclar devlet tarafindan tstlenildi. Insan haklar
hareketleri, diktatorlige karst en giliglii toplumsal direnisi olusturmaktaydi;
bunlar, bugline kadar bu alandaki toplumsal aktorler olmayi
stirdirmislerdir.

1982’de, Arjantin’de demokrasiye dontildi. Yeni hiikiimet, mali sermaye
gliclerinin muhalefeti ve bor¢ yiiki karsisinda sikinti yasadi. 1989 yilinda
hiperenflasyon ve ekonomik kriz hiikimetin sonunu getirdi. 90’li yillarda,
hem devlet terértintin golgesi hem de hiperenflasyonun yarattigi ekonomik
sikinti, neoliberal reformlarin uygulanmasi igin gereken toplumsal kosullarin
yaratilmasina katkida bulundu.

1989°da Washington Uzlasmasi, gelismekte olan t(lkelere ekonomi
politikalar1 6nerdi. Bu politikalarin amaci hem ticaret hem de yatirimlar
acisindan ekonomik acilim ve tilke ekonomisi icinde yer alan piyasa
guiglerinin gelisimini saglamakti. Bu ilkeler 90l yillarda Arjantin’de
uygulandi. ABD’de kaleme alinan Brady Plani, 1990’dan sonra uygulandi.
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Brady Plani’'nin ortaya cikisinin arkasindaki en 6nemli yenilik, borcun,
bankalarin riskini azaltan yeni bor¢ senetlerine déntstiiriilmesiydi. Bu borg
senetleri ayni zamanda, devlete ait sirketlerin, bankalar agisindan buyik
kazanclar yaratarak, ¢zellestirilmesinin finansal araglarini olusturmaktaydi.

Neoliberal recetenin u¢ noktada uygulanmasi —ekonominin acilimi ve
liberallesmesi, kamu hizmetlerinin ve sirketlerinin 6zellestirilmesi, sosyal
fonlarin 6zel mali sektore aktarimi ve esnek calisma kosullari- belirli bir para
politikast ile birlesti: Arjantin peso’sunu degisim degerini ABD dolar
cinsinden sabitleyen (1 dolar=1 peso) “konvertibilite”.

Ik bes yilda, hiperenflasyon durdu ve gayrisafi yurtici hasila (GSYIH) artt:.
Ancak bu politika, toplumun tiretken yapisini yok etti.

Devlete ait sirketler 6zellestirildi ve emekKlilik fonlarinin yonetimi 6zel
sirketlere wverildi. Sosyal devlet harcamalarinin timi azaltldi.  Bu
degisikliklerin s6zde nedeni dis borg faizlerinin 6denmesiydi: ama buna
karsin bor¢ % 130 artt.?

Neoliberal devlet reformu, sosyal harcamalarinin azalmasina yol acti.
Sosyal politikalar Diinya Bankasi yonergelerine uydu wve dis borg
konusunda Uluslararasi Para Fonu (IMF) ile yeniden yapilan pazarliklarla
kosula baglandi. Diinya Bankasi (DB)’nin 1993 Kalkinma Raporu: “Sagliga
Yatinm”, saglik sistemi reformunun rehberi oldu.

Piyasa eksenli yapisal reform, genis kapsamli bir varlik ve sermaye-ve
boylece gelir- yogunlagmasina, Ucretlerde genel bir diistise ve issizligin
artmasina yol acti. Bu degisikliklere karsi muhalefet, Issiz Isciler Hareketi
gibi yeni toplumsal hareketler tarafindan yonlendirilmekteydi.

ki vahim ekonomik karar son krize zemin hazirladi. Bunlar: borcun,
uluslararast bankalara yiiksek karlar saglayacak bicimde yeniden finanse
edilmesine dayanan ¢ok kapsamli bir tahvil takasi ve halkin nakit cekmesini
sinirlayan “corralito” adli karardir. Hukimet, bankalart korumak igin
halkin tim tasarruflarina el koymaya karar verdi. Toplumsal gosteriler,
Aralik 2001’de hiikiimetin sonunu getirdi.

Neoliberal proje, daha biiyiik ekonomik, siyasal ve toplumsal kriz icinde
basarisiziga ugradi. Ulke, yalnizca 15 giin icinde, bes baskan, diinyada esi
gorilmemis en bliyiik borg temerriitiini, kambiyo rejiminin terk edilisini ve
peso’nun devalue edilisini gordi. Sonug, 2002 yili boyunca ve 2003
baslarinda vyasanan asiri bir durgunluk oldu. Issizlik ve yoksulluk bu
dénemin tablosunu olusturuyordu.® Halkin bu duruma direnisi, yeni ve
Ozgiin hareketlerin ortaya ¢ikmasi bigciminde oldu; dayanisma 6rgtitlenmesi
guicliydd.

Krize dayanmak: Biiyiimenin aykiri yolu

2003 yilindan sonra, birbirini izleyen iki yonetim tlke kalkinmasinin gidisini
degistirdi. Uluslararasi tablo, ihracat kazanclari acisindan uygundu ve aykiri

ya da yeni-Keynesci yonelimin anti-siklik politikalarinin uygulanmasina
baglandi. Merkez Bankasi, ihracat icin uygun cari kuru korudu. IMF’e olan
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borclar iptal edildi ve (ilke IMF’e olan taahhiitlerden ve bunun izlerinden
kurtuldu. Jeopolitik konum degisti, diger Latin Amerika tlkeleriyle stratejik
ortaklik bolgesel olarak ekonomik ve politik bolgesel biitlinlesmeyi
gerceklestirmek amaciyla gliclendirildi. ABD tarafindan 6nerilen Amerika
Serbest Ticaret Bolgesi reddedildi.

Arjantin, son sekiz yil icinde 6énemli bir bliyime gerceklestirdi. Calisan
sayisi artt1 ve yoksulluk sinirini altinda yasayanlarin sayisi azaldi.

1. GSYIH’daki Degisim Milyar $ 1993-2011

Evolucion del PIB en miles de millg s 2bie” ™ |e 1993

Miles de millones de $

Trimestre

Fuente: INDEC (2011)

2.  lssizlik ve Eksik istihdam 2003-2011

Evolucién trimestral de las tasas de desocupacion y subocupacion en el total de
aglomerados urbanos, desde el 1° trimestre 2003 en adelante

) —&— Tasa de
S desocupacion
—a&— Tasa de
subocupacion
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Trimestre
INDEC 2011
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Bugtinlerde bazi golgeler belirdi: enflasyon ve uluslararasi kriz. 2011’de
ekonomi halen giicli ve buytumekte, tcretler enflasyonun {zerinde
artmakta. Toplum kutuplagsmis durumda. Cikarlari etkilenen geleneksel
glicler klasik ekonomi politikalarina dénme savasimi veriyor: borclanma,
uyum ve kar yogunlagmasi.

Daha kapsayici sosyal politikalar wvar. Hukimet, 6zel bireysel
sermayelendirme yerine, yasa geregi bir Kamu Havuz Sistemi olusturarak,
emeklilik sisteminde gerceklestirilen neoliberal dénlisimu tersine cevirdi ve
ayni zamanda, sistem digsindaki yaslilara bir emeklilik yardimi sagladi.
2009’dan bu yana hane reisi igsiz olan hanehalklarinin timi Cocuk basina
Yardim Odenegi almakta. Bunun yoksulluk, saglik ve egitim tizerinde
olumlu bir etkisi var. Ama saglik sektoriinde, sistemin yapisinda gereken
degisiklikler yapilmis degil.

Saghkta Siireklilik

Arjantin bolinmis ve parcali bir saglik sistemine sahiptir. Ulusal biitce ile
eyalet ve/veya belediye biitcelerinden ayrilan kaynaklarla finanse edilen
kamu saglik sektorti, Obras Sociales (OS) ya da calisanlarin ve isverenlerin
zorunlu Kkatkilan ile finanse edilen Sendika yonetimindeki fonlar ve
dogrudan dogruya vararlananlar tarafindan finanse edilen Ozel Yénetimli
Saglik sektoriinden olusmaktadir. Bunlardan sonuncusu, Ozel Saglik
Sigortast sirketlerini ve genis bir saglik hizmeti sunucu agini igerir.

Neoliberal reformun amaci saglik sisteminin timini piyasa kurallarina
baglamakti. Yoksullar icin temel bir glivence saglayan bir saglik sigortalar
ve hizmetleri piyasasi olusturmayi hedeflemekteydi. Sonuclari, daha fazla
boliinmislik ve daha az adalet oldu.

Kriz, igsizlik ve orta sinifin yoksullagsmasi nedeniyle, Sendika Y6netimindeki
Fonlarin ve 6zel sigortalarin kapsamini daratti. Biitlin bu bireylere, bu
dénemde saglik hizmetleri sunumunda 6ncl rol Ustlenen tek anti-siklik
kurum olan kamu saglik hizmetleri yardim sagladi. Bireylerin saghd: risk
altindayken piyasa eksenli hizmetlerin basarisizligi kanitlanmig oldu.

Kriz sonrasi saglik politikalari, temel ilaglarin birinci basamak saglik
merkezlerinde Ucretsiz  sunumuna, devlet saglk harcamalarinin
arttirilmasina ve Ulusal Saglik Bakanligi'nin eyaletlerdeki saglik hizmetleri
lizerindeki yetkilerinin diizenlenmesi ve guclendirilmesine
yogunlastirilmistir. Ancak saglik sistemi hala pargalidir ve saglik hakki
herkes agisindan garanti altinda degildir. Genel bazi iyilesmelere karsin,
toplumsal siniflar ve cografi bolgeler arasinda, saglik hizmetlerine erisim ve
epidemiyolojik goriinim agisindan buytiik farkhiliklar bulunmaktadir.

Arjantin saglik sistemi, bazi hikimetlerin saglik sistemini bttiinlestirme
girisimlerinin etkinliginin azalmasinda o6nemli bir rol oynayan belirli
toplumsal aktorlerce belirlenmektedir. Bu kurumsal glicler, saghk
sektoriinde dagiim  savagimi® kavrami ve Kurumsal Sézlesme® gibi
kategorilerde analiz edilebilir.
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Arjantin’deki saglik sistemini doniistirme konusundaki gugliklerden biri,
aktorlerinin bu kurumsal 6zelligi ve sistem icinde yer alan bireylerin
cikarlarinin  yeterince temsil edilmemesidir. Herhangi bir degisim
girisiminin, vatandaslarin katiimini ve etkin iggiicliniin temsilini icermesi
zorunludur. Saglik sistemine iligkin tartismalar stirmektedir. “Denetlenen bir
saglik sigortalar piyasasi’ni savunanlarla, saglik hakkini temel alan esitlikci
erisimi iceren yardim kapsamini onerenler arasindaki micadele devam
etmektedir. Varilacak sonug, siyasal gliclere ve toplumsal aktorlere baglh
olacaktir. Bu sorunun ¢6ziimi teknik degildir, siyasaldir ve insan haklarina
ve sosyal haklara 6zen goésteren daha adil bir toplum insa etme
olanaklaryla siki bir bicimde baglantilidir.
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Health and Society After the Crisis in
Argentina: Lights and Shadows

Alicia Stolkiner, Professor and Research Director, Buenos Aires University,
Argentina

The history of the crisis: the neoliberal catastrophe. The military
coup (1976) was the first steep of the neoliberal policies implementation in
Argentina. As a consequence of the international crisis of the middle 70 s,
the Latin-American countries were impelled to increase their debts and
deregulate their economies attending to the financial capitals profits. These
policies required a demobilized society and the State Terrorism was the
tool for this aim, 30.000 men and women were disappeared or killed.

During the dictatorship (1976 — 1982), the country’s external debt
increased 364 %' the financial system was deregulated and the private debt
was assumed by the state. The human rights movements were the strongest
social resistance against the dictatorship, until today they are relevant social
actors.

In 1982 Argentina returned to democracy. The new government suffered
the opposition of the financial capital forces and the burden of the debt. In
1989 the hyperinflation economic crisis caused the end of the government.
Both the shadow of the state terrorism and the economic pain of the
hyperinflation contributed to create the social conditions for the application
of the neoliberal reforms during the 90 s.

In 1989 the Washington Consensus prescribed the economic policies for
the developing countries. The aim of these policies was the economic
opening respect to both trade an investment and the expansion of market
forces within the domestic economy. These principles were applied in
Argentina during the 90°s. The Brady Plan (draw in U.S.A) was applied
after 1990. The key innovation behind the introduction of Brady Plan was
to change the debt in new bonds that reduced the banks risk. These bones
were also the financial tools for the privatization of the state companies,
with a big benefit for the banks.

The extreme application of the neoliberal recipe - opening and
deregulation of the economy, privatization of public services and
companies, transfer of social funds to the private financial sector and
flexible working conditions - was combined with a particular monetary
policy: the “convertibility” that fix the Argentine peso's exchange rate to the
U.S. dollar (1 dollar =1peso). The hyperinflation stopped and the GDP
grew during the first five years. But this policy destroyed the productive
structure of the society.

The state companies were privatized and the management of retire founds
was given to private companies. All social state expenditures were reduced.
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The alleged reason for these changes was the pay of the foreign debt
interests; nevertheless the debt increased 130 %.?

The neoliberal state reform tended to reduce social spending. The social
policies followed the guidelines of the World Bank and were conditioned
by the renegotiation of the foreign debt with the International Monetary
Fund (IMF). The World Bank“s Development Report 1993 “Investing in
Health” was the guide of the health system reform.

The market-oriented structural reform brought a dramatic concentration of
richness and capital-and thus income - the overall decline of wages and
increased unemployment. The opposition to these changes was driven by
new social movements like the Unemployed Workers Movement.

Two economic desperate decisions precipitated the final crisis: the giant
bond swap consisting in refinancing the debt with high benefits for the
international banks, and the named “corralito” that limited the cash
withdrawal to the general public. In order to save the banks the
government decided to hold all the savings of the people. The social
demonstrations ended with the government in December 2001.

The neoliberal project collapsed in the bigger economic, political and social
crisis. In the space of a mere fifteen days, the country saw five presidents,
the largest debt default the world has ever seen, the abandonment of the
currency exchange regime and the devaluation of the peso. The
consequence was an acute recession throughout 2002 and early 2003.
Unemployment and poverty was the scenario of this period.> New and
original movements were the resistance of the people to this situation and
the solidarity organization was strong.

Surviving the crisis: The heterodoxal way to growth. Two
consecutive administrations changed the course of the country
development after 2003. The international scenario was favorable for
commodities exporting profits and the implementation of anti-cyclic
policies of heterodox or Neo-Keynesian orientation begun. The Central
Bank maintained the current value favorable for the export. The debt with
the IMF was cancelled and the country was relieved from any commitment
with the IMF and its indications. The geopolitical position changed, the
strategic partnership with other Latin American countries was strengthened
with the aim of an economical and political regional integration. The Free
Trade Area of the Americas proposed by USA was rejected.

During the last 8 years Argentina experienced a substantial growth. The
employed population increased and the people under the poverty line
decreased.
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3. GDP EVOLUTION IN billion of $- 1993-2011
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4. Unemployement and Underemployment 2003-2011
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aglomerados urbanos, desde el 1° trimestre 2003 en adelante
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At present some shadows appeared: the inflation and the international
crisis. During 2011 the economy is still strong and growing, and the wages
are increasing over the inflation. The society is polarized. The traditional
power groups whose interests are affected are struggling to return to the
classic economic policies: indebtedness, adjustment and profit
concentration.

There are more inclusive social policies. The government reversed the
neoliberal transformation of the retirement system creating by law a Public
Pooling System that replaced the private individual capitalization and also
gave an universal retire to the aged people who were out of the system.
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Since 2009 all households whose head does not have formal employment
receive the Universal Allocation per Child. It has a positive impact on
poverty, health care and schooling. But in the health sector there are not
relevant changes in the structure of the system.

Continuity in Health. Argentina has a fragmented and segmented health
system. It is composed by the public healthcare sector funded by
resources allocated by the national, provincial and/or municipal budget,
the Obras Sociales (OS) or Union-managed funds financed by the
mandatory contribution of workers and employers and the Private
Managed Health sector directly funded by the users. The latter includes,
the Private Health Insurance companies and a large network of health
services providers.

The neoliberal reform aim was to put all the health system under market
laws. The objective of the reform was to create a healthcare insurances and
services market, with a basic coverage for the poor. The results were more
fragmentation and less equity.

The crisis decreased the coverage of Union Managed Funds and of the
private insurances, because the unemployment and the middle class
impoverishment. All these people were assisted by the public health
services, the only anti-cyclic institution that assumed a leading role in the
health services provision during this period. It was proved the fail of the
market oriented services when the health of the people was in a risk
condition.

The health policies after the crisis were centered in the free provision of
basic drugs in primary health centers , the increasing of the state
expenditures in health , the increasing of regulation and the strengthen of
the National Health Ministry influence over the provinces” health services .
But the health system is still fragmented and the right to health is not
guarantee for all. Despite the improvements there are big differences in
access to health services and in the epidemiological profiles between social
classes and geographical zones.

The Argentinian health system is determined by specific social actors which
have been a key factor in defusing the initiative the attempts of some
governments to integrate the health system. These corporative forces can
be analyzed with categories, such as the concept of the distribution struggle
in the health sector* and the Corporate Pact.’

One of the difficulties of changing the health care system in Argentina is
this corporate nature of its actors and the weak representation of the
interests of the people in it. Any attempt to introduce changes must
incorporate citizen participation and effective workers representation.

The discussion about the health system is in course. The struggle between
those who propose “a regulated market of health insurances” and those
who propose universal coverage with equalitarian access based in the right
to health is open. The result will depend of the political forces and the
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social actors. The resolution of this problem is not technical, it is political
and it is strongly linked to the possibilities of building a more equitable
society supported in the human and social rights as a value.
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Yunanistan Saghk Hakk: Hareketi

Theodore Zdoukos, Hekim, Thessaloniki Aristotle Universitesi, Tip Fakiiltesi,
Dahiliye Béliimt, Yunanistan. E-posta: teozduk@otenet.ar

Avrupa Komisyonu troykasi ve IMF’in 6ncliliigiinde Papandreou hiikiimeti
tarafindan dayatilan uyum programi sonrasinda, Yunanistan'daki saglk
hakki hareketi, son 18 ay icinde yeni bir asamaya girmistir.

Zaten c¢ok kirllgan olan kamu saglik sisteminin finansmaninda % 50
oraninda 6nemli bir kesintiye gidilmesi, binlerce yatagin hizmet disi
birakilmasi ve binlerce saglik personeli kadrosunun ortadan kaldirilmast,
kamu saglik hizmetlerini parcalama stratejisinin temel 6zellikleridir. Buna
kosut olarak, ozellestirme stireci, saglik hizmetlerinin sunumu sirasinda
Ucretlendirme ve devlet hastanelerinin polikliniklerindeki 6zel randevu
uygulamalari, ve 6zel sigorta sirketlerine kendi 6zel hastalarinin kullanimi
icin 600 yatak ayrilmasi sonrasinda devam etmektedir. Sigortasiz bireyler
Ucretsiz saglik hizmetlerinden yoksun birakilmis ve gectigimiz yil, aldiklari
her ttirlii saglik hizmetine iligkin tim giderleri 6demeleri istenmistir.

Sendikalar, saglik calisanlar ve saglik hizmetlerinden yararlananlar, ‘Saglik
bir haktir- bir meta degildir’, ‘Onlarin krizini bir 6demeyecegiz — ulusal
saglik sisteminin parcalanmasina ve Ozellestirilmesini hayir’ sloganlariyla,
bu yeni tiir barbarhiga kars cesitli eylemler gelistirmislerdir.

Eylemler, hastanelerin mali islemlerinin bloke edilmesini, 6demelerin
engellenmesini, hastane disinda yol kapama eylemlerini, hastane
yoneticilerinin  ofislerinin isgalini, gosterileri, grevleri, Atina’daki Saglk
Bakanligi'nin gecen Subat ayinda tiim hekimler tarafindan on gilin stireyle
isgalini kapsamaktaydi. Bu hareket, parlamentoya yiiriiyen saglk
calisanlarinin bugline kadarki en bulyik (5000 kisi) gosterisi ve kendi
bolgelerindeki hastanelerin kapatilmasini ya da birlestirilmesini protesto
eden vyerel vyetkililerin ve diger toplumsal orgiitlerin kentlerde
gerceklestirdikleri bircok yerel protesto eylemi ile sonlanmustir.

Son olarak, halk girisimleri, dayanisma amaciyla bircok kentte sigortasiz
bireylere, gbdc¢menlere, miiltecilere cretsiz temel saglik hizmeti ve
psikososyal destek saglamakta; saglik hizmetlerine ve gerektiginde hastane
hizmetlerine Uicretsiz erisimin gerceklestirilmesi igin sistem tizerindeki baskiyi
arttirmaktadr.
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The Movement for The Right to Health in
Greece

Theodore Zdoukos, MD, Aristotle University of Thessaloniki, Medical School,
Department of Medicine, Yunanistan. E-mail: teozduk@otenet.gr

The dramatic cut of 50% of the funding of the already very frail public
system, the closing down of thousands of beds and elimination of
thousands of health professionals jobs are the main characteristics of the
strategy for the dismantlement of public health services. In parallel, the
privatisation process is continuing after the implementation of fees for
service, of private appointments in the outpatient departments of the public
hospitals and the offer of 600 beds to private insurance companies for the
exclusive use of their clients. Uninsured people, are denied free of charge
services and the last year are asked to pay all the costs of every kind of
encounter with the health services.

Trade unions, health professionals and health services users have
developed diverse actions against the establishment of this new barbarism
under the slogans 'Health is a right - not a commodity', ' we will notpay
their crisis — no to the dismantlement and privatisation of NHS "

The activities of this movement included blockades of the economic
services of the hospitals obstructing payment, road blocks outside of
hospitals occupations of the hospital manager’s offices, demonstrations,
strikes, a ten-day occupation of the health ministry in Athens last February
by all doctors. This movement concluded with the largest ever
demonstration of health professionals (5000 people) that marched to the
parliament and many local protests in cities of the province by local
authorities and other social organisations protesting against the closure or
merger of hospitals in their area.

Finally, as a solidarity movement, in several cities grassroot initiatives are
operating solidarity surgeries and that provide free primary health care
and psychosocial support to uninsured persons and migrants, refugees,
raising the pressure to the system to ensure free access and where
necessary, hospital services.
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Iyi Hekimlik ve Nitelikli Saglik Hizmeti ve

Saglik Hakk Icin Cok Ses Tek Yiirek
Miicadele Kampanvasi

Feride Aksu-Tanik, Hekim, Profesér Dr., Ttirk Tabipleri Birligi Genel Sekreteri,
Ankara, Ttirkive. E posta: ferideaksub59@gmail.com

Neoliberal teori, toplumsal yararin piyasa hareketlerinin alanmin ve
stkliginin maksimize edilmesi ile artirilabilecegi gorisiine dayanir ve tim
insan eylemlerini piyasanin etki alanina sokmaya calisir (Harvey, 2007).
Son otuz wyil kapitalizmin yapisal krizlerine, bu krizlere neoliberal
politikalarin getirdigi coztimlerin yarattigi sorunlara taniklikla ve bunlara
karst mucadele ile gecti. Breton Woods ve uzantist olan Uluslararas: Para
Fonu, Diinya Bankasi ile ekibe sonradan katilan Diinya Ticaret Orgiitii;
kamusal olan ne varsa piyasalastirma yoluyla kapitalizmin yapisal krizinin
yukinl sermayeden emekgilere aktarmanin araclarini gelistirdiler. Bu
kapsamda IMF ve Dinya Bankasi arasinda imzalanan Washington
uzlasmasi, IMF 'nin yapisal uyum programlari, Diinya Ticaret Orgiitii’'niin
ozellikle GATS ve TRIPS gibi anlagsmalari yoluyla, tim hizmetlerin pazar
ekonomisine uygun bicimde yeniden dlzenlenmesi, devletin kamusal
sorumluluklarindan cekilmesi, kamusal alanin yeniden bigimlenmesi
amaciyla diizenlemeler yapildi. Devletin kendisi de bir sirkete dontistti.

Bu diizenlemelerin sonuglari diger alanlarda oldugu gibi saglik alaninda da
cok belirgin bir bigimde yasandi. Aslinda saglik hizmetini kamusal kilan
hizmet sunumunun devlet tarafindan tretim iligkileri alaninin kurallarindan
belirli diizeyde bagisik kilinarak tstlenilmesi ve bu hizmetlerin bir yurttaghk
hakki olarak sunulmasiydi (Karahanogullari, 2004). Bir bagka deyisle saglik
hizmetleri meta iliskileri diginda 6rgiitlenmis olmaliyd: (Ozugurlu, 2003).
Ancak siirec boyle gelismedi. Dinya Saglk Orgiitii tarafindan saglik
reformu adiyla sunulan program Turkiye'de saglikta doniisim adiyla
uygulamaya konuldu. Reform ile sermayenin ekonomik giicti karsisinda
emekci siniflart koruyan  diizenlemelerin, uygulamalarin tasfiyesi
hedeflenmekteydi (Boratav, 2011). Saglik alaninda bu iki bigimde
gerceklesti; bir yandan saglik hizmetlerinin sunumu piyasalastirildi, saglhk
hizmetleri kar elde etmek amaciyla ticarilestirildi. Sosyal glvenlik
kurumlarinin sagladidi erisilebilir saglik hizmetinin kapsami daraltildi ve
saglik bir yurttaslik hakki olmaktan ¢ikartildi.

Ote yandan neoliberal politikalar tiim emekgiler gibi saglik emekgilerinin
calisma yasamlarini da koklii bir degisime ugratti. Uretim iliskilerinden,
istihdam bicimlerine dek uzanan bir yelpazede saglik emekcileri zamana
vayilmus, strekKli, istikrarli bir bicimde hak kaybina ugratildilar. Emek gtici
artik kiiresel piyasalarda islem gormekteydi ve yarattigi arti degere her tirli
ozel kapitalist mulkiyet bicimiyle el koymak 6zel miilkiyet ve ticaret hakki
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adi altinda mesrulastirilmaktaydi (Cidamh, 2011).  Esnek calisma,
glivencesizlik, taseronlastirma ile emek somiirlisii belirginlesirken, saglk
emekcileri yaptiklart ise, birbirlerine wve ekibin diger Uyelerine
yabancilagtilar, adeta atomlarina parcalanarak yalnizlastilar. Emek gtictiniin
alim satimina dayanan bir toplumda zanaatin tekil parcalarina bolinmesi
bu tekil parcalart ucuzlatir (Braverman, 2008). Turkiye’de saglik emek
gliciiniin giderek yoksullagmasi da bu cercevede gergeklesti.

Sinirsiz hegemonya, isglicinin kapitaliste bireysel is akdi ile belirlenen
kosullarda satigini 6ngoriir (Boratav, 2011). Bu kapsamda insan emegi
ihalelerle satisa gikartildi. Saglik emekgileri tageron sirketler ile s¢zlesmeler
imzaladilar, gelecek gtivencelerini yitirirken giderek daha ucuza calismaya
zorlandilar. Uretim ve yeniden tiretim alanlarinin metalastigi ve tim saglik
calisanlariin igsizlik/glivencesizlikle karsi karsiya oldugu giintiimizde,
etkinlik, karlilik, verimlilik 6lgttlerine uymamanin distik lcret almak veya
istihdam sozlesmesini yenileyememek sonucunu dogurmasi, gercekte bu
uygulamanin tamamen zora dayali bir uygulama oldugu anlamina
gelmektedir  (Unlitiirk Ulutas, 2011). Nitekim hastanelerin temizlik
iscilerinden hemsirelerine dek genis bir yelpazede saglik emekgileri; uzayan
calisma saatlerine, artan is yikiine sozlesmenin yenilenmemesi tehdidiyle
razi oldular. Gerek kadrolu calisanlar gerekse sozlesmeli calisanlar
acisindan emek stirecleri giin gectikce olumsuz bir gergceveye oturdu. Saglik
kurumlarinin kadrolu calisanlarina hegemonik, tageron firma iscilerine
despotik emek rejimi uyguland: (Yicesan Ozdemir, 2008).Saglk
sektorlinde calisma yasami giderek bagimsizliktan bagimliliga, kendine
yeterlilikten tabiiyete, nitelikli ve yliksek prestijli rollerden niteliksiz rollere,
ekonomik refahtan yoksulluga dogru bir siirec izledi (Unlitiirk Ulutas,
2011).

Emek stireclerindeki s6z edilen doniisimlerden hekimler de gecikerek de
olsa cok ciddi bir pay aldilar. Piyasalasma silirecinde hekimler ilk olarak
finansal alanda denetim ve ozerkliklerini vyitirdiler. Sosyal glvenlik
kapsaminda erisilen saglik hizmetlerinin daraltilmasi, temel teminat
paketinin giderek kuctltilmesi hekimlerin klinik 6zerkliklerine yapilan
mudahale ile gerceklestirildi. Hastalik tedavi protokolleri, saglik uygulama
tebligleri, bltce uygulama talimatlari, global biitce uygulamalar ile klinik
ozerklige ciddi bir saldiri gerceklestirildi. Hekimlerin bilgi birikimleri ve
deneyimlerini, tibbin olanaklari ve hastanin gereksinimleriyle bulusturarak
uyguladiklar1 hekimlik sanati erozyona ugramaya, giderek yok olmaya
bagladi. Az sayida hekim saglik hizmeti tretim araglart miilkiyetine sahip
olarak Kkapitalistlesirken ¢ok sayida hekim de sermayenin gercek
denetimine tabi olarak proleterlesmekteydi (Unliitiirk Ulutas, 2011). Bu ic
kutuplagsma stireci hekimlerin de kendi iclerinde farklilagmalarina,
parcalanmalarina, kolektif bir bakis acisindan uzaklagsmalarina yol
acmaktaydi. Hekimler Kisisel cikarlari, sosyal haklar1 ve mesleki degerleri
arasinda sikigtirildilar. Uygulanan performansa dayali tcret rejimi ekip
dayanismasini parcalayan, hekimi hekime rakip kilan, hekimi ekibin tyesi
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olan farkli saglik emekcilerine yabancilagtiran, adeta diismanlastiran, insani
iligkileri zedeleyen bir islev gérd.

On wyillardir Tiirk Tabipleri Birligi tarafindan stirdiiriilen miicadele stirecinin
devamlihig icinde Iyi Hekimlik, Nitelikli Saglik Hizmeti ve Saglik Hakki Icin
Cok Ses Tek Yirek miicadele kampanyasi bu arka planin lizerine insa
edildi. Var olan durumun butinlikli analizi, gelecege iliskin éngortiler
lizerine nasil bir miicadele kurgulanmasi gerektigi tartisildi. Miicadelenin
temel bilesenleri demokratiklesme ve barig, saglik hakki ve 6zlik haklar
olarak belirlendi.

Oncelikle kendi icinde parcalanmus, farkl alanlarda yalnizlasmis ve birbirine
yabancilasmis hekimlerin 6znel kosullarinda sorunlarini kavrayan ve
gindeme tasiyan cok bilesenli ve asamali bir siire¢ izlendi. 44 ilde
hekimlerle toplantilar diizenlendi, hekimler bu toplantilarda sorunlarini ve
taleplerini dile getirdiler. Hekimlerin 6nemli bir bolimiinin mutsuz ve
umutsuz oldugu saptamasi yapildi.

Kampanya Turkiye Buytik Millet Meclisinde saglik biitcesinin gortisildigi
glin baslatildi. Sermayeye degil sagliga biitce ifadesi ile somutlagsan talepler
dile getirildi. Tip fakiiltelerine uygulanan ekonomik baskilar yoluyla el
konulmasi, birinci basamak saglik hizmetlerinin piyasalastiriimasi, uzmanlk
egitimi ile ilgili sorunlar, 6zel sektérde sozlesmeli calisma yasaminin
sorunlari, hekime yonelik siddetin gortntr kilinmast, ceza ve tutukevlerinde
saglik hakki ve saglik hizmetlerine erisim bu kampanyanin bilesenleri idi.

Kampanyanin kavramsal cercevesi bes temel talep tizerine oturtulmustu. Is
guvencesi, gelir glivencesi, can glivencesi, mesleki bagimsizlik ve saglk
hakki. Ik dort talep atomlarma parcalanmis hekimlerin {izerinde
uzlasacaklart olmazsa olmaz temel kavramlardi. Saglik hakk: talebi ise
hekimlerin miicadelesinin halk ile bulusmasini saglayacak kilit kavramdi.
Turk Tabipleri Birligi 65 Tabip Odasint ve 97 Uzmanlik Dernegini yaptig
toplantilarla bu mticadelenin bileseni olmaya cagirdi.

Turk Tabipleri Birligi catist altinda bu miicadele siireci ortlirken, saglik
alanindaki emek ve meslek orgtitleriyvle de birliktelik ve dayanisma
saglanmasi amaciyla toplantilar yiratildia. Yalitilmig ve hekimlerin 6zlik
haklar1 taleplerine indirgenmis bir yaklagim yerine, tageron sirketlerin
temizlik iscilerinden uzun saatler calismaya zorlanan radyoloji
teknisyenlerine, hemsirelerden sosyal hizmet uzmanlarina, laboratuvar
teknisyenlerinden dis hekimlerine, eczacilardan hekimlere dek uzanan bir
yelpazede tiim saglik calisanlarini kapsayan ve birlikte miicadele etmeye
cagiran bir yaklasim izlendi.

17 Saglik emek ve meslek orgtittintin ¢agrisiyla 13 Mart 2011°’de Ankara’da
Cok Ses Tek Yirek mitingi diizenlendi. Miting tlkemiz tarihindeki en
coskulu ve katilimli saglik ¢alisanlart mitingiydi. 30 bin saglik ¢alisani hakh
taleplerini dile getirdiler. Bu taleplerin gortilmemesi, duyulmamasi
durumunda tretimden gelen giiclerini kullanacaklarini da hep birlikte
seslendirdiler. Saglik alanindaki on emek ve meslek orgiitiiniin ¢agrisiyla
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19-20 Nisanda bir GOREV etkinligi planlandi. Ama Nisan ay1 ayni
zamanda birden cok tip fakiltesinde ozellikle asistan hekimlerin is birakma
eylemlerine tanik oldu.

Iki giinlitk GSREV etkinligi hekimlerin % 80’inden fazlasinin calistid illerde
blylk bir cogku ve katiimla gerceklesti. Acil hizmetler disinda tiim
hizmetlerin durduruldugu bu stirecte halk da saglik hizmeti talep etmeyerek
bliyk bir destek verdi.

Micadelenin stratejik hedefleri sagligin ticarilestirilmesinin,
Ozellestirilmesinin, gtivencesiz calisma bigimlerinin, emek somirisiinin
ortadan kaldirlmasidir. Stratejik hedef saghgin anayasal bir hak olmasi,
genel buitceden finanse edilerek, esitlikci, erisilebilir, nitelikli ve Ucretsiz bir
bicimde kamu tarafindan sunulmasidir. Kapitalizmin krizinin her boyutuyla
emekcilere yiklendigi bir donemde bu miicadelenin uzun soluklu olmasi ve
bu hedeflere ulasana dek stirmesi kaginilmazdir.

Anahtar kelimeler: Neoliberal Politikalar, Saghk Hakki, Guivencesiz
Calisma, Turk Tabipleri Birligi, Cok Ses Tek Ytrek
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“Many Voices-One Heart” Struggle
Campaign for Good Medicine, Good Quality
of Health Care and Health Right

Feride Aksu-Tanik, MD, Professor, Secretary General of Turkish Medical
Association, Ankara, Turkey. E-mail: ferideaksu59@gmail.com

Neoliberal theory based on the idea of the maximization of the size and the
frequency of market mobilities and tries to include all human activities in
the efficiency area of the market (Harvey, 2007). The last 30 years have
passed by witnessing the structural crisis of capitalism and the results of the
neoliberal policies which are brought as a solution to the crisis and struggle
against the neoliberal policies.

Breton Woods and the extensions such as IMF, WB and WTO;
commercialized whatever was public and created the ways to transfer the
burden of the structural crisis of capitalism from the capital to the workers.
Through the Washington Consensus between IMF and WB, the structural
adaptation programs of IMF, the GATS and TRIPS agreements of WTO all
of the services reorganized according to market economy, while the state
withdraw from public responsibilities. The state is transformed into a
corporation.

Like the other sectors the results of these changes in health sector were
evident. The facts which make health care a public service were; health
service was given by the state as a citizen’s right and out of the rules of
production relations (Karahanogullari, 2004). In other words health should
be organized out of the Meta relations (Ozugurlu, 2003). But the process
was not evolved in that way. The health reform of World Health
Organization implemented with the name of transition in health. Reform
aimed to eliminate all of the instruments and implementations which
protect the working class from the economical power of the capital
(Boratav, 2011). In the field of health it has realized in two ways; in one
hand the health services were adopted to market and commercialized. The
extent of the accessible health care provided by the social insurance system
became narrow and health was no more a citizen’s right.

On the other hand the neoliberal policies have changed the working life of
the health workers fundamentally. From production relations to modes of
employment, in a very broad spectrum health workers lost their social
rights. Health work force was treated in global market and the surplus
created by the workforce was sequestered and this is legitimated under the
right of possession and trade (Cidamli, 2011). Through flexible working,
insecurity and subcontracting the exploitation of the work force became
more evident. Health workers became strangers to each other and to their
work. In a way they have been atomized and isolated. In a society based
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on the trade of the work force the division of the craft makes the price of
each piece lower (Braverman, 2008). Impoverishment of the health work
force in Turkey took place in that framework.

Unlimited hegemony foresights of the selling of work force to capitalist with
an individual labor contract (Boratav, 2011). Within this framework human
labor sold through auctioning. Health workers signed contracts with
subcontractor firms. They were losing their security while they were forced
to work for a cheaper salary. Nowadays the fields of production and
reproduction are commercialized and health workers are faced with
unemployment and insecurity. The effectiveness, efficiency, profit making
criteria is used as a tool of control and if these criteria are not met the
contracts of health workers would not be renewed. This proves that, in fact
health workers work by force (Unliitirk Ulutas, 2011). Health workers
agreed to longer working hours, heavier workload because of the threat of
losing their work. Either permanent or contractual, for health workers the
labor processes were not constructive. Labor regime was based on
hegemony for the permanent health workers, despotic labor regime
implemented for the contractual health workers (Yiicesan Ozdemir,
2008).Work life in health sector transformed from independency to
dependency, from qualified and high prestigious roles to lesser prestigious
roles, from economic prosperity to poverty (Unliitirk Ulutas, 2011).

Although later, the physicians got a very serious share from the transition
process of the labor. Within the commercialization process they have lost
their financial control and autonomy. The accessible health care given by
the social insurance system became less through the intervention to the
clinical autonomy of the physicians. Treatment protocols, written notices of
the social insurance system about the coverage of the health package,
global budget were the assaults to the clinical autonomy of the physicians.
The art of medicine which brings the knowledge and experience of the
physician, the possibilities of medicine and the needs of the patient
together, started to disappear. While very few physicians were becoming
capitalists, many of them have gone under the control of the capital and
became proletarian (Unlitiirk Ulutas, 2011). This internal polarization
process differentiated physicians, dissolved them and they fell apart from
solidarity. Physicians are compressed between their personal benefits,
social rights and professional values. The team solidarity is broken by the
performance based payment, made the physicians rival to each other,
made the physicians stranger, even enemy to other health workers. It
destroyed human relationships in health team.

The campaign of “many voices - one heart for good medicine, good
quality of health care, health right” based on that background and the
struggle of Turkish Medical Association (TMA) which has been carried out
since decades. A holistic analysis of the actual conditions and foresight of
the future have been made and the main components of the struggle were
defined as democratization and peace, health right and personnel rights.
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Physicians were fragmented, isolated and became strangers to each other.
For that reason the struggle campaign based on different components and
stages in order to understand, comprehend the subjective needs of the
physicians and to put them on the agenda. Meetings organized in 44 cities,
in which physicians discussed their problems. Majority of the physicians
were unhappy and hopeless.

Campaign started at the date that the National Assembly was discussing
the health budget. Budget for health not for the capital was the statement.
The components of the campaign were: the economical constraint on
medical faculties, commercialization of primary care, the problems of
specialization training, problems of contractual working in private sector,
violence against health workers, the health right in prisons.

The conceptual framework of the campaign based on five demands: Job
security, income security, protection from violence against health workers,
professional autonomy, health right. The first four demands were the basic
concepts that the fragmented physicians would agree on. Health right
demand was the key word to bring the health workers and the people
together. TMA made a call to 65 Chambers of Medicine and 97 Specialty
Associations in order to become a part of this struggle.

While this struggle was building up in TMA, several meetings with the other
health workers’ unions and associations in order to improve unity and
solidarity. Instead of a reduced to the demands of the physicians approach,
the campaign invited all of the health workers including the cleaning
workers, nurses, dentists, pharmacists, laboratory technicians, social
workers to struggle together.

17 trade unions and Professional associations of health workers made an
invitation for a mass meeting on 13th of March in Ankara. Many Voices —
One Heart mass meeting was the most enthusiastic and participative health
workers meeting. 30 thousand health workers declared their demands. If
their demands would not see, would not hear by the authorities, they
declared that they will use their productive power. The invitation of the
general strike of the health workers made by ten unions and associations
and planned for 19-20th of April. At the same time there were many
regional strikes especially made by the research assistants.

The two days strikes have taken place in the cities where the 80% of the
physicians were working. Except the emergencies health care is not given
and the people supported the strike by not admitting the hospitals.

The strategic goals of the struggle are eliminating the commercialization,
privatization of health care and the insecure modes of employment and the
exploitation of labor. The strategic goals of the struggle are to make sure
that health is a constitutional right and health care should be financed by
the general taxes and should be provided by public sector. Health care
should be equal, accessible, good quality and free. The burden of the crisis
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of capitalism is put on the shoulders of the workers. The struggle should be
continued till the goals have been reached.

Keywords: Neoliberal Policies, Health Rigth, Insecure Modes of Work,
Turkish Medical Association, Many Voices One Heart
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Uluslararas:1 Kar Etme Barbarlhigini
Defetmek Icin Uluslararas: Bir Harekete
ihtiyag Var: Halkin Saghg1 Hareketi Bakis
Acisi

Alexis Benos, Hekim, Profesér Dr., Hijyen ve Sosyal Tip Laboratuvart. Selanik
Aristotle Universitesi. Yunanistan. Saghk Hizmetlerinin Ozellestiriimesi Yunanistan
Goézlemevi E-posta: benos@med.auth.agr

Neoliberal ideoloji, iz birakan bir etkiye sahip kar amagli politikalarini
diinyanin her yerinde dayatmaktadir.

Yapisal uyum politikalari, asir1 tutucu bir tutarhilikla uluslararasi 6lcekte
kopyalanip uygulanmaktadir. Maliyet kontrolQ, tasarruf, kamu sektorinin
yok edilmesi ve Ozellestirmeler, dayatilan politikalarin tim tlkelerdeki ana
ozellikleridir.

Kiiresel saglik politikalarindan sorumlu uluslararasi organlarin yapilar ve
politikalari, bliyiik sermayenin, 6zellikle cokuluslu buyik ilag sirketlerinin
egemenligindedir.

Dustk ve orta gelirli tilkeler, uluslararasi karar organlari tarafindan yikima
surtiklenmekte ve gormezden gelinmektedir. Beyin goct, iyi egitimli meslek
sahiplerini gelismekte olan yoksul tlkeler tarafindan karsilanan egitim
giderlerinden kacinan varlikh tlkelerde calistirmayi saglayan 6nemli bir
mekanizma haline gelmektedir. Dolayisiyla, piyasa giiclerinin, toplumu yeni
bir barbarlik cagina strikleyen bir uluslararasi esglidimle karlarin
arttirdiklar1 goriilmektedir.

Barbarliga giden bu yolu kesmenin tek yontemi, yerel, ulusal ve
uluslararasi politikalarin olusturmasinda en énemli 6éncelikler olarak adalet
ve surdirtlebilir gelisimin yaninda sagligi destekleyen uluslararasi bir
hareketin olusturulmasidur.

Sagh@ sosyal bir hak olarak savunan, halkin etkin katiliminin oldugu bir
hareket. Bu, saglik icin verilen savasimin yalnizca saglik meslek orgtitlerinin
sorunu olmadigina, uluslararasi hareketin politik glindeminde de bir
oncelik olusturmasi gerektigine isaret eden 6nemli ve stratejik bir 6zelliktir.

Bu, Aralik 2000’de Banglades, Savar'da yapilan birinci Halkin Saghgi
Asamblesi'nden sonra tim dinyada etkinliklerini stirdiiren Halkin Sagligt
Hareketi'nin (HSH) bakis acisidir.

HSH, “esitsizlik, yoksulluk, sémiirti, siddet ve adaletsizligi, 6nlenebilir saglik
sorunlarinin temel nedeni olarak tanimlamaktadir” ve bu nedenle, sagligin
sosyal belirleyicilerine iliskin eylemlerine 6énem vermektedir. HSH, saghk
politikalar1 gibi, Alma Ata vizyonunun yeniden canlandirilmasi ve Birinci
Basamak Saglik Hizmeti odakl, halkin saglik gereksinimlerine yanit veren,
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kamunun demokratik denetimindeki saglik hizmetlerinin uygulanmasi icin
savagim vermektedir.

Gliniimiizde, kar etme cabalarinin acimasiz saldirilari daha da siddetli ve
baskici olmaya baslamigsken, bu politik ve ekonomik sistemi ve onun
degerlerini ve ideolojisini yok etmeyi amaclayan uluslararasi bir hareket de,
6nemli bir zorunluluk haline gelmektedir. Giiney Afrika, Cape Town’da
gerceklestirilecek Uctincii Halkin Saghg Hareketi Asamblesi'ne giden yol,
bu bakis acis1 dogrultusunda énemli bir adim olabilir.

Kaynakca:

1. http://www.phmovement.org/sites/www.phmovement.org/files/PHA3Broch
ure.pdf
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International Profit Making Barbarism
Needs an International Movement to
Overthrow It: The People's Health
Movement Perspective

Alexis Benos, Professor, Laboratory of Hygiene and Social Medicine. Aristotle
University of Thessaloniki. Greece. Greek Observatory on the Privatization of
Health Care. E-mail: benos@med.auth.ar

The neoliberal ideology is imposing its profit targeting policies with an
impressioning efficiency all over the world.

The policies of structural adjustment are copied and implemented
internationally with a fundamentalist consistency. In all countries cost
containment, austerity, dismantlement of the public sector, privatizations
are the main characteristics of the imposed policies.

The structures and policies of the international bodies responsible for the
global health policies are dominated by the big capital and especially by
large transnational pharmaceutical corporations.

The low and middle income countries are devastated and ignored by the
international decision bodies. Brain drain is becoming an important
mechanism to recruit well trained professionals in the wealthy countries
avoiding the training expenses that are covered by the poor developing
countries. It seems therefore that the market forces are promoting their
profits with an international coordination that is driving human society to a
new era of barbarism.

The only way to stop this route to the barbarism is the development of an
international movement promoting health along with equity and
sustainable development as top priorities in local, national and
international policymaking.

A movement with the active involvement of the population defending
health as a social right. This is a crucial and strategic characteristic that
implies that the struggle for health is not only an issue of the health
professional organizations but has to become a priority on the political
agenda of the international movement.

This is the vision of People’s Health Movement which is expending its
activity all over the world after its first People’s Health Assembly held in
Savar,Bangladesh in December 2000.

PHM “identifies inequality, poverty, exploitation, violence and injustice as
the roots of preventable ill-health” and is therefore stressing its activities in
the social determinants of health. As for health policies PHM is struggling
for the revitalization of the Alma Ata vision and the implementation of
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Primary Health Care centred, public and democratically controlled health
services responding to the health care needs of the population.

Nowadays, as the ruthless offensive of the profit making interests is getting
even more aggressive and oppressive, the need of an international
movement aiming to overthrow this political and economic system and its
values and ideology, is becoming a crucial necessity. The way to the Third
Pe3ople’s Health Assembly to be held in Cape Town, South Africa on July
2012 could be an important step towards this perspective.
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Tip, Halk Sagha: ve Bir imparatorhgéun
Sonu mu? Alternatif bir Gelecegin Insasi

Howard Waitzkin, Hekim, PhD., New Mexico Universitesi. Albuquerque, New
Mexico, ABD. E-posta: waitzkin@unm.edu

Rebeca Jasso-Aguilar, MA. New Mexico Universitesi. Albuquerque, New Mexico,
ABD.

Arka plan: Halk sagh@ ve saglik hizmetleri, imparatorlugun ytikselisi ve
ardindan gelen ¢okiist sirasinda 6nemli rol oynamistir.

Amac: Bu rolleri elestirel olarak aciklamak ve yorumlamak.

Yontemler: Tarihsel ve cagdas kaynaklarin elestirel olarak incelenmesi;
imparatorluga kars: savasimlara ve daha ilerici alternatiflere iliskin katilimci
gozlemleri.

Bulgular: Tarihsel ve cagdas imparatorlugun temel bir 6zelligi, az gelismis
lilkelerden ekonomik olarak egemen olan tilkelere akan ham madde ve
insan sermayesinin Oziitlenmesini kapsar. Az gelismis tlkelerde "saghgin
azgelismigligi", dogal ve insani kaynaklarin bu bigimde tiikenisinin
kacinlmaz sonucudur. Imparatorluk araciligla, sirketler ayni zamanda
ucuz isgtct aramuslardir. Iscilerin verimliligi, ABD’de biiyiiyen endiistrilerle
yakin baglar olan hayirseverlerler tarafindan yurtdisindan desteklenen halk
saghg! programlarinin énemli bir hedefi haline gelmistir. Imparatorlugun bir
diger zorlamasi, tibbi irtinler de dahil olmak tizere, egemen {ilkelerde
Uretilen ve daha az gelismis (lkelere satilan trlinler icin yeni pazarlar
varatiimasiyla konusunda olmustur. Imparatorluk, uluslararas: sinif
iligkilerini pekistirmis ve tip da bu olguya katkida bulunmustur. Resmi
somuirgeciligin gerilemesinden sonra bile, imparatorluk yapisi, baz1 askeri
fetih yontemlerini gerceklestirmek tizere bircok kez ekonomik egemenligin
Otesine uzanmus; ivicil 6zelliklerine karsin, tip da bu tlr askeri ¢cabalara katki
saglamustir.

Imparatorluk, halk saghg ve saglik hizmetleri arasindaki iliskiler, Kkilit
onemdeki bazi araci kuruluslar kanalyla yuritilmistir. Imparatorlugun
yikselisi sirasinda, hayir  kuruluglari , blylyen kapitalist isletmelerin
karsilagti@r  gesitli sorunlarin  (isgici  verimliligi, yatrmecilarin  ve
yoneticilerinin glivenligi ve bakim maliyetleri) Ustesinden halk sagligi
girisimleri araciigiyla gelmeye calismistir. Uluslararast finans kuruluslar ve
ticaret anlasmalari, sonunda, baglangictaki yalin durumlarindan, halk
sagh@i ve dinya genelinde saglik hizmetleri tizerinde derin etkileri olacak
dev bir ticari kurallar yapisina dontismustir. Uluslararast saglk orgtitleri,
ticareti korumaya calisan kurumlarla strekli bir isbirligi ortaya
koymuslardir.

21. ylzyilda kosullar degismis, imparatorlugun olmadigi bir diinya vizyonu
hayal edilebilir gelecegin bir pargasi haline gelmistir. Diinya genelinde neo-
liberalizm ve ozellestirmeye karsi cesitli savagimlar, halk seferberliginin
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meydan okuyusunu gostermektedir. Bu savasimlarin yani sira, bircok
ilkedeki gruplar, alternatif halk sagligi ve saglik hizmeti modelleri olusturma
yontinde harekete gecmiglerdir. Cinki imparatorluk, en azindan bizim
bildigimiz kadariyla son bulmus, -6zellikle Latin Amerika'da- bu cabalar,
kapitalizm ve imparatorluk tarafindan beslenen tarihsel kaliplarin 6tesine
gecmigtir.

Son on yilda arastirmacilar ve eylemciler olarak icinde yer aldigimiz cesitli
halk mucadeleleri ¢oziimlemekteyiz. Bu miicadeleler, Meksika, Venezuela,
Uruguay ve Brezilya'da kamu saglik hizmetlerinin gelistirilmesi yontindeki
cabalarin yani sira, El Salvador'da saglik hizmetlerinin 6zellestirilmesine ve
Bolivya'da su kaynaklarinin 6zellestirilmesine karsi direnisi kapsamaktadir.
Bu tir senaryolar, imparatorluk ve saglik arasindaki tarihsel iliskinin
resminden cok farkli bir resmi, imparatorlugun halk sagligi politikalarina
karst diinya halklarinin azalan hosgortstinti ve karliliktan cok dayanigsmaya
dayanan halk sagh@ sistemlerine yénelik buiyliyen bir talebi gosteren bir
resmi yansitmaktadir.

Halk saglhg ve tip alanindaki emperyal politikalara karsi stirdirilen
direnisin patlak verdigi ilk o6rneklerden biri, 19901arin sonunda El
Salvador'da gerceklesmistir. Bu micadele, o tarihte El Salvador'da
iktidarda olan sagci siyasi parti ile isbirligi icinde Diinya Bankasi (DB)
tarafindan baglatilan  6zellestirme politikalarina  odaklanmigtir.  El
Salvador'da saglik hizmetlerinin ve kamu saglik sisteminin ¢zellestirilmesine
karst direnme c¢abalari, Latin Amerika'nin bagka yerlerindeki benzer
toplumsal hareketlere bir model olarak ortaya gikmustir. El Salvador 6rnegi,
ayni zamanda, 21. ylzyillin baglarinda diinya genelinde birgok tilkede
ortaya ctkacak olan, emperyal politikalarin stirekli bir direnigle karsilasmasi
gibi benzer stirecleri de agiklamaktadir.

Temiz su kaynaklarinin ulasilabilirligi, tim diinyada temel bir halk sagligi
hedefi olarak ortaya cikmistir. Bununla birlikte, kirlenmis su kaynaklari
enfeksiydz ve gevresel hastalik salginlar yaratmig, 6zellikle bu tir salginlar
kurumsal finansal yatirimlar tehdit ettiginde hayir kurumlari ve uluslararasi
saglk orgutleri halk saghd kampanyalarina yénelmislerdir. Ote yandan,
niyetleri arasinda suyun 6zel bir meta olarak satisi da bulunan buyuk
sirketlerin kamuya ait su kaynaklarinin 6zellestirilmesi arayisina girmesinde
oldugu gibi, diinyanin azalan temiz su kaynaklari sirketlerin kar1 agisindan
yeni bir kar alani olarak ortaya ¢ikmistir. Bu baglamda, Bolivya'da suyun
Ozellestirilmesine karsi gerceklestirilen uzun doénemli direnis, daha o6nce
marjinallestirilmis halkin, 6énemli bir halk saghg kaynagini metalastirmak
isteyen glcli kurumsal baskilara karsi bir miicadeleyi kazanabilecek
bicimde nasil 6rgtitlenebilecegini gostermektedir.

Mexico City Federal Bolgesi'nde, ilerici bir yonetimin secilmesiyle baglantili
olan ve Latin Amerika sosyal tibbindan etkilenen yeni cesur saglk
politikalari, olasi alternatif bir bakis acisinin, genel sosyopolitik degisim
kosullarinda neleri basarabilecegini yansitmaktadir. Mexico City yonetimi
tarafindan halk sagligini ve tibbi hizmetleri iyilestirmeye yonelik iki 6nemli
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program basglatilmustir. [k olarak, Gida Destegi ve Yaslilar icin Ucretsiz Ilac
Programi, yaghlarin timiine yeni bir toplumsal hak saglayan bir toplumsal
kurum olusturmustur. Ikinci girisim olan Ucretsiz Saglik Hizmeti ve lac
Programi, Mexico City'de yasayan ve daha 6nce sigortalari bulunmayan
kisileri kamu sigortasi kapsamini almistir. Mexico City hiikiimetinin,
yonetimin savurganligina ve vyolsuzluGa son verme Kkararlihi@, bu
programlarin finansmani olanakl kilmugtir.

Imparatorluk ve neoliberalizmin tarihsel varsayimlarmi kabul etmeyen
alternatif bakis ve politikalarin ortaya cikist dinya genelinde
gerceklesmistir. Pek c¢ok ornek arasinda Venezuela, Uruguay ve
Brezilya'daki son olaylar, halk saglhid: ve tibba yeni yaklasimlarin ¢ok yonli
betimlemesini yansitmaktadir. 21. ylzyilin baglarinda bu tir gabalarin
artarak gerceklesmesi, imparatorluk, tip ve halk sagligi arasindaki tarihsel
baglarin ¢cozilmis oldugunu ve ortaya c¢ikan bu yoriingenin tersine
cevrilmesinin gtic olacagini agik bir bicimde anlatmaktadir.

ABD’de bir ulusal saglik programi olusturmaya yonelik birgok girisimin
sonuncusu, Baskan Barack Obama'nin, son derece tartigmali Hastalar
Koruma ve Karsilanabilir Saglik Hizmeti Yasasi (PPACA)'nin Mart 2010'da
yasalagsmasi ile sonuclanan cabalarini icermekteydi. PPACA, sasirtict
olmayan bir bicimde, sigortasiz ve dustik sigortali kKisilerin tedavilerinin
karsihigi olan 6nemli 6lctide arttirilmis kamu 6demeleri yoluyla 6zel sigorta
endUstrisinin ~ korunmasi ve gu¢lendirilmesini  ongoérmustir.  Tek
yukimlinin bulundugu yaklasimla PPACA arasindaki karsitlik, diinya
genelinde gorilen kamu sektorii ile piyasa temelli reform Onerileri
arasindaki karsithga benzemektedir.

Amerika Birlesik Devletlerinde siyaset ve ekonomi elitleri, 6zel saglik
sigortast, ilac ve tibbi aygit satan ¢okuluslu sirketler icin yatirim firsatlarini
ve karlihigi arttrmanin bir yolu olarak piyasa temelli reformu
desteklemislerdir. Bu sirketlerin ve DB gibi uluslararasi finans kuruluslarinin
liderliginde savunuldugu gibi, bu piyasa temelli 6nerilerle, 6zel sektoriin
kurumsal biiyiimesine mali destek saglamak icin kamu sektorti kaynaklari,
cogunlukla hedef tlkelerdeki sosyal glivenlik sistemleri kullanilmak
istenmigtir. Clunki, PPACA c¢ok bulylk bir olasilikla evrensel erisim ve
maliyet denetimi hedeflerini gerceklestirmede basarisiz olacak, tek ytkimli
ilkesine dayanan bir kamu sektorli ulusal saglik programi olusturmaya
yonelik diizenlemeler slirecektir.

Sonuclar: Burada lzerinde durulan micadeleler, halk sagliginin bazi
temel ilkelerini dogrulamaktadir: Saglik hakki, suya ve giivenli bir gevrenin
diger bilesenlerine iliskin hak, esitsizlik ve hastalik ve erken oOlimin
toplumsal belirleyicileri gibi hastalik yaratan kosullarin azaltilmasi. Ornek
vermek gerekirse, devlet tarafindan saglanan saglik hizmetlerine ve temiz su
kaynaklarina uygun maliyetlerle erisim, diinya genelindeki eylemlerin odagi
haline gelmistir.

Bu tir miicadeleler, tabanda orgltlenme ve topluluklarin seslerinin
duyulmasi ve politika belirlemede dikkate alinmasi hakki ilkesini bir kez
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daha dogrulamaktadir. Bu eylemler vatandaghga iligskin sayginlik anlayisini
gelistirir. Neoliberalizme ve 06zellestirmeye alternatif arayisinda olan
eylemler, farkli topluluklarin katilimini, dayanismanin vurgulanmasini ve
geleneksel politik yontemlere karst cikisi 6zendirir. Bu tir toplumsal
hareketler yoluyla, devlet ve sivil toplum dontstirken, neoliberalizme karsi
micadele wverilir. Bu halk s miicadeleleri ve orgttli direnis, kiiresel
kapitalizmin ve imparatorlugun sémitirlici uygulamalarina tepkidir, ama
ayni zamanda bu uygulamalarin o6tesine gecer. Sivil toplum tarafindan
gerceklestirilen kitle seferberligi, imparatorlugu besleyen belirli anlayiglarin
acikliga kavustugu ve kabul edilemez hale geldigi karsi-egemen alanlar
acar.

Buradaki gticlik, bu karsi-egemen alanlari daha kapsamli toplumsal
degisim yoniinde genisletebilecek eylem stratejileri gelistirmektir. Toplumsal
hareketlerin acikladi@imiz bir amaci, yalnizca kazanmak degil, ayni
zamanda toplumsal tartismayr 6zendirmek ve siyasal biling diizeyini
yukseltmektir. Bu yeni biling, imparatorlugun kacinilmazhigini reddeder ve
ayni zamanda, metalagtirma ve karlilik yerine adalet ilkeleri etrafinda insa
edilmis bir tip ve halk saghd vizyonunu da besler. Imparatorluk cag
kapanirken, sagligimiza kavusmak icin baska hicbir yontem en temel
isteklerimizi yerine getirmeyecektir.

Anahtar kelimeler: Imparatorluk, hayr kuruluslar, uluslararas: finans
kuruluglari, ticaret anlagmalari, uluslararasi saglik 6rgutleri, halk seferberligi,
saglik hizmetlerinin 6zellestirilmesi, suya erisim, Latin Amerika sosyal tibbi,
ulusal saglik programi, El Salvador, Bolivya, Meksika, Venezuela, Uruguay,
Brezilya, Amerika Birlesik Devletleri.
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Medicine, Public Health, and the End of
Empire? Building an Alternative Future

Howard Waitzkin, MD, PhD., E-mail: waitzkin@unm.edu
Rebeca Jasso-Aguilar, MA. University of New Mexico. Albuquerque, New Mexico,
USA.

Background: Public health and health services have played important
roles during the rise of empire and during its subsequent decline.

Aim: To clarify and interpret critically these roles.

Methods: Critical review of historical and contemporary literature;
participant observations in struggles against empire and for more
progressive alternatives.

Results: One basic feature of historical and contemporary empire involves
the extraction of raw materials and human capital, which have moved from
less developed nations to economically dominant countries.
“Underdevelopment of health" in the less developed countries follows
inevitably from this depletion of natural and human resources. Through
empire, corporations also have sought a cheap labor force. Workers’
efficiency became one important goal of public health programs sponsored
abroad by philanthropists closely tied to expanding industries in the United
States. Another thrust of empire has involved the creation of new markets
for products, including medical products, manufactured in dominant
nations and sold in less developed countries. Empire has reinforced
international class relations, and medicine has contributed to this
phenomenon.

Even after the decline of formal colonialism, empire building frequently has
gone beyond economic domination to encompass some forms of military
conquest; despite its benign profile, medicine has contributed to such
military efforts.

The connections among empire, public health, and health services have
operated through several key mediating institutions. During the rise of
empire, philanthropic organizations sought to address through public
health initiatives several challenges faced by expanding capitalist
enterprises: labor productivity, safety for investors and managers, and the
costs of care. From modest origins, international financial institutions and
trade agreements eventually morphed into a massive structure of trade
rules that would exert profound effects on public health and health services
worldwide.International health organizations manifested an ongoing
collaboration with institutions that sought to protect commerce and trade.

Conditions during the 21st century have changed to such an extent that a
vision of a world without empire has become part of an imaginable
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future. Throughout the world, diverse struggles against neoliberalism and
privatization illustrate the challenges of popular mobilization. In addition to
these struggles against, groups in several countries have moved to create
alternative models of public health and health services. Because empire, at
least as we have known it, has ended, these efforts -- especially in Latin
America -- have moved beyond the historical patterns fostered by
capitalism and empire.

We analyze several popular struggles in which we have been involved
during the past decade as researchers and activists. These struggles include
resistance against the privatization of health services in El Salvador and
against the privatization of water supplies in Bolivia, as well as efforts to
expand public-sector health services in Mexico, Venezuela, Uruguay, and
Brazil. Such scenarios convey a picture very different from that of the
historical relation between empire and health - a picture that shows a
diminishing tolerance among the world’s peoples for the public health
policies of empire and a growing demand for public health systems
grounded in solidarity rather than profitability.

One of the first outbreaks of sustained resistance to imperial policies in
public health and medicine took place during the late 1990s in El Salvador.
This struggle focused on privatization policies initiated by the World Bank,
in collaboration with a right-wing political party that ruled El Salvador at
that time. Efforts to resist privatization of health services and the public
health system in El Salvador emerged as a model for analogous social
movements elsewhere in Latin America. The example of El Salvador also
illustrated similar processes that were to occur in many other countries
throughout the world during the early 21% century, as imperial policies met
with sustained resistance.

Availability of clean water supplies has emerged as a fundamental goal of
public health throughout the world. On the one hand, contaminated water
supplies have generated epidemics of infectious and environmental
diseases, which philanthropic foundations and international health
organizations have targeted in public health campaigns - especially when
such epidemics have threatened corporate financial ventures. On the other
hand, the world’s declining supplies of fresh water have emerged as a new
frontier for corporate profit, as major corporations whose intent involves
selling water as a private commodity have sought to privatize public water
sources. In this context, the long-term resistance against privatization of
water in Bolivia shows how a previously marginalized population can
organize to win a struggle against powerful corporate forces that seek to
commodify a critical public health resource.

Bold new health policies, linked to the election of a progressive
government in the Federal District of Mexico City and influenced by Latin
American social medicine, illustrate what an alternative vision of the
possible can accomplish under conditions of broad sociopolitical change.
Two major programs initiated by the Mexico City government aimed to
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improve public health and medical services. First, the Program of Food
Support and Free Drugs for Senior Citizens, created a social institution that
granted all senior citizens a new social right. A second initiative, the
Program of Free Health Care and Drugs, brought public insurance
coverage to previously uninsured residents of Mexico City. Financing these
programs proved possible due to the Mexico City government's
commitment to curb administrative waste and corruption.

The emergence of alternative visions and policies that do not accept the
historical assumptions of empire and neoliberalism has occurred
worldwide. Among many examples, recent events in Venezuela, Uruguay,
and Brazil provide a multifaceted picture of new approaches to public
health and medicine. The cumulative experience of such efforts during the
early 21* century clarify that the historical linkages among empire,
medicine, and pubic health have dissolved and that this emerging
trajectory will prove difficult to reverse.

In the United States, the latest of many attempts to achieve a national
health program involved President Barack Obama’s efforts, which resulted
during March 2010 in the passage of the highly contested Patient
Protection and Affordable Care Act (PPACA). Unsurprisingly, PPACA
called for the preservation and strengthening of the private insurance
industry through vastly increased public payments to the industry for the
care of uninsured and underinsured people. The contrast between a single
payer approach versus PPACA resembles the contrast between public
sector versus market based reform proposals that occurred worldwide.

Political and economic elites in the United States supported market based
reform as a route to enhance investment opportunities and profitability for
multinational corporations selling private health insurance, medications,
and equipment. As advocated by the leadership of those corporations and
international financial institutions such as the World Bank, these market
based proposals sought to use public sector funds, usually in the target
countries’ social security systems, to subsidize private sector corporate
expansion. Because PPACA very likely will fail to achieve its purposes of
universal access and cost control, organizing to achieve a public sector
national health program based on single payer principles will continue.

Conclusions: The struggles considered here confirm certain core
principles of public health: the right to health care, the right to water and
other components of a safe environment, and the reduction of illness-
generating conditions such as inequality and related social determinants of
ill health and early death. Affordable access to health care and clean water
supplies provided by the state, for instance, has become the focus of
activism throughout the world.

Such struggles reaffirm the principle of the right to organize at the grass
roots and to have communities’ voices heard and counted in policy
decisions. This activism fosters a sense of dignity associated with
citizenship. Activism that seeks alternatives to neoliberalism and
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privatization encourages participation by diverse populations, an emphasis
on solidarity, and a rejection of traditional political forms. Such social
movements struggle against neoliberalism, as the state and civil society
transform. These popular struggles and organized resistance respond to the
exploitative practices of global capitalism and empire but also move
beyond such practices. Mass mobilization by civil society opens counter-
hegemonic spaces, in which the given wisdoms that foster empire become
demystified and unacceptable.

The challenge is to develop strategies for activism that can extend these
counter-hegemonic spaces to broader social change. A goal of the social
movements that we have described is not simply to win but also to
encourage public debate and to raise the level of political consciousness.
This new consciousness rejects the inevitability of empire and also fosters a
vision of medicine and public health constructed around principles of
justice rather than commodification and profitability. As the era of empire
passes, no other path will fulfill our most fundamental aspirations for
healing.

Keywords: Empire, philanthropic organizations, international financial
institutions, trade agreements, international health organizations, popular
mobilization, privatization of health services, access to water, Latin
American social medicine, national health program, El Salvador, Bolivia,
Mexico, Venezuela, Uruguay, Brazil, United States.
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Tiirkiye’de Saglik Reformlarinin Kadin
Saghg Uzerine Etkileri

Nilay Etiler, Doc., Dr., Kocaeli Universitesi Tip Fakiiltesi Halk Saghg Anabilim
Dali. Kocaeli, Tiirkive. E-posta: nilayetiler@gmail.com

1990’larin bagindan beri glindemde olan neoliberal saglik reformlari, 2003
yilinda yiritilmeye baslanan Saglikta Dénlisim Programi (SDP)’yla yeni
bir déneme girmistir. Gerek SDP ile gerekse diger dinamiklerin etkisiyle
ortaya c¢ikan  manzaranin = Ozeti  saghgin  Ozellestirilmesi  ve
pivasalastirilmasidir. Bu dénemde saglik hizmetlerinin hem o6rgititlenmesi
hem de finansmaninda biyik bir degisimler yasanmistir. Saglk sistemi,
toplumun zamanla degisen gereksinimlerini karsilamaktan cok kiiresel
kapitalizme uyum amacwyla yeniden dizenlenmistir. Sonug¢ olarak
toplumun gereksinimleri ile saglik hizmetinin topluma sunduklar1 arasinda
o6nemli bir a¢i olusmustur. Ortaya cikan bu bosluk, toplumun saglik
acisindan riskli sayillan alt gruplarinda daha wyikici olarak kendini
gostermektedir. Bunlar yoksullar, cocuklar, kadinlar, yagllar, go¢cmenler vb.
risk gruplaridir. Bu galismada neoliberal saglik reformlarinin kadin saghgi
lizerine etkilerini saptamayi1 amaglamaktadir.

Kadinlar, gerek dogurganlik oOzellikleri gerekse toplumsal cinsiyet olgusu
nedeniyle saglik hizmetlerinde 6ncelikli olarak ele alinmasi gereken bir risk
grubudur. Saglik hizmetleri ise toplumsal cinsiyet esitsizliginin sonuclarini
hafifleten bir isleve sahiptir. Kadin saghg hizmetlerinin agirlikh olarak
koruyucu saglik hizmetleri olmasi, bu hizmetlerin entegre bir bigimde
sunulmasini, ayrica her kadina ulaglabilir olarak 6rgltlenmesini
gerektirmektedir.

Turkiye’de 1961 wyilinda kabul edilen 224 sayihi Saglik Hizmetlerinin
Sosyallestirilmesi  Hakkindaki Kanun’'un ardindan kurulan saglk
ocaklarinda, “dar bolgede genis kapsamli hizmet” olarak ¢zetlenebilecek
entegre saglik hizmeti sunumu yaklagimi benimsenmistir. Buna paralel
olarak saglik ocaklari kendi bolgelerinde hem kisiye hem de cevreye
yonelik saglik hizmetlerinden sorumlu kilinmigtir. Saglik ocaklarinda
oncelikli hizmetler arasinda olan ana-gocuk saghg hizmetleri, sigortali olsun
olmasin tim cocuk ve kadinlara sunulmakta ve saglik kurulusuna
bagvurmalart  beklenmeksizin  ebelerin  yaptigi ev ziyaretleri ile
yurttilmekteydi.
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Bugtine kadar kadin sagh@ina en fazla katki saglamig kuruluslar olan saglik
ocaklar1 “reform” silirecinde yerini, ayakta hasta tedavisi ve kisiye yonelik
koruyucu hizmetlerden sorumlu olan aile saghg merkezlerine birakmistir.
Ayrica hizmetten yararlanma konusunda kadinin kendisine sorumluluk
yukleyen bir yaklasim hakim olmustur. Ev ziyaretlerinin yapilmamasi
sonucunda, hizmetten yararlanma sadece saglik kurulusuna bagvuru
halinde s6z konusudur.

Kadinin dogurganli@i tizerinde Kkontrolinii saglayan gebeligi o6nleyici
yontem kullanima bakildiginda egitime, Kkirsal-kentsel yerlesime gore
farklilik gosterdigi goriilmektedir. Etkinligi oldukca diistik olan geleneksel
yontemler yillar icinde degismemistir. Ozellikle saghk hizmetlerinin yetersiz
oldugu doguda kadinlarin istedikleri ve sahip olduklari cocuk sayilari
arasinda dikkat cekici bir farklilik vardir. Kontraseptif malzeme aliminin
2004’ten sonra illerde yerel diizeyde yapilmasiyla, yerel yoneticilerin
konuya olan ilgisizlikleri ylizinden bazi illerde sorunlar yasandigi
gorilmektedir.

Ev ziyaretlerinin yapilmamasinin diger bir yonu, Turkiye’de oldukca yaygin
olan aile ici siddet durumlarinda ebelerin kadinlara sagladigi sosyal
destegin de ortadan kalkmasi anlamina gelmektedir. Bilindigi gibi son
yillarda kadina yonelen siddet sonucu meydana gelen kadin oliimlerinin
sayisi giderek artmaktadir.

Saglk Bakanligi tarafindan sunulan hizmetlerin yetersiz kalmasi zaman
icinde bu boslugun sivil toplum kuruluglan tarafindan doldurulmasiyla
sonuclanmustir. Ozellikle ana-cocuk saghg sorunlarmi giindeme alan bu
sivil toplum 6rgiitlerinin sorunlara yaklasimi hastaliga/duruma 6zel projeler
seklinde olmaktadir (aile planlamasi projeleri vb).Saglik hizmetlerinin
Ozellestirmesiyle ortaya cikan diger bir sorun da tim dogumlarin yarisindan
fazlasinin sezaryen dogumlari olmasidir. Diger yandan sayilari giderek
azalsa da evde dogumlar saglik personeli yardimi olmadan yapilmaya
devam etmektedir.

Sonug olarak saglik hizmetlerinde yasanan dontsimde kadinlara yonelik
hizmetler olumsuz olarak etkilenmektedir. Sagliktaki bu piyasaci
donlsimin tamamlanmasi sonrasinda yasanacaklarin ise daha yikici
olacagi simdiden goriilmektedir.

Anahtar kelimeler: Kadin sagligi, saglik reformlar, &zellestirme,
toplumsal cinsiyet, Turkiye.
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The Effects of Health Care Reforms on
Women’s Health in Turkey

Nilay Etiler, MD, Associate Professor, Kocaeli University Medical Faculty, Public
Health Department. Kocaeli, Turkey. E-mail: nilayetiler@gmail.com

Neoliberal health care reform has been taking place in Turkey since the
early 1990s. A new era began in 2003 after the introduction of the Health
Transition Programme (HTP). This transformation involves privatisation
and commercialisation, both of which have occurred as a result of HTP
and other market dynamics. Thus, many changes have been observed at
the organisational level and in financing health care. The system has been
rearranged to adapt to global capitalism instead of reformation according
to the needs of the population, which have been changing over time. As a
consequence, a big gap occurs between the needs of the population and
health care delivery. That gap has some detrimental effects especially for
risk groups in the population such as the poor, children, women,
immigrants, etc. This paper’s objective is to determine the outcomes of
neoliberal health reforms on women health.

Women are one of the risk groups with priority in health care. They require
special consideration not only because of their fertility role but also their
gender roles in society. Health care has a diminishing function on the
outcomes of gender inequality. Health services must be presented as
integrated and be accessible to woman since health services for women are
mostly preventive.

Historically, the primary health care units (PHCU) implemented after the
socialization law in 1961 have adopted an integrated approach
summarized as “all services in a small area”. Maternal and child health
services were a priority and the PHCUs were responsible for both
individual and environmental prevention in own region. The PHCUs
covered everyone without asking for insurance coverage and took care of
women and children during home visits by the regions’ midwives. But in
this transformation period, the PHCUs have been replaced with family
health units that are responsible for both outpatient curative care and
individual preventive measures (vaccination, screening, etc.) without being
integrated. Furthermore, an approach whereby the woman takes
responsibility for her own health is now prevalent. Primary health care
must now be paid for by users, therefore the new system is expected to be
under utilized.

Birth control methods, which allow women to control fertility, have differed
according to education and urban/rural area. The traditional methods,
known to have lower efficiency, have not changed over the years. A gap
between the actual and required number of children has been evident in
the eastern region where health care is less available. Since 2004,
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contraceptive materials are supplied at a local level instead of by the
government. Therefore the supply has failed in many regions. On the other
hand, lack of home visits has meant elimination of the social support that
was given by midwives in situations such as domestic violence; the number
of violence-related deaths among women has increased for recent years.

In an atmosphere of failure of the services that are under the responsibility
of the Ministry of Health, some primary health care issues could be dealt
with by non-governmental civil organisations in the context of specific
programs such as family planning projects.

Within the dynamics of the market and the demand induced by
privatisation, caesarean sections now occur for half of all births. On the
other hand, home births still take place although the number is decreasing,
but most home births are not delivered by health personnel.

In conclusion, the health services available to women have been negatively
affected in the sphere of the health care reforms. These effects will be more
destructive when the reforms are complete.

Keywords: Women’s health, health reforms, privatisation, gender, Turkey.
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2006 basindaki Gazze Seridi Kusatmasi
Sonrasinda Diisiik Dogum Agirliklarinda
Psikososval, Ekonomik ve Sivasal Gerilim
Etmenlerinin Etkisi: Bir Eslestirilmis Olgu-
Kontrol Calismasi

Akram Abusalah, Yrd. Do¢ Dr, Hijyen ve Koruyucu Hekimlik. Gazze Islam
Enstittisti, Filistin

E-posta: asalah@iugaza.edu.ps

Magda Gavana, Hijyen ve Sosyal Tip Laboratuvari. Selanik Aristoteles
Universitesi.Saghk Hizmetlerinin Ozellestirilmesi Yunanistan Gézlemeui.
Yunanistan.

Anna-Bettina Haidich, Hijyen ve Sosyal Tip Laboratuvari. Selanik Aristoteles
Universitesi.Saglk Hizmetlerinin Ozellestirilmesi Yunanistan Gézlemeui.
Yunanistan.

Ashraf El-Jedi, Hijyen ve Koruyucu Hekimlik. Gazze Islam Enstitusi, Filistin
Yousef Aljeesh, Hijyen ve Koruyucu Hekimlik. Gazze Islam Enstituisti, Filistin
Abdalkarim Radwan Hijyen ve Koruyucu Hekimlik. Gazze Islam Enstitiisti, Filistin
Ahmed Abu Rahmah Hijyen ve Koruyucu Hekimlik. Gazze Islam Enstitiist,
Filistin

Nasser Abu-El-Noor, , Hijven ve Koruyucu Hekimlik. Gazze Islam Enstitiist,
Filistin

Alexis Benos, Hekim, Profesér Dr., Hijyen ve Sosyal Tip Laboratuvari. Selanik
Aristoteles Universitesi.Saglik Hizmetlerinin Ozellestirilmesi Yunanistan
Goézlemeuvi. Yunanistan. E-posta: benos@med.auth.ar

Amacg: Disik dogum agirh@ (LBW), onyillardir konuyla ilgili olarak
gerceklestirilen arastirmalara ve 6nleme cabalarina karsin, sikinti verici bir
halk saghgi sorunu olmaya devam etmektedir. Psikososyal faktorler, saghgi
iki yoldan - saglik davraniglarini etkileyerek ve psiko-néro-endokrin-immiin
etmenleri iceren dogrudan mekanizmalarla- etkileyen bir grup saglik riski
etmenini kapsar. Bu calisma, Gazze seridinde, 2.5 kg.’dan dusik dogum
agirligmin ¢ok cesitli psikososyal, ekonomik ve siyasal etmenle iligkisini
incelemektedir.

Yontem: Dogum servisi bulunan iki hastanede 1:1 oraninda bir
eslestirilmis olgu-kontrol caligmasi yapilmustir. Katilimcilar Mayis-Haziran ve
Temmuz-Agustos 2007 donemlerinde Mbarak Hastanesi ve Shifa Tip
Merkezi’ne bagvuranlar arasindan sirasiyla segilmistir.

Bulgular: Yanilgiya yol acabilecek ana etmenlere, yani jeo-demografik
Ozellikler (ebeveynlerin egitimi, meslegi ve konut durumu), BMI (beden
kitle endeksi) ve kan bagi etmenlerine iliskin diizeltmeler yapildiktan sonra,
annenin gutvenli olmayan yasami (mOR: 3.08; %95 CI. 1.62, 5.85),
psikolojik gerilim (mOR: 2.32; CI. 1.21, 4.42), maas O6demesinin
durdurulmasi (mOR: 5.10; CI: 2.40, 10.8), dustk hanehalk: geliri (mOR:
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2.73; %95 CI: 1.20, 6.21), kocanin igsiz olmasi (mOR: 2.85; CI: 1.39,
5.58), gida vetersizligi (mOR: 2.54; %95 CI: 1.01, 6.42) ve Israil siddetinin
varattigi sikinti (mOR: 2.77; %95 CI: 1.53, 5.03) etmenlerinin, belirgin
bicimde artmis olan distik agirlikla dogan bebek oraninin gecerli kalmasina
neden oldugu goértlmustr.

Sonuc: Annenin, psikososyal, ekonomik ve siyasal belirleyicilere iligkin
belirli etmenlere maruz kalmasi, disik dogum agirhgiyla bagimsiz bir
bicimde iligkilidir.

Anahtar kelimeler: Psikososyal, ekonomik, siyasal, stresor, gazze seridi
kusatmasi, annenin maruziyeti, diisiik dogum agirhigi.
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Objective: Low birth weight (LBW) remains a challenging public health
issue despite decades of respective research and prevention -efforts.
Psychosocial factors compromise a group of health risk factors affecting
health via two main pathways — by influencing health behaviors and by
direct mechanisms

involving  psycho-neuro-endocrine-immune  pathways. This study
investigates the association of birthweight <2.5 kg (LBW) with a wide
range of, psychosocial, economic and political factors at Gaza strip.

Method: A matched case-control study in ratio 1:1 was conducted in two
hospitals with obstetric services. Subjects were selected during May-June
and July-August 2007; from attenders of Mbarak Hospital and Shifa
Medical Centre respectively.

Results: Maternal exposure to unsafe living (mOR: 3.08; 95% CI: 1.62,
5.85), psychological stress (mOR: 2.32; CI. 1.21, 4.42), suspension of
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salary (mOR: 5.10; CI: 2.40, 10.8), low household income (mOR: 2.73;
95% CI: 1.20, 6.21), unemployment of husband (mOR: 2.85; CI: 1.39,
5.58), food defect (mOR: 2.54; 95% CI: 1.01, 6.42) and a fretful feeling
ensuing of Israel violence (mOR: 2.77; 95% CI: 1.53, 5.03) retained the
significantly increased odds of delivering LBW newborns; after adjustment
for principal confounding factors, namely geo-demographic characteristics
(parents’ education, occupation, and residence), BMI and consanguinity.

Conclusions: Maternal exposure to specific factors related to
psychosocial, economic and political determinants is independently
associated with LBW.

Keywords: Psychosocial, economic, political, stressor, siege of gaza strip,
maternal exposure, low birth weight
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Toplu Anlati1 Uygulamasi, “Yasamimizi
Depresyonun Etkisinden Kurtarma” Sili,
Gloria Navales’teki Yashlarin Ortak Belgesi

Juan Antonio Bustamante Donoso, Psikolog, Valparaiso Universitesi’nde Egitmen
Sili. E-mail: juan.bustamante@uv.cl

Arka Plan: Bu makalede, Vina del Mar’daki Glorias Navales yerlesiminde
yasayan, depresyon hastasi vyaglilara yardimc olma amaciyla
gerceklestirilen bir atelye caligmasi sunulmaktadir. Anlatilan ¢alisma, birinci
basamak saglik hizmeti kapsaminda bir psikososyal atelye calismasi
baglaminda ve depresyonun vyasllarin yasamlari Uzerindeki etkileri
karsisinda tepki ve destek olusturma amaciyla toplu anlati uygulamasindan
yararlanarak gerceklestirilmistir.

Amac ve yontem: Atelye calismasi, hastalarin 6ykilerini, becerilerini ve
bilgilerini iceren ortak bir belgenin hazirlanmasi aracihiiyla, onlarin sikintili
zamanlardaki tepki gosterme yontemlerinin  biraraya getirilmesini
kapsamaktaydi. Bu tir bir metodoloji, toplumlar ve bireyler lizerinde
“tedavi yoluyla denetim” kurmayi (“therapeutic governance”) dayatan
diger girisimlerin tersine, birlikte c¢alishgimiz Kisilerin sahip oldugu
yeteneklerle baglantili bir tedavi goriisiine dayanmaktadir.

Bulgular: Depresyonla basa ¢tkmak icin, bireylerin anlamli beceri, bilgi ve
degerlerinin ortaya ¢ikarilmasi, ayrica toplulugun btitiinlesmesi ve birbiriyle
bagi, ve oniki katilimcidan onunda hastalik belirtilerin azalmasi, calisgmanin
sonuglart olarak sunulmaktadir. Yaratilan ortak belgenin, bu topluluk
tarafindan depresyon Kkarsisinda gosterilen direncin  6ykisinia  dile
getirmeye yonelik bir sonu¢ olarak gorildigiinii; amacin gerceklesmesi
acisindan bir basari anlamima geldigini, bu toplulugun depresyona iligkin
alternatif bir 6ykistini ya da yontemini olusturdugu da belirtmek gerekir.
Katilimcilarin ifadeleri ve stirecle ilgili diistinceler sunulmaktadir.

Sonuc: Bu calismada, becerilerin dile getirilmesi stirecinde bu tir bir
girisimin uygun olup olmadigina ve psikososyal destek uzmanlarinin birlikte
calisma yaptig topluluklarin (depresyonla) basa ctkma yontemlerine iligkin
bir goris aktarilmaktadir. Calismanin tizerinde durmaya deger bir vargisi
sudur: Geleneksel yaklasimlar, psikolojik egitime ve bu girisimlerin etkisiz
(n6tr) oldugunu (ya da olmaya calismast gerektigini) ileri stiren
psikopatoloji ve biligsel yaklasima gore depresyona eslik eden kararsiz ya
da uyumsuz disinme bicimlerinin “iyilestirilmesine” odaklanmistir. Bu
yaklasimlar, sézkonusu girisimleri, bireyleri normal bir duruma getirmek
icin uzmanlar tarafindan olusturulmus araclar olarak nitelendirmektedir.
Toplu anlati uygulamalari, bireylerin, zorlama karsisinda tepki veren ve
“iyilestirilmeyi” ya da “dlzeltiimeyi” bekleyen edilgen o6zneler olarak
betimlenmesini elestirel anlamda sorgular.  Toplu anlati Onermesi,
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bireylerin direnme becerilerinin, de@er ve umutlarin azalmasi, hastalik
belirtilerinin ortaya ¢ikmasi, tani ve tedavi araciligiyla bu durumun hastalik
haline getirilmesi (pathologization) de dahil olmak tizere, degerlendirme ve
girisimlerin bireyler lizerinde yaratabilece@i olumsuz etkilerden kacinmaya
cabalamaktadir.

Calismada, toplu anlati uygulamalarinin, bireylerin, kendileri gibi zor
zamanlar yasamakta olabilecek diger bireylere katkida bulunma yetenegini
daha giicli bir bicimde kabul etmelerini ve katkiyi strekli kilmayi
deneyimlemelerini saglayan 6ykiilerini anlatma ortamlari olusturan (onlarin
tanimladi@i gibi) topluluk becerileriyle calisma olanagini sundugu ve
onlarda umut ve bir sorunun “Ustesinden gelme” duygusu vyarattigi
sonucuna varilmistir. Saygiya ve isbirligine dayali uygulamalarin, bir
topluluk duygusu olusturma acisindan O6nemli tasidigini ve birlikte
calistigimiz kisilerin oncelikli 6ykiilerine iligkin umut verici bir yaklagim ve
gelisme oldugunu anlatmaktayim.

Anahtar kelimeler: Depresyon, vash, psikosoyal destek, toplu anlati
uygulamasi, anlati terapisi, Sili.
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Collective Narrative Practice, “Reclaiming
Our Life From The Influence of
Depression”, Collective Document of The
Elderly People of Glorias Navales, Chile

Juan Antonio Bustamante Donoso, Psychologist, Teacher at University of
Valparaiso, Valparaiso, Chile. E-mail: juan.bustamante@uv.cl

Background: This paper presents a workshop that had the purpose to
assist the elderly people of the Glorias Navales settlement in Vina del Mar
that were suffering from the effects of depression. The work described took
place in the context of a psychosocial workshop in primary health and was
informed by the collective narrative practices in an effort to provide
response and support in front of the effects of the depression in the lives of
the elderly people.

Aim: The workshop involved gathering of the ways in which they had
responded to hard times through the production of a collective document
containing their stories, skills and knowledges.

Methods: This kind of methodology is rooted in a view of the health care
as connected with the skills owned by the people whom we work with, in
opposition to other forms of intervention that could impose a “therapeutic
governance” on communities and individuals.

Results: As results, the unearthing of the skills, knowledges and values
meaningful for the coping with depression are presented, also the
connections and integration of the community and the remission of
symptoms of ten of twelve participants. It’s important to note that the very
collective document generated is considered a result in giving voice to the
story of resistance against depression by this community; it constitutes an
achievement in terms of development of meaning, an alternative story or
way of this community to relate with depression. Testimonies of the
participants and reflections about the process are presented.

Conclusions: A reflection is presented regarding the relevance of this kind
of intervention in the process of giving voice to the resources and ways of
coping of the communities professionals of psychosocial support work
with. As a conclusion, is worth to mention that traditional approaches
have focused on psycho education and “repairing” the erratic or
maladjusted schemes of thought associated with depression according to
psychopathology and the cognitive approach, stating that interventions are
neutral (or must strive to be) and characterize them as tools created by
experts to bring subjects to a normal status. The collective narrative
practices question critically the portrait of people as passive subjects that
react in front of forces and are waiting to be “repaired” or
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“corrected”. The narrative collective proposal strives for avoiding the
negative effects that assessments and interventions could have on people,
including the minimization of skills of resistance, hope and values, stigma,
pathologization through diagnosis and treatment.

Is concluded that collective narrative practices present the opportunity to
work with the resources of the communities (as defined by them) giving the
space to tell their stories in ways that make them stronger acknowledging
the ability to make a contribution to others that also might be experiencing
hard times, for the experience of making a contribution sustain and
generates hopes and a sense of “mastering” over the problem. [ present
that respectful and collaborative practices are crucial for the generation of a
sense of community, a hopeful approach and the development of the
preferred stories of the people we work with.

Keywords: Depression, elderly people, psychosocial support, collective
narrative practice, narrative therapy, Chile
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Malarya Enfeksiyonu ve Nijerya’daki
Kadinlarin Ureme Saglhgi1 Kosullar:
Uzerindeki Sosyoekonomik Etkileri

Femi Tinuola, Kogi Devlet Universitesi, Sosyal Bilimler Fakiiltesi, Halk Saghgi
Bélumt, Anyigba, Nijerya. E-mail: adufem2000@vyahoo.com

Sitma, Nijerya’da gebe kadinlar ve cocuklarda en yiiksek Olim oraninin
nedeni olan en oldiriici hastalik olmaya devam etmektedir. Bu galismada,
sitma enfeksiyonu ve Nijerya’daki kadin niifusun ireme saghg kosullart
lizerindeki etkisi incelenmektedir. Benue eyaletindeki yedi konsey
bolgesinden 226 katiimcidan olusan bir 6rneklem alinmigtir. Makurdi
Saglik Bakanh@ Epidemiyoloji biriminden saglanan 2005-2009 dénemine
ait yillik kayitlar, sitma olgularinin ve bu hastaliga bagh oltimlerin yasa gore
dagilimmi gostermek amaciyla derlenmistir. Veriler, anket formlar
araciligiyla ve ikinci el veriden yogun bicimde yararlanarak toplanmis ve
veri analizi, calisma hedeflerine uygun olacak bicimde gerceklestirilmis;
olast neden sonug iligkilerini arastiran korelasyon arastirmasi tasarimi
kullanilmistir. Bulgular, sitma enfeksiyonunun, Benue eyaletinde yasayan
kadinlarin  tGreme sagh@ (zerinde Onemli etkileri bulundugunu
gostermektedir.

Anahtar kelimeler: Nijerya, sitma
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Malaria Infection and Its Socio-economic
Implications on the Reproductive Health
Conditions Of Women In Nigeria

Femi Tinuola, Population Health, Faculty of Social Sciences, Kogi State
University, Anyigba, Nigeria. E-mail: adufem2000@vahoo.com

Malaria remains the most deadly killer disease, accounting for highest
mortality rate among pregnant women and children in Nigeria. This study
examines malaria infection and its effects on the reproductive health
conditions of women population in Nigeria. A sample of 226 respondents
from seven council wards in Benue State was drawn. A yearly record of
five years (2005-2009) from Epidemiological unit of Ministry of Health
Makurdi to show cases and deaths from malaria by age was compiled.
Data was collected through the use of questionnaire and intensive
utilization of secondary date and analysis were meted out to suit the study
objectives. And correlation research design which investigated possible
causes and effects relationships was used. Findings show that malaria
infection has significant implications on the reproductive health conditions
of women in Benue state.

Keywords: Nigeria, Malaria.
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GELMEDI Erick Otieno Owuor

Capitalism Versus the Struggle for Health:
The Pedagogy of Community Paralegal
Worker.

Social justice is the basic principle that should guide the struggle for health.
No doubt about that!

The impact of capitalism on the struggle for health is self explanatory.It has
viced key decision making mechanisms. The capitalists on the other hand
have continued to lock horn with socialists who are the majority of the
populace.

Through the capitalists techniques and tricks, socialists have ended up to
bow co tow to all decisions made by the capitalists.

If we are truly imbued with a sense of improving health, capitalism much
be challenged at all levels of decision making.
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Tiirkive'de Temel Saghik Hizmetlerinin
Sorunlan

Deniz Akgtin, Hekim, Halk Saghg Uzmanu, Isparta, Turkiye,
E-posta: denizakgn(@gmail.com

Giris: Turkiye'de temel saglik hizmetleri bir bolimi yonetsel, bir bolimii
de metodolojik olmak tzere pek cok sorunla karsi karsiya bulundugu
gorilmektedir.

Amac: Tanimlayici tipteki bu galismanin amaci Turkiye'de yirttilen temel
saglk hizmetleri caligmalarinin  karst karsiya bulundugu sorunlarin
incelenmesidir.

Bulgular:

Tablo: Tiirkiye'de temel saglik hizmetleriyle ilgili baz1 gostergeler

Gosterge Veri kaynagi Sonucg

15 vyas tizeri niifus icinde temel | Turkiye Istatistik Kurumu % 44.3
saglik  hizmetleri kurumlarindan
hizmet alanlarin yiizdesi

65 vas tizeri nifus icinde temel | Tiirkiye Istatistik Kurumu % 62.3
saglik  hizmetleri kurumlarindan
hizmet alanlarin yiizdesi

Kanser tarama programlaryla | Tiirkiye Istatistik Kurumu | Servikal smear % 20.4
ulasilan hedef ntifus ytizdesi Mamografi % 20.6

Tartisma: Turkiye'de temel saglik hizmetleriyle ilgili metodolojik sorunlar:

e Saglik kurumlarna dizenli olarak basvurmayan kisilere yonelik
temel saglik hizmetinin olmayist ve yash Kisilere yonelik stirekli ve
kapsayici saglik hizmetinin bulunmayisi,

e Yeterli okul ve is sagligi hizmetlerinin bulunmayisi

e Koruyucu saglk hizmetlerini yonetme, hastalik slrveyansi
calismalarn ile raporlama yapma yeterliligine sahip bolge saglik
kurumlarinin bulunmayist

e Tip egitiminin koruyucu saglik hizmetleri ve c¢evre hekimligi
acisindan yetersiz kapsama sahip olmasi

e Saglik Bakanh@i'nin, saglik hizmetlerine toplum katilimi yerine hasta
memnuniyeti paradigmasini tercih etmesi

Turkive'de temel saglik hizmetlerivle ilgili yonetimsel sorunlar;

e Gilvenli gida temini ve diger cevresel saglik konularini kapsayacak
sekilde saglikla ilgili cesitli sektorler arasindaki koordinasyon eksikligi
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Saglik hizmetleriyle sosyal yardim hizmetleri arasinda yeterli
entegrasyonun olmamast

Temel saglik hizmetleriyle hastanecilik hizmetleri arasinda
koordinasyonun bulunmamasi

Saglik  yonetiminin  degisik  duzeylerinde  birimler  arasi
koordinasyonun ve vertikal saglik programlari arasinda yeterli
entegrasyonun bulunmamasi

Temel saglik hizmetleri alaninda yeterli sayida nitelikli yoneticinin ve
saglik calisanlarina yonelik kariyer olanaklarinin bulunmamasi

Sonugc; Turkiye'deki temel saglik hizmetleri modelinin, deneyimler 1siginda
gecersizligi ortaya konulmus bulunan secici temel saglik hizmetleri
yaklasimiyla ortistigi gorilmektedir. Kamu hizmetlerinin ticarilestirilmesi
uygulamalar1 ve sagliga neo-liberal yaklasimin, Turkiye'de temel saglik
hizmetlerinin yeterli bir sekilde organize edilememesinin temel nedenleri
arasinda yer aldigin diistintilmektedir.

Anahtar kelimeler: Temel saglik hizmetleri, neo-liberalizm, Turkiye.
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Problems of Primary Health Care Services
in Turkey

Deniz Akgtin, MD, Public Health Specialist, Isparta, Turkey.
E-mail: denizakgn(@gmail.com

Background: There are many problems of primary health care services in
Turkey. Some of these problems are administrative while some of
problems are methodological.

Aim: The aim of this descriptive study is to examine the problems of
primary health care services in Turkey.

Results:

Table: Some indicators of primary health care services in Turkey

Indicator Data source Result

Percentage of population over the age of | Turkish Statistical | 44.3 %
15 to receive health services from Agency
primary care institutions

Percentage of population over the age of | Turkish Statistical | 62.3 %
65 to receive health services from Agency
primary care institutions

Percentage of population reached at Turkish Statistical Cervical smear 20.4 %
cancer screening programs Agency

Mammography 20.6 %

Methodologaical problems of primary health care services in Turkey:

e Lack of primary health care services to people who do not regularly
apply to health care centers and lack of continuous and
comprehensive health services to elderly people.

e Lack of adequate occupational health services and school health
services.

e [Lack of adequate regional health institutions which responsible to
manage preventive health services, diseases survelliance and
reporting.

¢ Insufficient preventive medicine content of medical education and
lack of environmental medicine approach.

e Preferring the concept of patient satisfaction rather then community
participation by Ministry of Health.

Administartive problems of primary health care services in Turkey:

e Lack of coordination between health related sectors including
providing safety food and other environmental health issues.
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e [Lack of adequate integration between health services and social
assistance services.

e Lack of coordination between primary health care services and
hospital services.

e Lack of coordination between administration units at different levels
of health management, so as lack of adequate integration between
vertical health programs.

e [Lack of adequate number of qualified manager in primary health
care services and career possibility for health care workers.

Conclusions: It is considered that the model of primary health care
services in Turkey have the features of sellective primary health care
approach, which was demonstrated as an invalid model according to the
light of experiences. The enforcement for commoditization of public
services and neo-liberal approach to health are considered to be some of
the main causes of inability to organize adequate primary health care
services in Turkey.

Keywords: Primary health care, neo-liberalism, Turkey.
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Saglik Piyasasinin Temel Aktorleri:
Doktorlar ve Hemsireler

Assiye Aka, Yrd. Do¢.Dr. Canakkale Onsekiz Mart Universitesi Biga Iktisadi
Bilimler Faktltesi, Kamu Yénetimi Béltimu. Canakkale, Turkiye.
E-Posta: akaasive@hotmail.com

1980’lerden itibaren toplumsal uzamin her noktasina sirayet eden
neoliberal ekonomik politikalarin saglik alaninda; hizmetin niteliginde
onemli bir degisiklik yarathd tartisilmaz bir gercekliktir. Bu calismada
uygulanmaya baslanan neoliberal politikalarin (Genel Saglik Sigortast, Tam
Giin Yasast, Performansa Dayali Déner Sermaye Odemesi, Aile Hekimligi,
Toplam Kalite Yonetimi, Hasta Haklari Uygulamasi) saglik hizmetinin
sunumunda temel rolii oynayan doktor ve hemsirelerin bu politikalart
(GSS, TGY, PDDS, AH, TKY, HHU) kendileri acisindan nasil algiladiklart
ve bu politikalarin onlar Uzerindeki etkileri (is yuki, is gtvenligi, stati
durumu, mesleki beceri ve yetenek, calisma kosullari, motivasyon, sosyal
iliski agi ve kiltirel yasanti bigimi) belirlenmeye calisilmistir. Caligma
Ankara Tiirkive Yiksek Ihtisas Egitim ve Arastirma Hastanesi ve Canakkale
Devlet Hastanesi'nde vyapilmigtir. Arastirmanin evrenini (E) bu iki
hastanede halen caligmakta olan doktor ve hemsire konumunda bulunan
saglik calisanlar1 olusturmaktadir. Aragtirmanin evrenini bu iki hastanenin
toplam calisan doktor ve hemsire kategorisi olusturmakta olup bu sayi
1754°dir. Arastirmanin 6rneklemini ise bu sayinin (calisan doktor ve
hemsire) yaklagtk %17 (310 kisi)'sini olusturmaktadir. Calismada tesadiifi
orneklem kullanilmigtir. Aragtirmada yontem olarak nicel arastirma teknigi
kullanilmastir.

Uygulanan neoliberal politikalardan biri olan GSS ile saglik calisanlarinin
kendileri agisindan yararli bulmamalari arasinda istatistiksel olarak anlamli
bir iligki bulunmustur. Hemsirelerin % 74,6 (91)'s;; doktorlarin % 71,4
(75)0  GSS'mi kendileri icin yararli bulmamaktadirlar (p=000<0.05).
Uygulanan neoliberal politikalardan bir digeri olan Aile Hekimligi ile saglk
calisanlariin kendileri agisindan yararli bulmamalar1 arasinda istatistiksel
olarak anlamli bir iliski bulunmustur. Hemsirelerin % 90,5 (84)1;
doktorlarin %77,9 (80)'u Aile Hekimligi uygulamasini kendileri icin yararh
bulmamaktadirlar (p=000<0.05). Uygulanan neoliberal politikalardan bir
digeri Tam Giin Yasast ile saglik calisanlarinin kendileri agisindan yararh
bulmamalar1 arasinda istatistiksel olarak anlamli bir iligki bulunmustur.
Hemsirelerin % 102,3 (105)'4; doktorlarin % 88,1 (93)'1 Tam Giin Yasasi
uygulamasini  kendileri icin yararli bulmamaktadirlar (p=000<0.05).
Uygulanan neoliberal politikalardan bir digeri olan Performansa Dayali
Déner Sermaye Odemesi (PDDSO) ile saghk calisanlarinin kendileri
acisindan yararli bulmamalari arasinda istatistiksel olarak anlamli bir iligki
bulunmustur. Hemsirelerin % 95,6 (103)'s1; doktorlarin % 82,3 (85)'4
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PDDSOni kendileri icin vararll bulmamaktadirlar (p =000<0.05).
Uygulanan neoliberal politikalardan biri olan Toplam Kalite Yoénetimi ile
saglik calisanlarinin  kendileri acisindan yararli bulmamalari arasinda
istatistiksel olarak anlamli bir iligki bulunmustur. Hemsirelerin % 89,7
(82)'si; doktorlarin % 77,2 (82)'si Toplam Kalite Yonetimi'ni kendileri icin
vararlh  bulmamaktadirlar  (p=000<0.05). Uygulanan neoliberal
politikalardan biri olan Hasta Haklari Uygulamasi (HHU) ile saglik
calisanlarinin meslekleri arasinda istatistiksel olarak anlamli bir iligki
bulunamamigtir. Buna ragmen eldeki wveriler degerlendirildiginde
hemsirelerin % 20,8 (22)'i; doktorlarin % 16,5 (18)1 HHU'n1 kendileri icin
yararli bulmamaktadirlar (p =0,12>0.05).

Ozetle calismanin nicel bulgularindan su sekilde saptamalar yapmak
mumkindur: Saglik alaninda yapilan neoliberal politikalarin (GSS, TGY,
PDDS, AH, TKY, HHU) hemen hepsinin saglik calisanlarinin kendileri
tarafindan olumsuz ve faydasiz olarak algilandig saptanmustir. Ozellikle ti¢
politikanin -PDDS, AH, HHU- genel olarak saglik calisanlar (izerinde
olumsuz etkiler yarattigi, is yikinin niceliksel artisina ve statli kaybina
neden oldugu, hizmet kalitesini distirdiigi yontinde veriler elde edilmistir.
Ayrica PDDSO (puanlarin hesaplanmasi) ve HH uygulamast nedeniyle
saglik calisanlarinin diger meslektaslari, hastalar ve yoneticiler tarafindan
surekli denetlenir-gdzetlenir hale geldikleri ve bu tir uygulamalarin
kendileri tizerinde baski yarattigi séylenebilir. Aile Hekimligi uygulamasinin
ise is glivencesizligi ve dilizenli-sabit bir licret ¢denememesi sorununu
beraberinden getirirken ayni zamanda bu uygulama serbest piyasanin
kosullarinda rekabeti ve yukaridan denetlenmeyi miimkiin kilmaktadir.

Son s6z olarak saglik, piyasa kosullarinin belirledigi kurallar cercevesinde
meta haline getirilmekte ve metalasan sagligin temel treticileri olan doktor
ve hemsireler de piyasanin temel aktorlerine déniismektedirler. Getirilen
uygulamalardan higbirisi saglik hizmetini sunan temel aktérlerin kendileri
tarafindan faydali bulunmadigindan dolayi bu uygulamalarin onlarin da
haklariin korunarak revize edilmesi gerekmektedir.

Anahtar kelimeler: Saglik, saglik reformlari, saglik calisanlari.
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Main Actors of The Market For Health:
Doctors and Nurses

Assiye Aka, Assistant Professor, Canakkale Onsekiz Mart University. Biga Faculty
of Economics & Administrative Sciences, Public Administration Departrtment,
Canakkale, Turkey. E-mail: akaasive@hotmail.com

Since the 1980s, spread to every point of space that the neo-liberal
economic policies in the social field of health, caused a significant change
in quality of service is an undeniable reality. Neo-liberal policies being
implemented in this study (General Health Insurance, Full Day Act,
Performance-Based Payment Revolving Fund, Family Practice, Total
Quality Management, Patient Rights Practice) plays an essential role to the
provision of health care doctors and nurses to these policies (GHI, FDA,
PPR, FP, TQM, PRP) for them to perceive and how they impact on these
policies (work load, job security, status, status, professional skills and
abilities, working conditions, motivation, social networking and cultural life
styles) tried to determine. Labour Education and Research Hospital Ankara
Turkey High Specialization and Canakkale State Hospital, were. The
research poppulation stil running on two hospital doctors and nurses are
healt care workers in position. Doctors and nurses working in the hospital’s
total population of the study of these two is to create a category, the
number 1754. The sample (n) in this issue (working doctors and nurses),
approximately 17% (310 people) is to give. The study used random
sampling. As the research method used in quantitative research techniques.

One of the neoliberal policies applied by the GHI is not beneficial in terms
of health care workers themselves, a statistically significant relationship was
found. 74.6% of nurses (91) of the Convention; physicians 71.4% (75)
GHI do not find useful for themselves (p = 000 <0.05). A neo-liberal
policies and the other with the Family Medicine of health workers is not
helpful in terms of their relationship was statistically significant. 90.5% of
nurses (84) 'i; physicians 77.9% (80) Family Medicine do not find this
application useful for them (p=000 <0.05). Neo-liberal policies of the
health workers themselves, in terms of an Act of another full day a
statistically significant relationship was found useful. 102.3% of the nurses
(105); doctors, 88.1% (93)'s Full-time law practice do not find useful for
themselves (p=000<0.05). One of the neoliberal policies applied to the
Revolving Fund Performance-Based Pay (PPRF) is not beneficial in terms
of the health workers themselves have a statistically significant relationship.
One of the neoliberal policies applied to the Revolving Fund Performance-
Based Pay (PPRF) is not beneficial in terms of the health workers
themselves have a statistically significant relationship. 95.6% of nurses
(103) of the Convention; physicians 82.3% (85) PPRF do not find useful
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for themselves (p=000<0.05). One of the neo-liberal policies implemented
by the Total Quality Management in health care workers is not helpful in
terms of their relationship was statistically significant. 89.7% of nurses (82)
percent, 77.2% of the doctors (82) percent do not find useful for
themselves, Total Quality Management (p=000<0.05). One of the
neoliberal policies applied to the Patients' Rights Practice (PR), with a
statistically significant relationship was found between the professions in
health care workers. Despite this, nurses evaluated the available data,
20.8% (22); physicians 16.5%(18) do not find useful for themselves PRP
(p=0.12>0.05).

It is possible to make quantitative determinations are findings of the study
summary, as follows: the neo-liberal policies in the field of Health (GHI,
FDA, PPR, FP, TQM, PRP) by almost all health care workers themselves
were perceived as negative and useless. Especially the three policy-PPR,
FP, PRP- created a negative impact on health workers in general, the
quantitative increase in workload caused by the loss of status and, to
lowering the quality of service data were obtained. Also PPR (calculation
of points), and other health care workers due to application of FM
colleagues, patients and managers have become, and is monitored by the
continuous controlled-pressure created by this kind of applications can be
said on them. Family Medicine practice, and the job insecurity of wage
arrears have a problem with regular-hard while at the same time, this
application makes it possible to free market conditions, competition, and
top-moderation.

The final word in health, determined by market conditions and the
Commodification of health in accordance with the rules is put into the
meta doctors and nurses at the main producers of the basic actors of the
market becomes. None of the main actors in the health service, which
brought the applications themselves rights protected by the utility due to
the absence of these applications, they also need to be revised.

Keywords: Health, health reform, health care workers
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Egemenligin Kullanimi Bakimindan
Diinyada Uygulanan Demokrasi Tiirleri Ile
Ulkelerin Saghk Diizeyleri Arasinda
Iliskinin Arastirilmasi

Kemal Macit Hisar, Hekim, Yrd. Doc. Dr., Halk Saglig Uzmanlar Dernegi Uyesi,
Konya, Turkiye. E-posta: kmhisar@hotmail.com.

Giris: Ulkelerin refah diizeylerinin  belirlenmesinde  egitim  ve
saglik gostergeleri kullanilir. Egemenligin kullanilisi bakimindan diinyada
bugiin uygulanan 3 tip demokrasi tipi bulunmaktadir: 1) Dogrudan
Demokrasi. Kokeni: Halk Egemenligi ve Egemenligin Devredilmezligi
Teorisi. Ornekler: Eski Yunan, Isvicre'nin Glaris, Unterwald, Appenzell
Kantonlari. 2) Temsili Demokrasi. Kokeni: Milli Egemenlik Teorisi.
Ornekler: Almanya, Ingiltere, Tirkive, Japonya, ABD, Hollanda, vb.
Ilkeleri: Temsili vekalet, biitiin milletin temsili, emredici vekalet yasag, azil
vasadl.3) Yari-Dogrudan Demokrasi. Ornekler: Isvicre, Italya. Araclar:
Referandum, halk vetosu, halk tesebbiisii ve temsilcilerin azli.

Amac: Bu calismanin amac tlkelerin saglik diizeylerini demokrasi tipi ile
karsilastirlarak iliski olup olmadigini belirlemektir.

Yontem: Bir literatiir calismasidir. Tirk Tabipleri Birligi (TTB), Ekonomik
Kalkinma ve Isbirligi Orgiita (OECD), Diinya Bankasi, Diinya Saglk
Orgiitii (DSO), Birlesmis Milletler Kalkinma Programi (UNDP), Avrupa
Birligi Istatistik Genel Miidirlagii (Eurostat) gibi kuruluslarca yaymlanmis
cok sayida rapor bu calismada kullaniimigtir. Bu calismanin evreni tim
diinya tlkeleridir.

Bulgular: Tirk Tabipleri Birligi (TTB) raporuna gore kisi basina diisen
milli gelir, bir tilkenin saglik diizeyini belirleyen en temel degiskendir. Oysa
Tark Tabipleri Birligi raporuna gore tlkelerin saghk dizeyleri
karsilastinldiginda dogrudan demokrasi ile yonetilen Isvicre en itist sirada
almaktadir. Gercekte Isvicre kisi basina milli geliri en yiiksek tilke degildir.
Yari dogrudan demokrasi ile yonetilen Italya 7. sirada yer almaktadir. 29.
Sirada alan tlke Kiiba, temsili demokrasinin yani sira sosyalist bir
ekonomik model uygulamaktadir. Diger temsili demokrasi (yani sira
sosyalist ekonomik model uygulayan) Cin 68. sirada, Kuzey Kore 98.
sirada yer almaktadir. Diinyada tek dogrudan demokrasi uygulayan tilke
Isvicre’dir. Bu durum dogrudan demokrasinin saglk diizeyini en ivi
yikselten yonetim bicimi oldugunu dustindirmektedir. Yari temsili
demokrasi uygulayan Italya 7. sirada yer almaktadir. Bu tip bir demokrasi
ile bir Ulkede saglik dizeyinin ilk 10 siralamasina yukseltilebilecegi
gorilmektedir.
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Sonu¢: Diinyada dogrudan demokrasi, yari-dogrudan demokrasi ile
yonetilen yeterli sayida tilke bulunmamaktadir. Ulkeler hakkinda daha
kesin yargiya varabilmek icin daha fazla degisken Uzerinde ileri istatistiksel
analiz calismasi yapilmasi gerektigi kanaatine varilmustir.

Anahtar kelimeler: Turkiye, dogrudan demokrasi, temsili demokrasi,
yari-dogrudan demokrasi, saglik diizeyi.
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Sovereign Power in The World in terms of
Tvpes of Democracy Applied to Investigate
the Relationship between Countries' Health
Levels

Kemal Macit Hisar, MD, Assistant Professor. The Member of The Association for
Public Health Professionals, Konya, Turkey. E-mail: kmhisar@hotmail.com.

Background: Education level and health indicators used in determining
the level of welfare of countries. Uses of sovereignty in the world today in
terms of type of democracy are applied to 3 types:

1) Direct Democracy. Examples: Ancient Greece, Switzerland, Glarus,
Unterwald, Appenzell Cantons. Origin: People's sovereignty and the theory
of sovereignty can not be transferred. 2) Representative Democracy.
Examples: Germany, Britain, Turkey, Japan, the United States, the
Netherlands, and so on. Origin: The theory of national sovereignty.
Principles: Temporary policy representation, all the nation's representation
policy, temporary prohibition of mandatory and prohibition of dismissal. 3)
Semi-Direct Democracy. Examples: Switzerland, Italy. Tools: Referendum,
people's veto, public enterprise, and, The dismissal of representatives.

Aim: The purpose of this study is to determine the relationship compared
with the type of democracy that countries’ health levels.

Methods: This is a study of the literature. Turkish Medical Association
(TMA) reports, The World Bank reports, World Health Organization
(WHO) reports, The United Nations Development Programme (UNDP)
reports, The European Union General Directorate of Statistics (Eurostat)
reports were used in this study. The universe of this study is all the world
countries.

Results: According to TMA report, a country’s health that raises per capita
income for the most basic variable. However, according to TMA report
levels of health compared to countries ruled by direct democracy in
Switzerland is at the top. In fact, Switzerland is not the country the highest
per capita national income. Semi-direct democracy, governed by Italy 7
ranks. 29. Cuba, which ranks the country, a socialist economic model of
representative democracy, as well as implements. Countries to implement
other representative democracy (as well as implementing socialist
economic model), China 68 ranks, North Korea 98 ranks. Switzerland is
the only country to adopt direct democracy in the world. This situation
raises a direct democracy the best form of government suggests that the
level of health. Semi- representative democracy that implements Italy 7
ranks. This type of health care in a country with a democracy is seen
escalate to the level of the top 10 ranking.

203



mailto:kmhisar@hotmail.com

Conclusion: Direct-democratic countries and semi-democratic countries
are not a large number in the world. For further analysis be done on a
large number of countries over the country and should be studied on a
large number of variables.

Keywords: Turkey, direct democracy, representative democracy, semi-
direct democracy, level of health.
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Kacak Gocmenler ve Saghk

Hiir Hassoy, Uzman Hekim, Ege Universitesi Tip Fakiiltesi Halk Saghgi Ana Bilim
Dalr. Izmir, Ttirkive. E-posta: hur.hassov@ege.edu.tr

Asli Davas, Hekim, PhD, Ege Universitesi Tip Faktiltesi Halk Saghg Ana Bilim
Dal. Izmir, Tiirkive. E-posta: asli.davas@ege.edu.tr

Giris: Yoksulluktan, savaglardan, siyasi baskilardan dolayi olan gog
hareketleri, goc alan ve gog veren tilkelerdeki sermaye birikimini arttirmaya
donik bir sekilde stirmektedir. Buna paralel olarak tlkelerin gdgmen
politikalari, kapitalist ekonominin doénemsel ihtiyaglarina goére, strekli
olarak degisiklik gostermektedir. Kiiresellesme sermayenin serbest
dolagiminin 6ntindeki engelleri kaldirmaya galisirken, isglicti ve insanlarin
serbest dolasimuyla ilgili ayrimer ve kisitlayicidir. Ozellikle gelismekte olan
Glkelerden gelismis tlkelere dogru olan insan hareketliligi ciddi yasal ve
idari engellerle sinirlanmistir. 1980lerden sonra Tirkiye’de goglin dogasi
degismistir. Go¢ hareketleri transit ya da yasadisi goce dontismusttir.

Amac: Bu yazinin amaci Turkiye’deki gog¢ ve yasadisi goclin boyutlarini,
kacak gocmenlerin, yasam ve calisma kosullarini ve saglik durumlarini
tartismaktir.

Bulgular: Ttrkiye’de toplam 11 bin 970 muilteci bulunmaktadir. Irak (%
23), Iran (%7), Afganistan (%7), Moldova (% 6), Pakistan (%5), Tiirkiye've
go¢ veren baglica tlkelerdir. Bu gbé¢menler bir AB tilkesinde kalici miilteci
statlisii elde etmeye calismaktadirlar. Kacak gocmenlerin saglik durumlar
temel olarak ¢ikis noktasi, kagirilma stirecleri ve yasal olmayan bir yabanci
olarak yasadiklart hedef tlkedeki kosullardan etkilenir. Cikis noktasinda
sosyal adaletin olmamasi, yoksulluk, kot yasam ve cgalisma kosullart,
savas, bireye yonelik ya da kurumsal siddet varligi, saglik hizmetlerine
erisimin zor olmasi, var olan hastaliklar 6nemli risklerdir. Go¢ Oncesi
yasanan saglik sorunlart vatandasi olduklari tilkenin toplum saghgiyla
ilgilidir. Genelde bu iilkelerde siddet yaygindir, siyasal ve ekonomik
istikrarsizik mevcuttur.

Gog yolculugu da ¢ogunlukla glivenli kosullarda gerceklesmez ve
saglikla dogrudan ilintilidir. Go¢ yolculugu sirasinda aracgtan diisme ya da
araca disaridan mudahale, 6zellikle deniz tasitlarinda kotii hava kosullar
nedeniyle bogulma gortilmektedir. Hedef tilkede sosyal haklarin olmamasi,
var olan haklarn bilmeme, yasal olmayan konum nedeniyle kacak
gécmenler saglik hizmetlerinden vararlanamaz. Isci saghd acisindan
bakildiginda yabanci isciler, sermaye birikiminin gerekleri dogrultusunda,
Ozellikle kriz donemlerinde yedek sanayi ordusu yaratiimasina katkida
bulunarak bir tir tampon iglevi gormektedir. Yerli isci ile yabanci isci
arasinda yaratilan rekabet unsuru isgticliniin yeniden Uretimi maliyetinin
dustrilmesine, emegin Ucretinin ucuzlamasina, is¢i smnifi miicadelesini
zayiflamasina neden olur. Yerinden edilen insanlar gog ettikleri tilkelerde
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en agir asagilanmalara, diglanmalara, otekilestiriimelere maruz kalmakta,
karin tokluguna calistmlmakta ve fiziksel somirtiye dayali en agir
kosullarda calistirilmaktadir.

Sonug: Gocmen karsiti  politikalarina  karst  ¢ikilmali, gbég¢menlerin
orgiitlenme dahil her tirli hakk: esit sekilde kullanabilmesi igin miicadele
edilmeli ve emegin serbest dolagim hakki savunulmalidir.

Anahtar kelimeler: Gog, kacak gogmen, calisma kosullari, saglik.
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Illegal Immigrants and Health

Hur Hassoy, Uzman Hekim, Ege University Medicine Faculty Public Health
Department. Izmir, Turkey. E-mail: hur.hassoy@ege.edu.tr

Asli Davas, Hekim, PhD, Ege University Medicine Faculty Public Health
Department. Izmir, Turkey. E-mail: asli.davas@ege.edu.tr

Background: The migratory movements which occur because of poverty,
wars, political pressures, continue for increasing the capital accumulation in
countries of immigration and emigration. In parallel, the immigration
policies of countries, according to the needs of the capitalist economy is
cyclical, constantly varies. Globalization tries to remove obstacles for free
movement of capital, labor but discriminatory and restrictive on the free
movement of people. Especially the human mobility from developing
countries to developed countries is limited with serious legal and
administrative barriers. After the 1980s, nature of migration has changed in
Turkey. Immigration movements have turned into so-called transit migrants
and illegal migrants.

Aim: The aim of this paper is to discuss the dimensions of the immigration
and illegal immigration, health status, living and working conditions of
illegal immigrants in Turkey.

Results: There are a total of 11970 refugees in Turkey. Iraq (23%), Iran
(7%), Afghanistan (7%), Moldova (6%), Pakistan (5%) are the main donor
countries. These migrants try to get right for the permanent refugee status
in an EU country. Health status of illegal immigrants can be affected at the
starting point, at the journey and at the destination country where they live
as a stranger. Lack of social justice, poverty, poor living and working
conditions, war, individual or institutional violence, barriers for accessing to
health services, existing diseases are major risks at the starting point. The
health problems before immigration are related to the public health of that
country. In general, violence is common in these countries, political and
economic instability is available. Immigration journey often occur in unsafe
conditions, this is directly related to health. During the journey, falling from
the vehicle or intervention, especially in marine drowning due to bad
weather conditions can be seen. Because of the lack of social rights in the
target country, unawareness of existing rights and due to non-legal position
the illegal immigrants can not utilize heath care. Workers' health in terms of
foreign workers, in accordance with the requirements of capital
accumulation, especially in times of crisis by contributing to the creation of
a reserve army of industry serves as a kind of buffer. Element of
competition created between domestic workers and foreign workers to
bring down the cost of reproduction of the labor force, make cheaper labor
force, cause weakening of the struggle of the working class. Displaced
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people face the most severe humiliations, exclusions and work the most
severe conditions depending on physical exploitations.

Conclusion: Anti-immigration policies should be opposed, all rights of
immigrants, including the right of organization must be supported and the
right of free movement of labor must be defended.

Keywords: Migration, illegal immigrants, working conditions, health.
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Gida Krizi

Isil Ergin, Uzman Hekim, Ege Universitesi Tip Fakiiltesi Halk Saghg Anabilim
Dalr. Izmir, Ttirkive. E-posta: isil.ergin@ege.edu.tr
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Kitliklar tarihte hep varolmustur. 1932’de Holodomor (Ukrayna), 1973’te
Wollo (Etiyopya), 1990larda Koreve 2000’lerde Zimbabwe insanoglunun
yakin tarihe kadar bile giday1 esit paylasamadigini
gostermekteydi.2000lerdeki son donem kitliklar1 azanla tcretler, igsizlik,
artan gida fiyatlar ve gidayi esitsiz dagitan sistemlerin kithgin ve 6limlerin
basta gelen sebepleri oldugunu tekrar gostermekteydi. 2007-2008 arasinda
gida fiyatlart dramatik bir bigimde artmig ve 36 ke ciddi bigcimde etkilenip
yardima muhta¢ olmusut. Bunlardan 21’i Afrikadaydi. 2006-2008 arasinda
kiresel olgekte piring fiyatrlarnt %217i bugday %137, misirda %125
artmusti. Kriz aniden ortaya ¢ikmig gibi gortinliyordu ancak artan gida fiyat
endeksi krizin 2000lerden beri yaklagsmakta oldugunu gosteriyordu. Gida
Uretimi her yil diizenli olarak %2 artmis, niifus buiytime hizi da son 20 yilda
%1.14 azalmisti. Boylelikle nifus gidadan daha hizli artmamisti. Diinya
Gida Programi’nin yiriticli baskani Josette Sheeran’in tabiriyle “Market
raflarinda gidalar bulunmaktadir, ancak insanlarin ceplerinde bunu alacak
para kalmamugtir.”

Oysa gidaya sahip olma, en ilkel mulkiyet haklarindan olmasina ragmen
milyonarlin bu hakka sahip olamadigi ortadadir. (Sekil 1) Gida ve Tarim
Orgiiti’'niin (FAO) 2008 Diinya Gida Giivencesizligi Durumu (State of
Food Insecurity-SOFI) raporuna goére toplam 923 milyon ac¢ insan
bulunmaktadir ve 2007’deki krizle eklenen 75 milyon yeni ag¢ niifusa vurgu
yapilmaktadir. 2009 raporu ise 1,02 milyar a¢ birey oldugunu tahmin
ederken bunun 80 milyar yeni eklenen ac insan wvurgusundan
kacinmaktadir. 2015 hedefleri igin 6ntimiize konulan a¢ insan sayisinin 420
milyona azaltilmasi hedefi artik ironik bir hayal olup gercekligini yitirmistir.
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Sekil 1: Aclik ceken bireylerde 1969-2009 arasindaki degisim (FAO,
2009)

Asya ve Pasifik’'te 642 milyon, Sahra alti Afrika’da 265 milyon ac niifus
bulunmaktadir. Geligmis tilkelerin a¢ ntfuslarinin toplami 15 milyondur.
Ac¢ nifusun toplam nifusa oranlanmasiyla elde edilen degerler
2003’lere kadar azalma yoninde egilim gosteritken ne vyazik ki
2003’ten itibaren yeniden artis yoniinde bir ivmelenme gerceklesmistir.
Bu ivmelenmede gida fiyatlarindaki artis 6nemli rol oynamaktadir. Gida
fivyatlarinin  ozellikle son bes yildaki artisi dikkat cekici boyutlara
ulasmigtir. 2005 yilindaki gida fiyat endeksinin 2008’de neredeyse iki
katina ciktigi gorilmektedir. 2008 sonrasi artista  indeks 300
seviyelerine ¢ikmaktadir. (Sekil 2-3).
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Sekil 2: Sekil 1. Uluslararast pazarlarda gida fiyat indeksinin seyri
(2005-2008)(FAO 2008)
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Sekil 3: Mart 2008- Mart 2010 arasi gida fiyat endeksindeki degisim
(World Bank, 2010).

Toplumlarin beslenme unsurlari incelendiginde diistik gelir grubu ve yiiksek
gelir grubu tlkeler arasinda enerji kaynaklart ve besin cesitliligi acisindan
o6nemli farkliliklarin oldugu gortilmektedir. Gida fiyat artislarinin 6zellikle
hububat gruplarina da kaymasi durumunda yoksullarin etkilenimi ¢cok daha
siddetli olmaktadir. Gelir distiikce gesitlilik daha da azalmakta, krizlerin en
cok etkiledigi gruplar; yoksullar, kadin basli haneler ve topraksizlar
olmaktadir. Yiksek gida fiyatlar reel geliri azaltmnakta, tiiketilen gidanin
miktar ve kalitesi azalarak gida glivencesizligi prevalansi ve malnitrisyon
kottilesmektedir. FAO bu duruma dair sebepleri; arz yonlii(stok diizeyleri
ve Pazar degiskenligi, Gretim kisitlililari, petrol fiyatlar)) ve talep yonla
(biofuel talebi, tiiketim paternleri) glicler ve diger gucler(ticaret politikalrt,
finans pazar)) olarak agiklamaktadir. Diinyadaki aghk tirmanirken,
uluslararast kuruluglarin 1960’lardan beri tarimda o6nerdigi “devrimsel”
¢ozlimler ziraati, zirai ticarete dontstiirmekteki ustaliklarinin sonucu olarak
yerel tohumlarin kaybi, ticari tohumlara, glbrelere, petrolle isleyen
makinelere bagimlilik, su kaynaklarinin azalmasi, topragin tuz oraninin
artmasi ve kullanilan kimyasallarin sagliga zarar vermesine yol acmuistir.

Merkez kapitalist tilkelerdeki 50 milyon {reticinin diinyadaki 3 milyar
koylluyt tasfiye etmeye calistigi arttk daha anlasilir durumda iken, sivil
itaatsizlik haberlerine gosterilerde Kamerun'da 40, Misir'da 8, Haiti'de de 5
kisinin oldirtlmesi bilgisi de eklenir. 6lir. durumdadir. Diinya Ticaret
Orgiti (DTO) tarimda séziim ona “adil ticareti” saglamada temel role
sahiptir ve ciftcilere hiikimet desteklerinin azaltilmasini saglamistir. Fakat
bu arada, her yil tarima verilen 250 milyar dolar diizeyindeki destegin
neredeyse %90t OECD lkelerindeki iftgilere gitmistir. Uluslararasi
dinamikler, gelismekte olan {Ulkelerin, tarimsal driinleri ile dinya
pazarlarinda 6nemli aktorler olmalarini neredeyse sistematik bicimde
engellemekte, tarimdan ve tarimsal tretimden kaynaklanan enflasyonun
yuzbinleri esir almasi uluslararasi anlagsmalarla adeta garanti altina
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alinmaktadir. DTO, ihracat siibvansiyonlarini azaltmayi, pazara girisi
kolaylastirmay1 dayatmis ve

Tim bu dinamiklerden benzer sekilde Tturkiye’de payini almistir. Ekim
2007-Nisan 2008 arasinda 6 ayda pirincte %100, cicek yaginda %123,5,
unda %66,6 ve bulgurda %100 fiyat artisi gergeklesmistir. 1999’da imzalan
stand-by anlagmasi ve 2001 yilinda Diinya bankasiyla tarim reformu
uygulama projesinin (TRUP) imzalanmasini takiben tiitiin ve seker pancari
fiyatlarindaki artis gelmistir. Kriz ve gida fiyat artisalr tesadiifen gelismeyip
sistematik olarak yonetilmektedir. Turkiyenin dusik bir malntitriyon
prevalansi olmakla birlikte, bolgesindeki tilkeler arasinda ac nifusunu
azaltmaya dair hedeflerinden her gecen yil en fazla uzaklasan tlke
Turkiye’dir.(Sekil 4). Kiiresel tarim trlnlerinin Turkiye pazarini fethetmesi
ise Turkiye tarimi, ciftcisi ve gidaya erisim acisindan olumsuz etkiler
doguracak gibi gortinmektedir
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Sekil 4: 2001-2003 yillarindaki beslenme yetersizligi prevalansi(%)(FAO,
2006)
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Food Crisis

Isil Ergin, MD Specialist of Public Health, Ege University Medicine Faculty Public
Health Department. Izmir, Turkey. E-mail: isil.ergin(@ege.edu.tr

Raika Durusoy, MD Specialist of Public Health, Ege University Medicine Faculty
Public Health Department. Izmir, Turkey. E-mail: raika.durusoy@ege.edu.tr

Famines have existed throughout history. Famines in Holodomor(Ukraine)
in 1932, Wollo(Ethiopia) in 1973, Korea in 1990’s and Zimbabwe in
2000s have revealed that mankind has not been able to share food equally
even in recent history. The latest famines in 2000s have again shown that
declining wages, unemployment, rising food prices and unequal food-
distribution systems are leading causes of famine and deaths. Between
2007-2008 food prices have risen dramatically and 36 countries were
seriously effected and in need for help. Among these 21 were from Africa.
Average global prices had risen 217% for rice, 137% for wheat and 125%
for corn between 2006 and 2008. The crisis seems to have evolved
suddenly but it actually had been coming since 2000 with the continually
rising food price index. However food production has risen for 2% each
year steadily and the population growth rate has diminished 1,14% in the
last 20 years. Thus, population has not increased faster than food
production. Josette Sheeran, the head of WFP has phrased this as:
“There is food on the shelves but people are priced out of the market.”

Although the accessibility to food is among the most primitive property
rights, it is obvious that it is not achieved for millions.(Figure 1) In the
report State of Food Insecurity(SOFI) by FAO in 2008, 923 million people
have been declared to be in hunger where the emphasis is made on the 75
million people added in the 2007 food crisis. In 2009 report of SOFI the
number reaches 1.02 billion where the increasing 80 million is no longer
emphasized. The aim to reduce this number to 420 million in the year of
2015 is an ironic dream that no one really believes in.
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Figure 1: The change in the number of people starving between 1969-
2009 (FAO, 2009)

Moreover, the distribution of hunger embraces important inequalities. In
Asia and Pasific 642 milion, in Sub-Saharn Africa 265 million people are in
hunger. The total of populations in hunger in the industrialized world is 15
million. The ratio of population in hunger to the total world population has
shown a small decreasing trend till 2003 but has shown an increase again
since then. The increasing trend has association with the rising food prices.
The rise in the last five years has been tremendous. The food price index
has doubled between 2005 and 2008. In 2008, it almost reaches an index
of 300 (Figure 2-3).
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Figure 2: The food price index in international markets (2005-2008).
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Figure 3: The change in food price index between March 2008- March
2010

When the nutrition aspect of the situation is examined, low income groups
show important differences considering energy sources and food diversity.
As the increase in food prices cover the cereals, the effect of the crisis is
more on poor populations as cereals constitute an important component of
their diets. Food diversity gets lower and the poorest, landless and female-
headed households are the hardest hit. High food prices reduce real
income and worsen the prevalence of food insecurity and malnutrition
among the poor by reducing the quantity and quality of food consumed.
FAO describes the reasons as supply side(stock levels and market volatility,
production shortfalls, petroleum prices) and demand side(biofuel demand,
consumption patterns) forces and others(trade policies, financial markets).
While hunger is increasing in the world, the “revolutionary” solutions
suggested by international organizations since 1960’s have successfully
transformed agriculture to agribusiness, resulting in the loss of local seeds,
the dependence on commercial seeds, fertilizers and machines, the
reduction in water resources, the increase in salt content of soil and health
effects of chemicals used.

As it becomes obvious that the 50 million producers in central capitalist
countries are forcing to eliminate the 3 billion farmers of the world, the
news of civil insurrection come along with the killing of 40 people in
Camerun, 8 people in Egypt and 5 people in Haiti. World Trade
Organisation has the the leading role in achieving the so called “just in
trade” and has inhibited the govermental supports for farmers in
developing countries. But in the mean while, 90% of the 250 billion dollars
of international subvansions each year, have been given to the farmers of
OECD countries. The international dynamics have obstructed the
developing countries systematically from being leading actors of the world
trade for food production and thus have guaranteed the capturing of




216

millions into hunger trap with the inflation resulting from agriculture and
food production.

Turkey has also taken its share from these dynamics. Between October
2007-April 2008 rice prices increased 100%, vegetable oil by 123,5%, flour
by 66,6% and ve bulghur by 100%. The increase in tobacco and sugar
beet prices came right after the stand-by agreement in 1999 and the
Agriculture Reform Agreement with WB in 2001. The crisis and increases
in food prices do not come by chance but are systematically driven. While
Turkey has a low malnutrition prevalence, among the countries in its
region, it is the fastest in rapidly moving away from its targets to lower the
prevalence of malnutrition.(Figure 4) The invasion of world food products
in the Turkish market appears to have negative impacts on the agriculture,
the farmers and the access to food.
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Figure 4: Undernutrition prevalance in 2001-2003 (FAO, 2006)
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Kriz, Parasal Yaptirnm Mekanizmalari
(MEMs) ve Saglik: Yunanistan Olgusu

George Nikolaidis, Psikiyatrist MD, PhD, Ruh Saghgt ve Sosyal Yardim Bélumii
Yoneticisi, Cocuk Istismari ve Inmalini Onleme Calismalar Merkezi, Cocuk Saghg
Enstittisti. E-mail: gnikolaidis@ich-mhsw.gr. geornikolaidis@hotmail.com

Yunanistan, 2010 yili basindan bu yana, tlkenin ekonomik, toplumsal ve
sivasal yasamini buitlin yonleriyle etkileyen ciddi bir mali kriz dénemine
girmistir.

Yunan htikiimetinin varolan krizi ¢zmeye yonelik ana 6nlemlerinden biri,
Avrupa Komisyonu, Avrupa Merkez Bankasi ve Uluslararasi Para Fonu’nun
olusturdugu U¢ tarafli mekanizmaya bagvurmak olmustur. Sonug olarak,
neo-liberal ekonomik yaklasimlardan blyik olgiide etkilenmis bir dizi
tasarruf 6nlemi uygulamaya konmustur. Dogal olarak, saglik sektoriinde
hiikiimetin askiya aldiklari da dahil olmak tizere, sosyal harcamalar, devlet
saglik hizmetlerinin (Yunan Ulusal Saglik Sistemi) yani sira sosyal yardim
fonlart araciligiyla yapilan saglik harcamalarina iliskin olarak yakin
gelecegin cok daha kotimser olacag ongorilerinden ciddi bicimde
etkilenmistir.

Ayni zamanda, giderek yogunlasan bilimsel literatiir, IMF (ama buna ek
olarak Avrupa Birligi, Dinya Bankas! ve Diinya Saglik Orgitii gibi énemli
uluslararasi, gortintste bilimsel orgutlerle birlikte digerleri) gibi Parasal
Yaptirim Mekanizmalarinin (MEMs), etkilenen tilkelerdeki saglik durumuna
etkisini anlatmaktadir. Parasal Yaptirim Mekanizmalari’nin saglik tizerindeki
bu tir etkilerinin bazi ortak zeminleri vardir: (i) Olim ve hastalik
oranlarindaki artisi da iceren dogrudan sonuclar (ii) genel saglk
hizmetlerinin koéttilesmesini, mesleki ve maddi kaynaklarin daralmasini,
temel mal ve hizmetlerin yaygin bicimde 6zellestirilmesini ve bunlarin
boylece, genel niifusun blyik bir bolimi igin yasamsal 6geler olmak
yerine “liks” haline getirilmesini de igeren dolayl sonuclar ve (iii) Ulusal
otoriteler ve hiikiimet organlarina uygulanan, sosyal harcamalarda, Parasal
Yaptinm  Mekanizmalar’'nin ~ miidahalelerinin  resmi  belgelerinde
belirtilenden daha ¢ok kesinti yapmalari konusundaki kurnazca baskilarin;
bu Ulkelerde saglik ve sosyal yardimlar tizerindeki etkileri aslinda daha
kisitlayici politikalardan bile agir olan, déviz rezervleri vb.ni yiiksek diizeyde
tutmalar1 yontindeki strekli baskinin zimni sonuclari.

Bunlara ek olarak, Parasal Yaptirnm Mekanizmalari'nin, ekonomik durumu
goreli olarak daha iyi olan (dustk gelirlilere karsilik geliri orta diizeyde
olanlar gibi) tilkelere miidahalede bulundugu durumlarda, kamu retoriginin
ayirt edici belli kaliplart vardir: Onceden var olan yardim kuruluslarmi
birlestirmenin yani sira, genel saglik hizmetleri sunumunun yapisinin
bozulmasini desteklemek ve sonugta yardim fonlarinin borglarinda
kacinilmaz bir artis, sosyal fonlarin saglik harcamalarina katiliminda, kimi
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zaman bu tir yardimlarin toptan kaldirilmasina yol acan kademeli bir
azalma yaratmak amaciyla “anlasma kosullarinin yaygin sosyal yardim
kapsami yoniinde genisletiimesi’nin ardarda gelmesi bunun bir 6rnegini
olusturur.

Nitekim bu tir kaliplar, Yunan hiikiimetinin, Yunanistan’da uygulanacak
saglik politikalar: konusunda troyka ile imzaladig: birbirini izleyen iki Isbirligi
Memorandumu metninde ¢ok fazla ayird edilebilir niteliktedir. Bu tiir
benzerlikler, Yunan saglik gostergelerini ¢oktan etkilemeye baslamis olan,
dahasi, yakin gelecekte daha fazla etkileme tehlikesi bulunan 6ngorilebilir
sonugclari acisindan tartigilmig ve degerlendirilmistir.

Anahtar kelimeler: Parasal vyaptnm mekanizmalari, IMF, kriz,
Ozellestirme, sosyal sorumluluk, Yunanistan.
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Crisis, Monetary Enforcement Mechanisms
(MEMs) and Health: the Case of Greece

George Nikolaidis, Psychiatrist MD, PhD, Director of Department of Mental
Health and Social Welfare, Centre for the Study and Prevention of Child Abuse
and Neglect, Institute of Child Health. E-mail: gnikolaidis@ich-mhsw.ar,
geornikolaidis@hotmail.com

Since early 2010, Greece has entered a period of grave fiscal crisis affecting
all aspects of economic, social and political life of this country.

One of the main measures to address current crisis evoked by the Hellenic
government was to appeal to a three-part mechanism involving the
European Commission, the European Central Bank and the International
Monetary Fund. As a result, a number of austerity measures have been
introduced heavily influenced by neo-liberal economic approaches.
Naturally, social expenditure including governmental pending on health
sector has been severely affected with predictions for the foreseeable future
to be more and more pessimist on both state health services providing (the
Hellenic “NHS”) as well as the coverage of health expenditure through
social welfare funds.

At the same time, a growing body of scientific literature illustrates the
impact of monetary enforcement mechanisms (MEMs) like the IMF (but
also EU, the World Bank and others along with major international
apparently scientific organizations like WHOQO) in health situation of
influenced countries. Some of the common grounds for such implications
of MEMs on health are (i) direct consequences including increase of
mortality and morbidity rates, (ii) indirect consequences including
deterioration of universally provided health services, shrinking of
professional and material resources and generalized privatization of
essential commodities and services making them, thus, for large portions of
the general population “luxury” instead of vital items and (iii) tacit
consequences having to do with subtle pressure to national authorities and
governing bodies to perform eventually more cuts in social expenditure
than articulated in the official documents of the MEMs intervention,
constant pressure to maintain high level of exchange reserves etc that in
effect inflict even more restrictive policies on health and welfare in these
countries.

Moreover, in the occasions of intervention of MEMs in countries with
relatively higher level of economic status (like middle income vs. low
income ones), there are certain patterns of public rhetoric used to be
identified such as the sequence of “extension of provisos towards universal
social welfare coverage” in order to unify pre-existing welfare foundations
as well as to support the deconstruction of universal health services
provision and then resulting from the inevitable increase in welfare funds’
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debt, a gradual diminishing of social funds’ participation in health
expenditure, sometimes leading to total abolishment of such coverage. As a
matter of fact, such patterns are very much identifiable in the texts of the
two sequential Memorandum of Collaboration that the Hellenic
government had undersigned with the troika regarding health policies to be
applied in Greece. Such similarities are been discussed and assessed in
terms of predictable outcomes that already begun to affect Hellenic health
indicators but furthermore threaten to affect them even more in the directly
foreseeable future.

Keywords: Monetary enforcement mechanisms, IMF, crisis, privatization,
social responsibility, Greece.
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Kamudaki Ozel

Asli Davas Aksan, Ege Universitesi Tip Faktiltesi Halk Saghg Anabilim Dali. Izmir,
Turkiyte E-posta: asli.davas@ege.edu.tr

Turkiye’de saglik reformlari sadece saglik hizmet sunumunda 6zel sektoriin
payinin artmasina degil, kamu hizmetlerinin ticarilesmesine de neden
olmustur. Bu yazida kamu ve 6zel saglik hizmetleri kabaca tanimlanmis,
Tarkiye’de  ozellestirme ve hizmetlerin ticarilesme slirecine kisaca
deginildikten sonra kamu hastane hizmetlerinde 6zel sektoriin varhigi ve
Ozele sermaye aktariminin mekanizmalart gézden gegirilmistir. Devlet,
Turkiye’de saglik alanindaki sorumluluklarini azaltmakla birlikte hentiz
oldukga buylk bir bolimiini Gistlenmekte ama bunu 6zelden hizmet alarak
strdirmektedir. Bu stireg, 1982 Anayasas’'nin 56. maddesinde yapilan
degisiklikle devletin saglik hizmeti gorevinde degisiklik yapilmasiyla ve
1983 wyilinda 2907 sayih doner sermaye hakkindaki kanunda yapilan
degisikliklerle baglamustir.

Kamunun o6zel sektérden hizmet satin almaya baslamasi 6zel sektor
yatinmlarini en fazla arttiran tesviklerden biri olmustur. 1999 yilinda toplam
saglik harcamalar icindeki kamu pay1 % 61,1 iken, 2008’de bu oran %
73.0’a ulasmustir. Tirkiye’nin en blylk bes ilinde 80 hastanede yuritiilen
bir arastirmada hastane yonetim sistemlerinin (%83.8), temizli,k iglerinin
(%81.3), manyetik gorintileme hizmetlerinin  (%60.0), laboratuvar
hizmetlerinin (%42.5) bliytik oranda hizmet satin alma yoluyla yarttildiagi
ortaya konmustur.

Hizmet satin almanin kapsami kamu hizmet sunumunda yapilan
degisikliklerle, cesitliligin arttinlmasiyla  genisletilmistir. Thale, imtiyaz,
sirketlesme, kamu 6zel igbirligi, kiralama gibi yontemlerin ¢cogu Tirkiye'de
uygulanmaktadir. Bu yontemler aslinda birer kamu 6zel ortakhgi
modelleridir.

Tirkiye’de 6zel sektoér bu mekanizmalarla oldukca buyttilmustir. Kamu
neredeyse calisan personel haric bir 6zel sektér kurumu olma yolundadir.
Imtiyazlar, kamu 6zel ortakliklar ve bunun gibi bir cok yasa icerigi
emekcilerle daha anlasilmadan, sermayeye biiyiik olanaklar saglamakta ve
giderek tageronlasan bir saglik sektoriinti olusturmaktadir.

Anahtar kelimeler: Ozellestirme, ticarilesme, halk saghg: hizmetleri.
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Hidden Private in Public Health Services

Asli Davas Aksan, Ege University Medical Faculty Department of Public Health.
Izmir, Turkey E-mail: asli.davas@ege.edu.tr

Health reforms in Turkey have both caused private sector to have more
allocation in the presentation of health services and contributed public
services to commercialise. In this paper, public and private health services
are identified briefly; the period for privatization and commercialization of
health services is shortly mentioned and hereafter the presence of private
sector in hospital services and private capital transfer mechanisms are
reviewed. While government has decreased its responsibilities in healthcare
field, it still undertakes a considerable part of them by receiving support
from the private sector. This period started in Turkey with amendments
such as 56th article of 1982 Constitution which changed the health service
function of the government and 2907th law which made changes in
circulating capital in 1983.

With the initiation of service purchase from private sector, public sector has
encouraged the investments of private sector at the utmost. The rate of
public health expenditure in total health expenditure was % 61.1 in 1999 '
reached to 73.0% in 2008 . At 2006 public purchased almost 30% of
inpatient health services from private. The scope of service purchase has
been extended by revisions in public service presentation and
enhancement of variety. Most methods such as tender offer, privilige,
incorporation, collaboration of public and private and hiring have been
carried out in Turkey. These methods are primarily the models of the
partnership of public and private sectors. Hospital management
information systems(83.8%), cleaning services (81.3)%, magnetic imaging
services (60%), laboratory services (42.5%) was found to be out
outsourced in a study comprising 80 hospital in five biggest cities in
Turkey.

The private sector in Turkey has been maximized by the mechanisms
aforementioned above. The public sector excluding its working personnel
gradually becomes a private sector establishment. Prior to any agreement
with working class, many law contents such as priviliges, the association of
public and private sectors and etc. enable capitals great opportunities and
create a health sector with sub-contracts day by day.

Keywords: Privatisation, commercialisation, public health services.
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