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1. Introduction

Especially since the 1990s health sector has become focus of much reform effort, and similar policy choices seem to emerge in industrialized countries as well as many industrializing countries. While the role of government actors and other national stakeholders are important in understanding these policy choices, it is not possible to explain the emergence of common reform agendas or blueprints without a careful analysis of the growing relationship with global policy circles. This paper focuses on the recent health care reform attempt in Turkey, the so-called ‘Transformation in Health Program,’ and aims to examine the integration of Turkish policymakers and experts into the processes of transnational policymaking. Three theoretical perspectives are discussed in relation to the reform attempts in industrializing countries, namely the ‘imposition’ argument, World Polity institutionalism, and global policy networks argument. While the first approach highlights the relationship between structural adjustment programs and reforms of the social welfare system, and thus defines the relationship with global policy actors in terms of conditionality and imposition, others focus more on consensual mechanisms of policy diffusion. 

A review of Turkish history of reform since the early 1980s demonstrates that each perspective is relevant and useful to explain processes of policymaking in different episodes of reform. However, the third perspective, the global policy networks approach is discussed at a greater length, as it sheds light on the mechanisms of policymaking especially during the 1990s. In order to understand how Turkish policy circles are linked with the transnational level of policymaking, I try to identify various mechanisms of policy learning and diffusion, such as training initiatives, project funding, career movement of key individuals, international meetings, comparative analyses that define policy problems and disseminate best practices, and other collaborative work which significantly contribute to the formation of shared set of normative and causal beliefs as well as a common technical rationality to deal with the major problems. 
This type of in-depth studies of policy processes in individual countries are important to trace the particular nature of interactions between the local, national and global levels of policymaking and their contribution to the emergence of a global health reform agenda. Furthermore, I believe these studies will contribute to the discussions on the ‘convergence’ at the level of policy ideas by demonstrating the extent to which policymakers from different countries have come to share a common perception of the problems as well as the solutions to those problems. Whether this common agenda of reform will be implemented similarly in different national contexts and hence contribute to the process of convergence among the health care systems is another question and it is outside the boundaries of the present work..
2. Transnational Actors and Reform
There are many different explanations of why states carry out policy reform. While some studies focus on various actors and explain the reform attempts as a response to their pressure, some others identify the class structure and economic inequality as major determinants of policy change. A third and very influential perspective puts the emphasis on institutions and procedures and points to the structuring impact of these on policymaking. Many of the analyses of reform, especially the burgeoning sociological literature on reform, do indeed combine different explanations while trying to account for the experience of health care reforms. But, in general terms, they seem to suffer from a one-dimensional view of policymaking: although most studies of reform recognize the influence of global economic developments, they nevertheless focus on the processes of policymaking at the national level. 
However, recently, a cluster of studies has begun to talk about the emergence of multiple layers of policymaking. While research on health reform in advanced industrial countries have provided plenty of evidence of policy learning and considerable traffic in ideas and personnel between countries (Freeman 2000, Lee and Goodman 2002, Walt 2004, Armingeon and Beyeler 2004), cross-national studies focusing on industrializing countries point to great influence enjoyed by international organizations, most notable being the World Bank, as promoters of certain policy ideas. 

Understanding the role of ideas, as Cox (2001) rightly points out, is crucial to explain the emergence of the reform imperative. But this requires more than tracing the spread of certain policy tools or strategies. A broader perspective is necessary to understand the role of policy paradigms in which policy ideas are embedded. Defined as major frameworks that define the goals of policy, the kinds of instruments that can be used to achieve those goals as well as the very nature of the problems that need to be addressed by those policies (Hall 1993:278), policy paradigms help us understand the definitional process in which certain issues are defined as problems that need immediate attention and certain goals are assigned utmost priority. 

Much of the recent literature on welfare state crisis does indeed adopt this wider perspective when explaining the crisis and the subsequent attempts to reform. Many studies point to the rise and spread of the market ideology as a major factor shaping our perceptions of the crisis and the solutions to it. These studies have explored how market ideology has served as a prism through which policymakers perceive existing problems and develop solutions to those problems. Furthermore, the ascendance of economic analyses and the language of economic imperative in public policy have been explained as part of the spread of antigovernment, anti-regulatory sentiment which accompanies the market ideology.

Recent scholarship on health care reform also discusses the role of policy paradigms, or more specifically the market ideology and consumerism, as major factors in understanding the reform imperative
 (Hsiao 1995; Morone 2000; Freeman and Moran 2000; Keaney 2001; Walt 2004; Pollock 2004). Indeed, as can be seen in many of the cross-national research, the very definition of the crisis which all health care systems have been experiencing (i.e. the problem) and the solutions that should be followed to solve this crisis (the reform agenda) reflect the power and influence of the market ideology. While government-provided services are described as ‘inefficient’, ‘inflexible’ and prone to corruption, and the bureaucratic and medically authoritarian ethos that characterized public health insurance systems in the post-war period is seen as part of the problem, expansion of the role of competition, consumer choice and market incentives rather than government control’
 is presented as the only solution which would lead to a more sensible control of costs and allocation of resources.
 At the same time, professions are increasingly portrayed as ‘bastions of privilege’ and as ‘self-interested individuals who treat their clients as means to the end of utility maximization’ by the New Right in Britain
 and the US (Keaney 2001: 161; Marmor 1998).


Looking at the popularity and predominance of this paradigm, many studies began to talk about a process of convergence among health care systems as similar solutions were developed to solve similar problems experienced by advanced industrial countries. But more interestingly, this paradigm and the health reform agenda rooted in this paradigm were not simply discussed within the confines of Europe and the US. A growing number of studies demonstrated how it has spread non-stop to industrializing countries which have to cope with different problems in their health care systems. Often conceptualized in terms of an ‘epidemic of reform’, the shared need to reform the health care systems to reach the same goals by using similar policy tools is often explained as a result of a process of rational convergence. This paper, by focusing on the different mechanisms through which particular ways of perceiving the problems and solutions spread among countries, aims to challenge this rational convergence argument by examining different processes of policy learning. Three perspectives can be identified here which point to very different mechanisms. 
a. Conditionality and Policy Diffusion

A common theme especially in the reform literature focusing on industrializing countries is the role of international pressure to adopt certain policy tools. Naturally, this leads to an emphasis on the decisive influence of international organizations in national policymaking through mechanisms of conditionality. Among various international organizations, particular attention is paid to the International Monetary Fund (IMF) and the World Bank, and to a lesser extent the bilateral agencies, which have intervened in the crisis-ridden countries by offering loans (and rescheduling debts) as well as recommendations that included various macroeconomic policy adjustments such as financial sector and corporate restructuring, governance and competition policies, current-and capital-account liberalization, and the strengthening of social safety networks (Kim 2005). These mechanisms of conditionality and debt restructuring have been widely discussed in terms of their implications for social welfare such as limiting public expenditure on social services and weakening public responsibility in social matters. More specifically, in health policy, they are considered as among the major factors that shape the formulation and implementation of health care reforms in many industrializing countries.

Among these mechanisms of conditionality, the health reform literature has specifically focused on the structural adjustment programs (SAPs) and extensively discussed their implications in terms of draining scarce resources that would have spent on social services including health care (Dejonj 1995, Sahn D. 1995, Gonzales-Block 1997). Cross-national studies focusing on developing regions draw attentions to the increasing debt burden that seriously erodes the financial viability of nation states: as debt servicing takes an increasing portion of their budgets, developing countries find it extremely difficult to allocate sufficient resources for the health sector (Lee and Goodman 2001; Sen 2001; Islam and Tahir 2002: 167). In sum, in many regions (Africa, Eastern Europe, CIS, Latin America) the role of structural adjustment programs (SAPs) and the mechanism of conditionality are described as constituting an imposing framework within which the national health sector reform is formulated and implemented (Sen 2001). These international agencies are also supported by many NGOs carrying out different projects in developing countries in terms of laying down the rules of engagement in borrowing countries. 

A major defining feature of this ‘imposition’ argument has been the portrayal of the nature of the unequal relationship that exists between the two sides: while national governments are considered as passive recipients of aid and advice, agency is assigned to the international organizations in terms of formulating and closely monitoring the implementation of reform packages. This situation has led many scholars to investigate the reasons behind international organizations’ involvement in social policy issues. One explanation, from a functionalist standpoint, defines the growing interest of these organizations on mechanisms of social protection and social assistance as a necessary component of economic globalization. As Rodrik (1997) and Garrett (1998) point out, reform of the welfare system has been perceived as a way to mitigate the negative influences of the market integration and liberalization by compensating for those who are adversely affected by these processes. The content of the reform proposals - ‘the strengthening of individual responsibility’ alongside an emphasis on ‘targeted assistance to the truly needy’ as well as the ‘scaling-down of social insurance to strengthen private insurance’ and decreasing public spending- seems to provide some evidence for this argument as the public responsibility has been redefined in light of focusing the scarce resources and targeting the poor. 

While the ‘imposition’ argument seemed to be popular especially among the critics of globalization and international organizations from the left, more recently a different line of thinking has emerged focusing on different levels of social policymaking and international diffusion of policy ideas or common models. Several clusters of studies can be identified here which try to explain why states have initiated reforms and adopted very similar reform programs. Such prevalence of common agendas has led some of these studies to conclude that there is converging patterns in health policymaking.
b. World Polity Institutionalism

The interaction with the transnational level of policymaking need not be considered solely in terms of conditionality. By the late 1970s and early 1980s an alternative approach that attracted attention to the consensual mechanisms and processes of policy diffusion has emerged. Generally called ‘World Polity Institutionalism’, this approach emphasizes the role of world-level cultural models that push all countries toward the adoption of common objectives, forms, and practices (Goodman and Jinks 2003: 1757). According to the major proponents of this approach, regardless of their relative positions in the world economy or their domestic characteristics, the statemakers adhere to world-wide cultural frames, including the institutional features of the ‘modern’ societies (Meyer et al 1979: 51-53). Therefore, the recommendations and policy proposals offered by international organizations may spread quickly across nations, not because they are imposed but because they are associated with what is considered as modern. 

Rather than the experts and their formal and informal interactions, the proponents of this approach focus on the ‘isomorphism’, i.e. the prevalence of structural similarities between states. From this perspective, convergence of policy content or common attributes of health reform agendas can be explained in terms of the enactment of the global model of health care reform by individual states which are conceptualized as rational actors whose identities, structures, and behavior has been shaped by worldwide cultural and associational processes (Meyer et al. 1997: 173). Accordingly, just like constitutional forms or public educational systems, nation-states adopt similar universalistic welfare systems aimed at redressing economic disparities (Goodman and Jinks 2003: 1760). For the developing world, this implies imitation of the models developed in the advanced industrial world. Thomas and Meyer (1984) cite Collier and Messick’s  (1975) study which demonstrates that after 1920 social insurance programs spread rapidly from the European countries to many nations at all levels of development. 

Last but not least, this perspective explains policy divergence at the level of implementation through ‘decoupling’, which highlights the disconnect between local circumstances and universally applicable global models: indeed the global models do not reflect functional requirements or local cultural values and are not sensitive to context. In other words, ‘states adopt the high forms of world culture without closely linking these forms to practice’ and therefore it is very difficult for them to implement these policies, at least in the form they are received (Goodman and Jinks 2003: 1760).  

c. Global Network Model and Epistemic Communities

World Polity Institutionalism has been criticized for failing to specify precise mechanisms of transmission from polity to polity (Skocpol and Amenta 1986). This gap has been filled by studies which identified a global policy network as the major factor facilitating the diffusion of policies among polities. 

Organizing their discussions around the concept of ‘epistemic communities’ this cluster of studies explains convergence in health reform agendas in terms of the emergence of a ‘global elite’ situated in and around international organizations as well as the academia. The most authoritative definition of epistemic communities is developed by Haas as ‘a network of professionals with recognized expertise and competence in a particular domain and an authoritative claim to policy-relevant knowledge within that domain’ (1992: 3). Adopting this definition, some scholars explore how epistemic communities function and participate in the processes of social policymaking (Lee and Goodman 2002:116, Walt 2004
). This implies identifying the interconnections among policy-makers within and across countries and tracing  various mechanisms of policy learning and diffusion, such as training initiatives, project funding, career movement of key individuals, international meetings, comparative analyses that define policy problems and disseminate best practices, and other collaborative work (Lee and Goodman 2002:116). These mechanisms, proponents of this approach argue, significantly contribute to the formation of shared set of normative and causal beliefs as well as a common technical rationality to deal with the major problems. 

But how do epistemic communities translate this common rationality to political influence? According to Beyeler epistemic communities become major policy actors in two ways: by diffusing ideas and thereby influencing the positions of a wide range of actors, such as bureaucrats and decision makers, as well as the general public, and secondly by acquiring bureaucratic positions and exerting a direct influence on policy design (2004: 4). Thus, national policymakers integrated to these communities are considered as part of this elite while also serving as their targets. In a study focusing on health financing, Lee and Goodman identify such an elite who dominates policy discussions through its control over the terms of the debate as well as the financial resources (2002: 103). The authors list key individuals and institutions at the global level who serve as promoters of common policy models in reforming health care systems. Thus, they explain the emergence of a single health reform agenda (limiting their analysis to financing) with the influence of this elite rather than a ‘rational convergence of health needs and solutions’ (2002:116).
 

Most empirical work done so far has not demonstrated to what extent elites in industrializing countries are integrated into policy networks. Yet, a quick glance at the reform discussions in industrializing countries and their participants demonstrates that through mechanisms such as training initiatives, international meetings as well as collaborative work, policy circles in the industrializing countries are gradually becoming members of these epistemic communities. Furthermore, the interactions among the experts seem to grow exponentially as can be seen in the emerging literature on health reform attempts in the industrializing world. The same key individuals, who have dominated policy discussions in the advanced industrial countries, are now writing extensively about reform experiences in the industrializing countries, often paired with one or more experts from the respective countries. 
But do these policymakers and experts from industrializing world participate in the epistemic communities on equal terms? This is a major question that requires further theoretical elaboration and empirical research, but one preliminary answer is provided by the global networks approach. Pointing out the inequities in power relations among different actors in a ‘circumscribed ideological universe’ (Buse et.al. 2002: 259), some proponents of this approach have argued that the power dimension within epistemic communities or the world polity should not be overlooked, as it is the policy experts in key institutions, such as the World Bank, Harvard University or LSHTM, who have controlled the terms of the debate and/or the financial resources. In this context, the experts from industrializing countries have played a minimal role in policy debates, except as targets or students of international policy coordination. But, as we will discuss in the section on the Turkish reform attempt, careful analyses of the career movements of key individuals and their participation to the development of a global language of reform are necessary to conclude that all participants from the industrializing world are junior partners. 

International Organizations as Facilitators of Global Models

Such analyses focusing on epistemic communities have also shed new light on the role of institutions such as the World Bank, World Health Organization, the OECD and the European Union as proponents and facilitators of the ideas and discourses of reform. These studies have filled an important gap, in the health reform literature, in terms of explaining how these institutions facilitate the formation of epistemic communities in addition to their traditional roles of gathering and evaluating cross-national health information. 
The World Bank

Among these institutions World Bank is the most referred and fiercely discussed one in the health reform literature. It has been argued that especially since the mid-1980s, its influence in terms of delivering ideas, analyses and prescriptions that could frame discussions on national policy developments has grown substantially. Lee and Goodman described the Bank as playing the ‘lead role’ in influencing policy debates with its technical expertise and financial resources (2002: 107). Here, we will not go into much detail, but it suffices to say that with its publications in the area of health reform starting with the 1985 report ‘Paying for health services in developing countries: an overview’ and Financing health services in developing countries: an agenda for reform
 (World Bank 1987), the World Bank has emerged as a major hub for developing and promoting policy ideas. Its role as an ‘agenda-setter’ became more evident with the 1993 issue of the World Development Report which was fully dedicated to health financing as well as its combination with health delivery (World Development Report 1993: investing in health). This report has been extensively discussed in the health reform literature as providing a blueprint for reform in health services. 
The Bank’s interest in health care continued with its major publications on development, role of the state and the social dimension of globalization. Especially in the industrializing countries the Bank has had enormous influence in the debates regarding the proper boundaries between the state and markets in health care, and the redefinition of the role of the state in the 21st century
 (see WDR 1997).

But how exactly can we describe the nature of the relationship between the individual countries and the World Bank? A growing body of research answers this question by pointing to the Bank’s influence in terms of soft or consensual mechanisms. While its position as the promoter of new concepts and ideas has been well established since the publication of the World Development Reports of 1993 and 1996, which were also supported by working papers and country reports, the Bank has tried to expand its influence through its network of personal and institutional ties to government officials, policy communities, think tanks and research institutions. By constituting an important node in this network, it played a formidable role in the establishment of epistemic communities in health policy (Lee and Goodman 2002). An important mechanism in this regard, as Collins et.al. (1999) point out, has been the support given to foreign study and visits exposing policy-makers from industrializing countries to World Bank’s compatible experiences and approaches to health sector reform.

For instance, in the context of Central and Eastern Europe (CEE) and Commonwealth of Independent States, Shakarishvili defines this relationship between the Bank and the reforming governments in terms of a ‘teacher-pupil’ type of relationship, whereby the governments follow recommendations by external partners without questioning their validity or appropriateness for the local context (2003b: 10).  Looking at health reform initiatives in the CEE as well as Latin America
 many scholars have described the policy process as simply consisting of the application of the orthodox neo-liberal blueprint developed elsewhere (Walt 2004: 204; Lloyd-Sherlock 2005: 1901). 
World Health Organization

Similar to the World Bank, World Health Organization (WHO), its regional offices as well as other UN agencies, such as UNDP and UNICEF, also began to develop their expertise in health sector reform during the 1980s, though in general they were regarded as ‘low-key players’ (Lee and Goodman 2002: 109).  However, while UNDP was important in highlighting the links between poverty, social exclusion and health and UNICEF’s earlier work focused on health care financing
, WHO remained focused on ‘administration and management’, which partly explains the loss of prestige and effectiveness suffered by the latter. During the 1990s, health care reforms and sector-wide approach to the problems of the health systems occupied the center stage in these international institutions, with new attention directed at the organization of health care systems (insurance schemes, incentive systems, delivery and payment mechanisms as well as regulatory structures). The studies and projects carried by the regional offices of the WHO such as PAHO in Latin America and the European Observatory on Health Care contributed to the accumulation of expertise in these institutions which proved useful in shaping the health policy debates taking place in national contexts. But, they could hardly change the perception of secondary status in leading the health policy debates internationally.

The OECD

OECD is another international organization, whose role has been more widely discussed in the welfare state literature. While economic performance has constituted its major area of expertise, since the 1990s it has begun to consider questions of social policy, though again from the point of view of their economic implications (Armingeon 2004). This focus on the economic dimension is translated into an approach to the welfare state which, as Armingeon points out, defines it as a burden for the economy (2004: 229). On the basis of various reports prepared by its staff
, the organization has emerged as a major proponent of the welfare state retrenchment (Ranade 1998: 196-7; Armingeon 2004). 

In health policy too many people have begun to refer to the OECD as an influential actor in setting the agenda in health care reform in liberal economic terms. Much of the recent analyses that focus on the organization demonstrate that it has proved significant in shaping the discussion on ‘right’ and ‘wrong’ health reform strategies: it has commissioned researchers to gather comparable statistics for socio-economic variables, evaluated national experiences in the light of best practice, and delivered analyses and recommendations on the basis of this information. Also benefiting from its image of ‘a scientific, politically neutral authority’, it has encouraged the development of epistemic communities by bringing researches together in various projects and organizing meetings which serve as a forum for creating and sustaining expert communities that come to share a common value system and a common language leading to increased policy coordination (Marcussen 2004). 

However, recent studies on OECD and its role in international policy community increasingly call into question its efficacy in terms of producing blueprints which are then easily applied in member counties.  It has been argued that the direct influence of the organization on policy convergence is difficult to prove since it is difficult to trace changes in national policies to OECD recommendations: its role cannot be distinguished from the role played by other international and supranational organizations; purely domestic concerns may underlie reforms, and the organization has no severe sanctions at its disposal (Armingeon 2004). Nevertheless, its role in terms of framing the goals and visions of global policy elite as well as domestic policymakers is indisputable.
The European Union

One other institution which has been frequently referred to as a major player shaping the health policy discourse in health reform studies is the EU. Despite the absence or weakness of direct EU health-policy competences, many scholars argue that the Union and its various institutions
 have proven to be effective in gradually developing a European dimension and introducing this dimension into national policy discourses as well as constituting a forum for policy discussions between governments, experts and professionals (Steffen 2005). For instance, in terms of gathering, evaluation and dissemination of health-related data the Statistical Office of the European Communities (Eurostat) has been quite important. Furthermore, the Commission has facilitated the formation of epistemic communities by initiating and fostering EU-level policy discourses between experts, professionals and governments from all Member States (Lamping and Steffen 2004). Accordingly, it has established health-policy networks and helped building supporting coalitions, thus contributing to the accumulation of knowledge and expertise at the EU level (2004: 18). However, the Europeanization of health policy is an ambivalent and extremely complex phenomenon characterized by harmonization in some areas and predominance of national policies and priorities in others. Especially for candidate countries, such as Turkey, which are trying to restructure their political and economic systems in the road to full membership, the influence of the European health policy is negligible. 
3. Turkish Health System and Its Reform 
3.1. Description of the Health Care System 

In recent welfare state literature, Turkish welfare system has been considered as similar to South European welfare regimes in many respects (Gough 1996). Buğra and Keyder, in a recent article, explain this categorization in terms of the existence of a fragmented and hierarchical system of a corporatist character which, until recently, can be described  with the following features: combined health and pension benefits; a labor market structure in which self-employment, unpaid family labor and informal employment practices are prevalent, and the important role played by the family in a social security system which is unable to reach some vulnerable populations (Buğra and Keyder 2005: 212). Indeed, as of 2003 only 48% of the workforce had social insurance and around 11 million people (that is 52% of the workforce
) could not formally be recorded and hence were not covered with public insurance.

Although the role of the state has been central in the provision of public services such as education and health, public spending, as a percentage of the GDP, in Turkey has been among the lowest among the OECD countries. The percentage of public spending on health remained around 5%, only slightly increasing by 2000 to 6.6%, and much of this spending was directed towards curative services (89.1%), whereas only 6.1 % was spent on public health (National Health Accounts Study 2000)
. Such an unequal distribution of resources was also reflected in lower priority assigned to public health in national health documents.
 As a recent international report underscores, tackling inequalities in health has not been an explicit goal of national health policy in Turkey, which seems to be more focused on solving problems with financing and delivery of health services (Social Situation Observatory Report for the European Commission 2005: 161).

Among the three main sources of health care financing, i.e. state budget, social security institutions and direct payment by the individual patient, most of the funding is expected to come from contributions paid by people working in the formal sector and their employers. The social security system was established gradually. In the immediate aftermath of the Second World War, the debates on social security found their reflection in social policy debates in Turkey. Especially the publication of the Beveridge report in 1942 was covered extensively in the Turkish newspapers and initiated a debate on social security (Buğra 2006).
 A major consequence of these debates was the gradual acknowledgement of the need for state intervention to alleviate poverty and create a social security system. Accordingly, closely following the establishment of major welfare programs in Europe, the Ministry of Labor was established in 1945, which was followed by the social security fund for the workers, the Social Insurance Institution (SSK) in 1946, and the Retirement Chest (Emekli Sandığı) for civil servants in 1949. These were designed as funds which collected contributions on occupational basis. 
During 1970s and 1980s compulsory social insurance was expanded to cover the rest of the population, through establishment of separate funds for the self-employed (Bağ-Kur) and for the agricultural workers, and finally the self-employed in the agricultural sector. Significant differences existed among these funds in terms of the premium rates
, benefit packages and co-payments
 as well as the quality of the services
 provided by health care institutions, which constituted one of the major reasons for reforming the health sector. 
Although the five funds were designed to cover the whole population, in practice gaps in health insurance remained significant and large segments of the population lacked adequate health insurance or any other form of financial protection.
 To deal with these gaps in health insurance, a scheme for the poor was established in 1992 with the name of ‘Green Card’ whose beneficiaries rose to 13 million by 2004 (and went down to 11 million as a result of recent reforms in record keeping aimed at preventing abuse). Green Card scheme was originally designed to cover in-patient care but recently it expanded to cover outpatient care. Yet, despite these attempts to establish universal coverage, on average 14 million people (20% of the population) are still thought to have no coverage under any scheme (National Health Accounts 2002).


Employment structure in Turkey, i.e. large traditional sector and unpaid family employment leading to growing informalization
, has been pointed as one of the major reasons for this persistent problem of coverage (World Bank 2005: iv). Additionally, low compliance in terms of paying the premiums, especially within the social security plan for the self-employed (BağKur), was identified as an important factor (World Bank 2005: 67; Buğra and Keyder 2006)
. 

Until recently, there was no clear separation between purchasers and providers in the Turkish health care system. While the Social Security Institution (SSK) had owned and operated its own hospitals; others such as the Fund for the self-employed (Bağ-Kur) or the Retirement Fund bought services for their members.
 But, as already been mentioned above, there were significant inequalities in terms of both the quality and quantity of the services provided. This system, which reflected the conservative corporatist ethos in both financing and delivery of health services, ended up creating a three or four-tiered structure in which the civil servants were at the top, with highest levels of satisfaction, as they were able to receive high quality services with low waiting times. Workers and self-employed, on the other hand, had access to crowded, low-technology hospitals providing low quality health services. As a result, confidence in public provision of health services declined significantly among the latter, and more and more people looked to private sectors’ increasing involvement in service delivery as a solution to the recurrent problems of the public system. 

3.2. Reforming the System

Reforming the health sector has been on the agenda of successive governments since the 1980s. The year 1980 represents a turning point in Turkish history as the intervention of the military significantly transformed the mechanisms of policymaking. On the one hand, almost all party and union leaders were arrested and many political parties were closed. On the other hand, civil society participation in policymaking was drastically curtailed with the pressure on unions and other interest groups, including the Turkish Medical Association (TMA)
. Furthermore, with the military coup and the subsequent 24 January decisions, a new era of liberalization and deregulation has opened in the Turkish economic system. 
The implications of these changes in the broader policy framework can be traced in the health sector which witnessed ‘active privatization’. The Özal governments adopted a more ‘neoliberal’ perspective which viewed health care and social security as ‘services whose price would be determined in the marketplace on the basis of the principles of supply and demand’ (Akdur 2003: 30). Major reform attempts in the health system took place between 1986 and 1989 when the government adopted the ‘Basic Law on Health Services, the Education, Youth, Sports and Health Taxes Law’. This law, which has been described as the ‘first attempt to adapt the health sector to the new market economy’ by the European Observatory report (2002), defined the first steps in establishing a universal health insurance scheme and proposed to decentralize state hospitals and allow them to employ their own personnel (2002: 93). However, it was overturned by the Constitutional Court and thus has never been implemented. The issue of general health insurance has, nevertheless, remained on the agenda through the 1990s up until the present.

The end of the 1980s and the early 1990s witnessed preparation for major reform. Between 1988 and 1993, the Ministry of Health (MoH) was active in implementing a national health policy and a program of health care reform (part of the financing of the planning of this reform came from the first health project with World Bank). The prime minister of the time, Turgut Özal, inspired by Thatcher’s reform initiatives in the UK
, asked the State Planning Organization (DPT) to prepare a national health policy document. State Planning Organization contracted with Price Waterhouse for a report which would examine the current state of the health care system and propose a reform agenda. This represents one of the first instances of close collaboration with global policy circles. 
At around the same time, the Ministry of Health (MoH), seemingly very determined to carry out a consistent and comprehensive reform of the health care system, initiated a process whereby the recommendations of the previous studies would be considered together with the analyses of current problems. Accordingly, a special project unit (Policy Coordination Unit-PCU) was formed within the Ministry which would be responsible for carrying out the World Bank projects and reform activities. With the help of some funds from the First Health Project (part of a World Bank loan) several studies were carried out analyzing the health care financing and expenditure; the healthcare delivery system; the knowledge, skills and attitudes of professionals, etc. 

The final stage of the preparation of a National Health Policy document has taken place in 1993 with the organization of a major meeting. With wide participation of major interest groups, the National Health Congress was organized with purposes of discussing the draft document which was prepared by integrating the committee reports, various options, policy experiences of other European countries, and the advices of the WHO. The final draft of the document was then sent to the WHO Regional Office for Europe which contributed by sending its comments on the format as well as the content such as targets and principles of reform. Taking these comments into consideration, the National Health Policy of Turkey was finalized and published in April 1993 (Ergör&Öztek 2000:5). 

The reform proposal, which was prepared alongside the policy document, was a comprehensive package consisting of changes in health care organization (delegating Ministry of Health powers to regional health administrations), funding (establishing a universal health insurance organization to cover the uninsured population based on income-related actuarial premiums, with exemptions for low earners), delivery (introducing a gatekeeping general practitioner model for primary health care in urban areas), human resources and management information systems.
 However, just before these components were about to be discussed at the Council of Ministers in May 1993, President Özal died, leading to substantial changes in the political arena, including a new Prime Minister and Minister of Health, and overhaul of the civil service. The reform attempt died in the committees of the Turkish Parliament. 
All these attempts at reform failed, but nevertheless, they provided the policymakers with an agenda of reform which would be revived whenever a government decided to carry out reform in the health care system. For instance, when in 1996, as the Prime Minister Çiller decided that a reform like the one initiated by President Clinton would solve the problems of the Turkish health care system, a very similar reform proposal that aimed to create a general health insurance was announced.
 However, no major change took place until the recent ‘Transformation in Health’ initiative. 

‘Transformation in Health’

Right after it won the majority of the votes in the general elections and formed a single-party government in late 2002, the Justice and Development Party (JDP in short, AKP or AK Party in Turkish) announced a ‘fundamental restructuring of the public administration' as one of the major goals of the new government. Health sector reform was part of this agenda of ‘modernizing’ and ‘decentralizing’ the public administration. The JDP has argued both in its election manifesto and later in the 58th and 59th government programs that the existing health system has become inaccessible, inefficient and unresponsive to the growing needs, and the costs have been increased due to corruptions within the system.
 Claiming that effective, accessible and high quality health system is indispensable for a vigorous society and that the satisfaction of the basic health needs of everybody (with co-operation of the private sector, when necessary) is one of the basic responsibilities of the state, JDP government announced its reform program, ‘Transformation in Health’ (Sağlıkta Dönüşüm Programı SDP), in December 2003. 

Announcing the central objective of the reform as ‘establishing a high quality and effective health system which everybody can access’, the program listed as its main principles ‘human centrism, sustainability, continuous quality improvement, participation (of all stakeholders), reconcilement, volunteerism, division of power, decentralization and competition in service’ (2003: 25-26). In comparison to the previous reform attempts, the program represented a very comprehensive plan which envisioned changes in the organization, financing and delivery of health services. The main components of the program can be summarized as follows:
• Restructuring of the Ministry of Health to enhance its core functions of setting priorities, developing policies, defining standards, controlling and ensuring quality and managing public health processes, including preventive services;

• Introducing compulsory statutory health insurance for the whole population, with the possibility of supplementary voluntary health insurance operated by private insurers;

• Increasing access to health care by making use of private facilities where necessary, strengthening primary care services and family medicine, improving the referral system and giving institutions more administrative and financial autonomy; 

• Improved and more appropriate training for doctors, nurses and administrators and better incentives to encourage a more even distribution of personnel across the country;

• Establishing a school of public health and a national quality and accreditation agency;

• Supporting more rational use of drugs and medical devices through the establishment of a national drug agency and a medical device agency; and improving health information systems.

Quite similar to social health insurance reforms proposed in other national contexts (many Latin American countries, Indonesia, Malaysia, Philippines, Vietnam as well as countries of Central and Eastern Europe), Transformation in Health (SDP) envisions separation of financing of care from its provision, creating an independent agency for managing the health insurance fund and financing a basic package of services through a dedicated payroll tax (DiMcintyre et.al. 2003; Savendoff 2004). Besides the content, Turkish government also seems to be sharing the objectives of reforms with many developing country governments, namely improving the equity and efficiency of health care resource use.
Justice and Development Party, from the very beginning and in various areas, seems to have accepted the idea that private enterprise is more efficient than public enterprise and is better equipped to respond to all these pressures.
 This was also reflected in the reform program for the health sector as it clearly announced that the new system would be based on provision of health services through competitive for-profit delivery systems based on public financing. Yet, faced with fierce criticism of representatives of physicians and unions of health professionals who denounced this program as a clear privatization attempt, how far the government can go to realize all these objectives remains to be seen. Yet, until the time of this writing (Summer 2007), government has been working hard to implement different parts of the program, though it had to revise its original deadlines as a result of the setbacks created by the High Court which annulled a considerable section of the law reforming the social security system.
4. Turkish Health Policy in a Globalizing World

4.1.Conditionality and Reform
For many critics of reforms in the Turkish welfare system, the reform imperative can simply be explained with the pressures of the IMF and the World Bank. Especially, after the announcement of the ‘Transformation in Health’ program, the unions with different ideological orientations (SES, DISK (Dev Sağlık İş), Hak İş, Türk-İş) as well as the Turkish Medical Association described it as ‘The IMF’s and World Bank’s program’. At every instance, they highlighted the similarities with health reforms in Latin America or Eastern Europe carried out with funds from the World Bank, and tried to discredit the Turkish reform as simply being a copy of the IMF-World Bank blueprint. 

Although this is an over-statement of the influence of the IMF and the World Bank, it encourages us to examine the mechanisms through which these institutions influence the policymaking in the Turkish context. Turkey’s relationship with the IMF dates back to the mid-1940s when Turkey had to implement its first devaluation. Since then Turkey continued to borrow from the institution mostly to deal with the balance of payment crises, and implemented adjustment programs and reforms aimed at correcting the problems underlying the balance of payments difficulties. These included diverse policies aimed at containing inflation, reducing public debt, privatization of state economic enterprises, or carrying out institutional reforms to strengthen the financial system. 

The IMF has also played a very important role in Turkey’s transition from the planned to the market economy. Since the early 1980s, not only it has provided funds, but also served as a major actor which monitors the implementation of necessary reforms. Through the mechanism of conditionality, the institution has shaped the reform agenda and strictly monitored the steps taken in the implementation of this agenda. 

In health care, we can talk about indirect and direct mechanisms of pressure. As the history of Turkey’s relationship with the IMF demonstrates, the Stand-by agreements with the IMF and the Memoranda of Economic and Financial Policies that are prepared by the Turkish governments have constituted a general framework within which health care reform is formulated and implemented. Objectives of reforms are defined in line with the economic policies, and perhaps more importantly, health care systems are considered simply as one field of economic activity. In this framework, public expenditure on health is viewed as part of the problem, and the solution involves reducing these expenditures, which results in deepening the problems in health care systems by draining scarce resources from it. 

However, the IMF’s intervention in health is no longer confined to its role in rising public expenditure. More recently it has started to include more specific demands pertaining to the health sector in the stand-by agreements. In addition to setting overall targets for reforms such as ensuring the financial sustainability of the Universal Health Insurance fund
, the organization has also intervened in the policy design. A major example of this can be seen in the recent ‘Fifth Review and Inflation Consultation under the Stand-by Agreement’ which discusses ‘implementing the new pension parameters in a timely way and controlling health spending pressures’ among the major structural fiscal reforms (2007: 22). Here, pensions and health are considered together and reform comprising these two fields is regarded as essential to securing Turkey’s medium-term public finances. However, expanding the boundaries of reform, as IMF recommends, to cover the whole social security system including pensions, health insurance as well as social assistance has been hotly debated among the policy circles in Turkey and many people voiced their concerns that any failure would imply the end of reform of the social security system altogether. The critics also argued that these sectors were very different, involving different sectors and diverse actors, which would make the planning of the reform as well as its implementation very problematic.

Although the section on social assistance has been postponed, the JDP government has not taken these criticisms into consideration and insisted in combining the reform of pensions and health insurance under one law, which, as some of my interviewees confirmed was done in response to the pressures of the IMF. Pension reform fared high among the priorities of the IMF and health care was included in the agenda as a positive item which would tame the negative perception of the reform. Unfortunately, this decision has proved costly as the High Court has annulled major pieces of the law, mostly related to pensions, thus preventing the implementation of one of the central pieces of the ‘Transformation in Health’ program, the Universal Health Insurance.

The IMF and the World Bank are treated as very similar organizations by the critics of the recent reform in Turkey. Looking at the four projects financed by the World Bank since 1987, one way to describe its influence is in terms of conditionality. As one of my interviewees points out, the World Bank is ‘just like any bank’ and its motivations can only be explained as ‘ensuring that it will get its money back’. However, as we will discuss in the last section, the World Bank has tried to shape the health reform agendas of many countries not simply through mechanisms of conditionality, i.e. putting conditions in the agreements and then monitoring their implementation, but also through its accumulation of technical information as well as expertise on particular policies.  Ideas and discourses acquire force when they find ‘organizational means of expression’ (Hall 1986: 141) or when their diffusers are conceived as actors with expertise and policy-relevant knowledge (Beyeler 2004: 7) and World Bank seems to be aware of this as its influence in terms of delivering ideas, analyses and prescriptions that could frame discussions on national policy developments has grown substantially since the mid-1980s.  
4.2. Global Modeling
Instead of pointing to the pressure of international organizations, ‘World Polity Institutionalism’, highlights the more consensual mechanisms of policy learning and diffusion. This perspective explains the adoption of similar policies by different countries with the role of world-level cultural models or high forms of world culture. From this perspective, the emergence of a global health reform agenda can be considered as one such ‘world level cultural model’ which is then adopted by countries at different levels of development. Furthermore, adoption of this model or agenda would eventually lead to convergence among different health care systems since this process would push all countries toward the adoption of common objectives, forms, and practices (Goodman and Jinks 2003: 1757). 
When considered in the Turkish context, this approach seems to be useful to the extent that it highlights the motivations of governments, and more specifically, the political leaders, to adopt the institutional features of ‘modern (Meyer et al 1979: 51-53) or more developed societies. This perhaps is an underlying motive in many reform attempts, especially in the context of industrializing countries. ‘Catching up’ with the modern societies has been a common theme in many reform attempts in Turkey and it has provided a major justification for significant policy change. For instance, in the late 1980s and early 1990s, President Özal decided to carry out a fundamental restructuring of the health care system after he has observed Thatcher when she was trying to reform the NHS. Similarly in mid-1990s, Tansu Çiller, the prime minister, followed President Clinton’s example in the US, and considered health reform as a major achievement for her government. 

However, while this approach provides one explanation of why governments carry out reform, it does not offer a discussion of the mechanisms through which policy ideas spread. Meyer et. al. (1997) mentions worldwide cultural and associational processes as factors which shape the identities and behaviors of ‘statemakers’ but they fail to substantiate what these cultural and associational processes are. This gap has been filled by the global network analysis which will be discussed in the next section. 

4.3. Linking to the Global Network

One major contribution of the global network model has been to explain ‘how’ the national policymakers are connected to their counterparts in other countries and how they, altogether, construct a popular reform agenda. To be able to identify the interconnections among Turkish policy-makers and their counterparts and to see to what extent they have become members of the epistemic communities concerned with health care reforms, I have examined various mechanisms of policy learning and diffusion, such as training initiatives, project funding, career movement of key individuals, international meetings, comparative analyses that define policy problems and disseminate best practices, and other collaborative work (Lee and Goodman 2002:116). The effects of such policy learning is then analyzed to see whether it leads to the spread of a common policy paradigm which includes a set of normative and causal beliefs as well as a common technical rationality to deal with the major problems. 


On the basis of interviews conducted between November 2005 and July 2007 and a review of the existing literature on health care reform, I have tried to identify links with the global policy circles by focusing on collaborative work as well as reports prepared by members of the global networks since 1980. I have also tried to find statistics from the Ministry of Health indicating the number of personnel which has been sent abroad for training purposes (both short-term and long-term). Though only limited to one person, I have also traced the career movement of a key policymaker who has participated in the planning of many health reform initiatives, including the recent Transformation in Health program. However, analysis that follows is preliminary as I have reconsidered my methodology to conduct online interviews (question and answer format) with some other Turkish experts who live abroad. 

Key Findings

Although not yet called ‘global’, the policy elite, situated in and around international organizations as well as the academia in the advanced industrial world, have long been a participant in the policy discussions in the Turkish context.  The links with this elite can be dated back to the immediate aftermath of the Second World War, when the discussions focused around the need for the establishment of social security systems. Especially, the publication of the Beveridge report in 1942 has initiated a lively debate on the need for increasing the state’s responsibility in social welfare policy.  As already been mentioned, the first steps toward the establishment of a social security system followed this debate and the two social funds were created.

Another major initiative which has been instigated by external influence is the establishment of an Institute of Social Services to fight with growing poverty. Both the United Nations (four million dollars) and funds such as Rockefeller and Ford (about ten million dollars) have offered a great deal of money to finance the project and the government went on to prepare the draft law establishing the institute in 1954. Although the law could not be passed until 1959, the initiative to set up an institute still contributed to the integration of Turkish policy circles to international policy circles. As part of this project, many experts visited Turkey and their assessment of the condition of social services in Turkey found considerable reflection in policy circles. Evidence of this interaction can even been seen in the preamble of the draft law which refers to the astonishment of these experts from the WHO and the UN, who could not explain why Turkey is so underdeveloped in social services compared to its counterparts in the Near East.

Growing linkages among the foreign experts and their Turkish counterparts were not confined to these examples, but continued with various activities such as organizing international conferences, inviting famous academics from leading universities such as the LSE or Harvard to give talks
 as well as different forms of collaborative work such as reports analyzing the Turkish system or comparative analyses of welfare policies. One of the early examples of this type of collaborative work is the Kaldor Report. Right after its foundation, the State Planning Organization (DPT) invited Nicholas Kaldor, who participated in the preparation of the Beveridge report, to carry out a study on the Turkish tax system.
 

However, these linkages intensified in the 1987-94 period, as the Turkish policy circles became more interested in reforming the health care system. With President Özal’s request, Pricewaterhouse was contracted to prepare a report analyzing the situation of the health system and possible ways of reforming it. At the same time, World Bank emerged as a major actor funding two projects aimed at improving the health sector. Relations with the WHO, especially the Regional Office for Europe, have also developed as can be observed in their contribution to the design of the National Health Policy document. 

While, the following ten years until the recent reform initiative were characterized by inertia, the links with global policy circles continued as a group of ex-bureaucrats went abroad to work in the WHO, the World Bank, and the OECD, thus becoming members of this global community rather than simple targets. At the same time, the Ministry of Health continued to send some of its personnel for short and long-term training to major institutions where they have become more familiar with the goals of health care reforms and the policy tools that need to be adopted to reach those goals.
 As my interviews with some of these individuals who were sent abroad (or gone with their own initiative) demonstrate, these trips have been particularly important in shaping their perception of the pressing problems of the Turkish system as well as the solutions to these problems. 

The influence of the global elite on the recent reform initiative is a much debated issue, especially a cause for concern for the critics of the government. As already been indicated, some critics have called the ‘Transformation in Health’, as ‘the IMF’s and the World Bank’s program’ and demanded an immediate halt to its implementation. However, it would be wrong to limit the discussion on the role of international organizations and other global policy actors to this imposition argument. Instead, we need to adopt a long-term perspective, dating at least back to the early 1980s, to understand how Turkish policy circles have interacted with their counterparts in other countries and become acquainted with the dominant policy paradigms. Such a perspective, I argue, would also explain the startling similarities among the reform proposals that have been proposed since the 1980s. My research has demonstrated that the same individuals who have acted as key bureaucrats in the project negotiations with the World Bank and/or who have worked in international centers of policy formation and propagation such as the World Bank, WHO or the OECD during the 1990s, do now appear as major advisors to the reform team in the Ministry of Health. These individuals contributed to the recent reform attempt by sharing their reform experience, thus explaining the persistence of ‘National Health Insurance’ and ‘reform of the primary care system’ proposals in the reform agendas since the early 1990s. But equally important is their role as the transmitter of global agenda of reform: these bureaucrats have served as major channels through which the global health reform agenda is learned and interpreted in the Turkish context. 
Furthermore, I have found that Turkish policymakers are well-connected with the global policy circles and quite familiar with the dominant policy paradigm. First, many of the key bureaucrats responsible for planning and implementing the reform have participated in one or more of the training initiatives, most notable being the Flagship courses offered by the World Bank. Second, during my interviews, I realized that most members of the present reform team have studied the similar reform attempts in other contexts and closely followed the reports and statistics published by the OECD, WHO and the World Bank. Especially with regards to statistical data, they highly recommended the OECD health data as the most reliable data set.
  And third, as one member of the reform team claims, the relations with the international organizations - indicating the World Bank- seems to have improved significantly, as ‘the two sides have come to agree on the major dimensions of the reforms such as problems that need to be addressed and targets that need to be achieved’. This remark gives us some idea as to the importance of consensual mechanisms in understanding the role of World Bank in Turkey. Yet, describing the relationship between Turkish policymakers and the World Bank in terms of a ‘teacher-student’ relationship would be an exaggeration as in the Turkish context there are more than one teacher and it is very difficult to test how much the student learns from each one of her teachers.   

In sum, it is possible to conclude that epistemic communities do emerge as major policy actors in the Turkish context. My research indicates that they influence the positions of key policymakers by diffusing ideas and shaping the national reform agendas. But they also influence the policymaking process, as Beyeler points out, by acquiring key advisory positions and exerting a direct influence on policy design. This second observation, at least in the present context, implies that Turkish policy circles emerge as equal members of epistemic communities, rather than passive recipients, students or targets of global reform ideas. Yet, this preliminary finding needs to be tested with additional interviews with key members of these epistemic communities to understand the extent to which they actively contribute to the construction of the global agenda of reform.
5. Conclusion
This paper demonstrates that all three perspectives prove to be useful in explaining how and why states decide to carry out reforms. The imposition argument explains how international organizations shape the context of policymaking and content of reform through mechanisms of conditionality, whereas the global modeling perspective sheds light on the motivations of the political leaders and policy elite to carry out fundamental reform. Finally, the global network model demonstrates the emergence of epistemic communities at the global level which influence national policymaking processes through various mechanisms of policy diffusion. 

Furthermore all of these perspectives provide different explanations of the processes through which health care systems in the advanced industrial countries and industrializing countries are converging as a result of the health reform epidemic. Through imposition of the same blueprint with the implementation of SAPs, or imitating the countries with more ‘modern’ health care systems, or through the influence of a global elite propagating a single discourse of reform, governments in industrializing countries are adopting the same tools to reach the same goals. But to what extent this would lead to an actual convergence of the health care systems as a result of which health systems become like ‘peas in a pod’ (Field 1999: 38-9)? And to what extent such convergence, if existent, does contribute to the transformation of the wider welfare edifice? These are major questions that need to be discussed extensively in the welfare reform literature.
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� Especially the ideology of governments has been identified as a major factor in explaining the reform initiatives. In Britain, US, Germany, Canada, Sweden, France and Brazil and Chile conservative governments came to power and championed opening health services to competition (Morone 2000). In the European context, Wagner and Wollman (1986) and Fox (1990) argue that this change from liberal to conservative governments oriented attention to economics in health systems. The role of ideology has also been acknowledged by Walt, especially in the case of the British health care reform, when she argues that, at certain periods, ‘policy may be driven by ideology and not by research’ (2004: 196). But, quoting Fox (1990) she also recognizes the fact that research can also be driven by ideology: research in the US was adapted to current ideology through a new approach to research, what he calls ‘economizing model’.  


� Report of the President’s Commission for a National Agenda for the Eighties (1980), quoted in Marmor 1998: 56. 


� Some of the recent work on health care reforms (Ranade et.al. 1998; Keaney 2001; Pollock 2004)  traces these ideas to the rise, especially in UK and US, of the New Public Management (NPM) paradigm and ‘reinventing the government’ movement (Osborne and Gaebler 1992) which, in general terms, advocated a fundamental shift in the role of government from being the provider of public services to act more as the ‘regulator’, while the private sector along with the voluntary sector should do the ‘rowing’ (Osborne and Gaebler 1992).  


� Indeed, the election of Conservative Government under Mrs. Thatcher in 1979 has been described as an event which signified an ideological break with the past. As Deber and Baranek point out, the rise of neoconservatism suggested that governments no longer had the moral authority to interfere with the lives of their citizens (1998:73).


� Yet, rise of the neoconservative ideology was not confined to these two countries. For instance Canada was experiencing a similar phenomenon, as can be seen in Ontario and Alberta which elected neoconservative governments. But Canada is an exceptional case as there was little support for neoconservative policies such as privatizing health care financing. But as Derek and Baranek point out, the growth of consumerist views has additional implications such as expanding the public’s sense of which services or drugs should be included in the public insurance, and thus increases the demand (1998: 85).  


� Walt also points out the growing role of bilateral aid agencies which contribute to the implementation of mechanisms of conditionality by withholding aid until countries implement reform packages demanded by the financial institutions ( 2004: 203).


� Walt (2004) uses a somewhat different term ‘international policy networks’.


� Freeman (2005) has also drawn attention to the growing role of epistemic communities in health policymaking.


� This report has been described as the first substantial step in the Bank’s attempt to play the role of agenda-setter by establishing new concepts and ideas (Walt 2004). It also initiated an active intellectual debate on the role of economics in health development, which still to a greater extent constitutes the major focus for many research on health systems.


� For instance, the WDR 1997 argues that most curative health care is a nearly pure private good- if government does not foot the bill, all but the poorest will find ways to take care of themselves. Therefore, markets and private spending should meet most needs, except for those of the very poorest minority of the population (1997: 53)  


� In Latin America ILO was often referred to as one of the most important agencies in the development of insurance systems (Ensor 1999: 874).


� The launch of the Bamako Initiative by UNICEF in 1987 highlighted the problems of financing health care and offered different means to raise resources such as community financing schemes or user-fees.


� The organization attracted attentions first to the aging populations (1998) then high levels of unemployment and the need to sustain economic competitiveness (1994); concerns which were translated into welfare policy in terms of need for retrenchment and restructuring of welfare systems and the need to devolve some responsibilities to the private sector


� The spread of epistemic communities in the EU, one example being  the High Level Group on Health Services and Medical Care, has raised hopes about their possible function as vehicles of policy integration in terms of constructing and diffusing a common perception of problems and solutions. Some observers regard their development as comparable to the health-policy work of the OECD and the WHO and argue that they would have an increasing intellectual impact on domestic reform discourses and effective reform activities (Lamping and Steffen 2004: 19). Another mechanism of policy learning and diffusion, the so-called Open Method of Cooperation (OMC), has been considered as a ‘catalyst of a smooth, but steady policy convergence’ (Lamping and Steffen 2004:). Considering its progress in other policy fields such as social exclusion and pensions, it seems safe to argue that OMC will probably function as a new market of ideas and information, but it is too early to conclude whether it will lead to the creation of a common planning of health-care capacities and possibly to the institutionalization of a comprehensive regulatory regime.


� Ministry of Labor and Social Security, Proposal for Reform in the Social Security System, Draft Text, June 2004: 52


� According to the 2002 Household Expenditure and Income Survey (HEIS) the percentage of unregistered workforce is slightly higher (57.6%). Furthermore, the informal sector seems to be growing as the social security data provided by HEIS reveals a decline in coverage rates over the past half-decade (World Bank 2005: 69). 


� However, recent calculations predict a fast increase in total spending, reaching 9%.


� More recently, health reform attempts in almost all developing countries were marked with growing interest in public health as a way to decrease costs and increase efficiency of health services. But in these debates, public health’s functions were mostly limited to ‘prevention’, ‘disease management’ and ‘public health campaigns’ rather than the wider role of tackling inequalities in health which implies the adoption of a broader multisectoral approach  relating to employment conditions, housing, education, etc. 


� Buğra (2006) also talks about the Institute of Economics and Sociology at Istanbul University as a major center of social policy debates. This institute has organized Practical Politics Conferences which were also participated by German professors who escaped from Nazi Germany.


� SSK beneficiaries and Retirement Fund members do not pay separately for health insurance, but Bağ-Kur members have to pay 12% of their income in addition to the 20% they pay for pensions. 


� Co-payments differed among the schemes ranging between from 10 % to 20% of the total costs (most of the time in the case of pharmaceuticals or medically necessary equipments such as prosthesis or spectacles). At the same time, the informal payments at almost every level of service provision constitute a bigger share of out-of-pocket payments, which according to SPF’s study (2006) is a major source of dissatisfaction with the public delivery of health services.


� According to a recent TUSIAD report, the Retirement Fund spends three times as much than SSK and twice as much as than Bağ-Kur on average per beneficiary (2004: 58). This explains to some extent differences in quality and access.


� See Üstündağ and Yoltar’s research findings for more information about the problems experienced by different groups in accessing health services. They explain how a hierarchy of access was created as a result of the structure of the health care system (SPF, 2006 forthcoming).


� Data is not reliable as the data collection and bookkeeping systems suffer from major problems and cannot detect people who hold jobs in formal employment temporarily or change jobs, leading to same people holding membership in multiple funds. 


� Recent household survey (HEIS) estimates the percentage of the non-registered employed labor force as 57.6 % for 2002


� But as a recent study has demonstrated, we also need to consider the socioeconomic status of those segments of the self-employed or those who are totally excluded by the social security system: most of these lower income groups do not qualify for Green Card scheme because they cannot prove their poverty, but still they cannot afford to pay the premiums - or in some cases they prefer not to pay- due to having to spend their income on items with higher priority such as food and clothing (SPF 2006).


� According to Ministry of Health data, in 2004 68.1% of hospitals were owned by Ministry of Health, followed by 4.3 % by university hospitals and 22.8% were private hospitals. 


� The Central Executive Council of Turkish Medical Association in Istanbul and many local chambers were closed, documents were confiscated and the TMA officials were brought to court.


� Interview with Serdar Savaş, a key bureaucrat who worked during Özal-Demirel-Çiller governments, interview date 13.06.2007.


� B. Serdar Savas, Ömer Karahan and R. Ömer Saka. 2002. Health Care Systems in Transition: Turkey. The European Observatory on Health Care Systems, p. 94.


� Interview with a key ex-bureaucrat, 15.06.2007.


� Program of the 58th Government, 2002.  


� See the 59th Government Program that was presented to the Grand National Assembly on 18 March 2003.


� With regard to the Universal Health Insurance, IMF seemed to be simply concerned with its fiscal sustainability (Fifth Review 2007: 22).


�  The draft law on the Establishment of Institute of Social Services and Committee Reports of Health, and Social Assistance and Budget Commissions, Journal of Grand National Assembly of Turkey, 11, gathering 2, no. 334, 29.4.1955 


� For instance, Brian Abel-Smith visited Turkey with Serdar Savas’s (a key reformist bureaucrat) invitation.


� N. Kaldor, “Report on the Turkish Tax System”, Toplum ve Bilim (Society and Science), n 15-16 Fall 1981/Winter 1982, 94-115


� The Ministry of Health statistics regarding the personnel sent abroad demonstrate an interesting pattern.  While there has been a steady increase until 1990 (from 10 in 1980 to 276 in 1990, since 1990 there is no steep increase as would be expected with deepening integration with global policy circles, with an average of 350 people per year, (though the year 1995 stands out with 514 people).  


� Interview with a member of the reform team from the Ministry of Labor, Summer 2006. 
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