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Family medicine training in Turkey:

some thoughts

Tirkiye'de aile hekimligi egitimi: Bazi diisiinciler
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of which country the question is asked. So delivery

of good health care is seen by all governments as
an important task. There are however many systems to
deliver health care. An increasing body of evidence demon-
strates that primary care oriented health systems consis-
tently show greater effectiveness, greater efficiency and
greater equity. Professor Barbara Starfield has demonstrat-
ed that for industrialised countries but also for middle and
lower income countries. Furthermore the World Health
Assembly 2009 adopted a resolution urging countries “to
train and retain adequate numbers of health workers with
appropriate skill mix including primary health care nurses,
midwives, allied health professions and family physicians
(bold by JEM) able to work in a multidisciplinary context
in cooperation with non-professional community health
workers in order to respond effectively to people’s health
needs.” Together they set a clear direction for any govern-
ment and it is the task of Wonca, as organisation represent-
ing family doctors, to support that development.

G ood health is very important to people regardless

Based on my experience as a Dutch family doctor, as
Professor and chair of a department of Family Medicine,
a consultant to PHARE which guided the transition of
Eastern European health care systems, as member of
Euract, the European Academy of Teachers in Family
Medicine, and as Honorary Secretary of Wonca Europe 1
can describe several different health care systems and also
different approaches to train future Family Physicians.
After a short overview of the Dutch health care system,
the Dutch Family Medicine Residency program will be
described, followed by a comparison of key issues in
Europe and Turkey. At the end several suggestions for
the developments in Turkey are made.

One issue however has to be clarified before: the differ-
ent terms used to describe the primary care doctor. When
using the term Family Physician/Family Doctor I mean a
physician who had additional post graduate training in
Family Medicine (according to European legislation at
least three years). He is a specialist in Family Medicine.

The Netherlands and Its Health
Care System

The Netherlands is a small country which has 16.5
million inhabitants. It has an aging population, with
already 23% of population above 65 years. We have an
increasing cultural diversity. The Netherlands always had
immigrants from all countries and we had in the last cen-
tury immigrants coming from Turkey and from Morocco.
In the last few years, due to all the conflicts all around the
world, we have seen many people with other nationalities
coming in and seeking refuge in our country. That brings
in other cultural habits to which we all have to adjust,
which is not always easy. Life expectancy in the
Netherlands is 78.8 years and still slowly increasing. Our
country is at some places very near to Belgium and
Germany. The population of Turkey 4.5 times larger
(70.6-16 million) but your country is 23 times larger
(783.562 km’-34.000 km’). The whole of the Netherlands
could fit in this small part around Istanbul. Going from
the south (Maastricht) to the central part of the country
(Utrecht/Amsterdam) takes a train ride of 2-2.5 hours. Or
from the south (Maastricht) to the far north (Groningen)
it will be 4 hours by train. It also means that in the health
care situation, from any family physician’s office to any
hospital will be not more than 15 to 20 minutes by ambu-
lance. Only in a very small part of the country the trans-
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port might need half an hour. So our challenges are differ-
ent from the challenges faced in your country with some
very populated areas and some very vast rural areas.

The position of family physicians in our health care sys-
tem is very strong. Patients have to choose an obligatory
private insurance, meaning we do not have a national
health insurance system. Patients have to have a private
company and they pay their premium to the private com-
pany. The law says everybody needs to be insured so for
people with a very low income there will be some kind of
government support in paying the insurance premium.
Family physicians have a patient list, so they know exactly
their patients. Patients have a free choice of a family physi-
cian but of course they very often choose the family physi-
cian which is near their home. A full ime family physician
has around 2,250 patients. With that number of patients
the family physicians can do a good job. He and more often
she can work properly. The payment system is mixed,
meaning there is a capitation fee for every patient on the
patient list and a fee for service for every service delivered
(consolation but also an EKG). This will allow for housing
of the practice, an assistant and nurses, leaving the family
physician with a good income. Family physicians are
responsible of the care for 24 hours/7 days. It is not a per-
sonal responsibility, but as family physicians we have to
organise the out of hours service. First and direct access to
the health care system is through the family physician as
family physicians also have a gate-keeping role. This
means that in order to see a specialist in the hospital, being
an internist, a surgeon, a dermatologist, a cardiologist you
have to see your family physician first. He will refer neces-
sary. Of course if the patient breaks a leg on the street the
ambulance will take the patient directly to the hospital. But
if there is a small accident the family physician will be
called first and he will go out to the street to see the patient
then decides whether or not the patient can be treated in
his practice or has to be referred to hospital.

The Netherlands spends 9 percent of the gross
national product on health care, not on family physicians
but on health care in general. And of this 9 percent
health care, family medicine gets 4 percent. And with
these 4 percent family physicians deal with 96% of all the
health problems of the persons in their practice. So for
the government family physicians in a gate keeping sys-
tem are very important. They keep costs of the health
care low. Without a referral system our health care sys-
tem would be much more expensive as demonstrated by
Barbara Starfield. So our government is really focusing
on increasing all the activities which can be done in pri-
mary care, which can be done by family physicians. The
government is more or less punishing the secondary care
such as hospital based specialists. If they keep on seeing
patients which are in a stable condition they will not be
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reimbursed anymore. If a patient had a myocardial
infarction and he is after two years in stable condition,
the specialist will not get paid for further consultations.
Because in that case it is within the task of the family
physician to take control of the patient.

Only 25% of the family physicians work in a solo or in
handed practice. Most family physicians work in group
practices with two or three and sometimes in the bigger
cities six to seven family physicians. One of the things
which is changing is that family physicians work part time.
Many are also participating in education and in research.
Furthermore as the number of female family physicians is
increasing, the number of part-time working family physi-
cians is increasing. However we also see an increase of
young male family physicians that start part time.

In the current situation in the Netherlands only 20%
of the family physicians is female, but of our trainees
only 20-35% is male. And some 60-65% is female, so
within next 10-15 years, the majority of family physicians
will be female.

Medical and Postgraduate Training

The Netherlands has a six year medical under-gradu-
ate curriculum which is competency based and described
in a national framework. In total eight Universities have
a medical school and a department of Family Medicine
including the post graduate program for Family
Medicine. This specialty training for Family Medicine
requires three years of training.

The core characteristics of that specialty training are:
(1) competency based, (2) dual, (3) partly self-steering,
and (4) built on educational principles.

The term “competence” has become popular in the
last six-seven years to describe what people should be
able to do. In earlier times we differentiated knowledge,
skills, and attitude as compromising what the learning
should result in. Students should acquire knowledge and
skills, and have a certain attitude. That was a good con-
cept but it lacked the transition to the real life situation.
So the competence is defined as the ability to perform a
professional activity in a specific, authentic context. Such
a competence can be demonstrated in a learning situa-
tion but at the end the family physician should perform
in the real life situation, in his office. In the post gradu-
ate training we differentiate seven domains. Medical
expertise is of course the building stone for each family
physician. But you can have a lot of expertise but if you
are not able to communicate it still is a difficult job to be
a family physician. So doctor-patient communication is
our second domain. Some times doctor-patient commu-
nication is seen as belonging only to the family physician



and not for instance to the competence of the surgeon.
They think that they do not have to communicate with
their patients as much as family physicians. Personally, I
think that’s not really true. I think they should be able to
communicate as good as family physician because they
also have a doctor-patient relationship. Family physi-
cians also need to work together with other physicians,
to collaborate with nurses in the practice. It is not some-
thing you just are able to do because you are becoming a
family doctor. Collaboration is a domain to learn, as is
Management. At a certain time family physicians have
their own practice and should be able to manage that,
manage their relation to the community, manage their
preventive activities. More difficult is the domain of
Accountability. Family physicians need to be aware that
they serve people; they serve the patients, and in effect
serve the society. Family physicians should look at the
picture of the country also and realise that they are
accountable for the fact that whole economic system,
health care system remains sustainable. That also is
something we should learn during the training. There is
no future of a profession without developing science and
education. So that is also a domain of our competence
family physicians should learn. How to understand the
literature and translate science into practice, and to
become engaged in training students and future col-
leagues? The last domain is Professionalism which
guides family physicians along certain ethical rules, such
as how to deal for instance with the influence of the
pharmaceutical companies which can be very demanding
and very persuasive. These domains are the core of the
medical curriculum and come back in a more focused
form in three year specialty programme.

The programme is dual in the way that the trainees
learn in two places. First they learn in the practice while
seeing patients and learning from that. Secondly they
learn in small group learning sessions at the department
of Family Medicine. It is called partly self-steering
meaning that the trainees get a very large responsibility
of their own. They have to learn to find out what they
should need to learn. It is not the task of a teacher to tell
them things they already know. It is their own job to find
out what they need to study. One of the other educa-
tional principles is that assessment guides learning.

The basic structure of the three year program is that
the trainees will be working in a selected training family
practice in year one and three. A practice can become a
training site after accreditation of the practice, meaning
the practice needs to fulfil a number of requirements
such as office space, record keeping, enough assistance
and nurses, access to internet books. Furthermore the
practice should provide facilities to videotape consulta-
tions of the trainee. In order to become a trainer in the

specialty program the family physician has to follow edu-
cational courses. Otherwise the family practice will not
be selected as a training site.

In the first year trainees spend four days in practice
on a one to one basis with one family physician who acts
as direct supervisor giving them feedback on a daily
basis. The trainees come to the department one day a
week in which they have small group sessions and talk
about issues they have encountered in their practice. So
this is the dual system of practice and department as
described before. In that first year it is of course intro-
duction and refreshing many topics they already learned.
They focus on the ten most common complaints patients
present, so that they get the feeling how to handle these.
They have to learn how to use time as a diagnostic tool,
how to communicate in several situations. And of course
chronic diseases are already becoming part of their work.
Very important are also the unexplained complaints.
Family physicians very often see patients with com-
plaints we cannot directly explain, or link to a certain dis-
ease. They need to learn how to deal with these and not
to jump directly to laboratory work, or referral. They
should learn a dual path to handle these complaints look-
ing at a somatic origin but also at the psychosocial
aspect. In that first year the trainees start learning about
management of their own time schedule. Furthermore
they are trained to look for evidence for diagnostic or
therapeutic options. Science is not going to Google and
take the first hit you see, what they wrote about a certain
disease. Learning about science is how to use literature
to find answer to the question: What is the best treat-
ment for a Bell’s palsy at this moment.

In their second year the trainees go to other settings.
They spend six months at the emergency department in
a hospital where they have to see surgical, internal and
trauma patients. They will be on duty call there and are
part of the team. But they also come back to the depart-
ment on a number of days for what we still call “the
vocational training days”. Because they have to reflect on
what they have seen in their training situation, they have
to reflect and set their learning goals. Again they work in
small group sessions.

The trainees also have to spend three months in a
mental health institution looking at more psychological
and psychiatric disorders and their treatment. They take
part of what they learn back to their family practices
because mental health problems such as depression, anx-
iety and phobias are part of the normal work of a family
physician. Again the trainees come back weekly for voca-
tional training sessions. If trainees have worked in the
field of mental health for a long time they can also
choose another elective during these three months.
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In the third period of the second year the trainees
spend three months in a nursing home. That is a facility
especially for elderly people that need long term complex
chronic care, which cannot be provided at their own home
by the family physician. It concerns patients with demen-
tia, patients that need palliative care, patients with ALS.
These problems start at the level of the family physician
and therefore trainees should learn the complexity of
these problems. Again weekly training days at the depart-
ment and if trainees already have worked in a nursing
home they can do an elective in another specialty.

Then in year three they go to a family physician’s
practice, not the same one as in the first year. Basically
the setting looks the same: supervision on a one to one
basis and a small group work at the department, but
there are differences. The trainee should start working
much more as a family physician already. The trainees
should also be involved in practice management, getting
tasks in the practice. They also have much more respon-
sibility for their own program, their own needs then in
the first year. In the first year it is problem based learn-
ing which is strongly guided and the last year, it is prob-
lem based learning which they have to guide and set up
themselves. In that last year more emphasis is placed on
disease management for chronic and complex diseases.
Some trainees also engage in research activities.
Furthermore trainees have to work on their professional
development, and have to start planning for the future.
Questions like: where do I want to work, how do I find a
practice, how do I select a practice, how do I learn
enough about practice management.

There are a number of other topics which are part of the
structure of such a training program: formative and summa-
tive assessment; training the trainers; combining to write a
PhD thesis with the formal training scheme, the arrange-
ments of part-time training, and of course the payment to
trainees and the family physicians who act as trainers.

Comparison of Key Issues

Europe and Turkey

To compare key issues of the family medicine special-
ty training in European countries and Turkey the database
of EURACT (European Academy of Teachers in General
Practice/Family Medicine) was used. Council members of
EURACT gather the data of their own country and fed
that into the database giving an overview of many aspects
of such a training program.

The length of post graduate family medicine specialty
training in 26 countries:

3 years: 13 countries

4 years: 7 countries

5 years: 6 countries
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Turkey has a 3 year program and is among good com-
pany of many countries.

Another important issue is the time spent in the family
practice setting versus the time spent in a hospital setting.

Duration Family Practice setting > duration Hospital
setting: 11 countries

Duration Family Practice setting = duration Hospital
setting: 7 countries

Duration Family Practice setting < duration Hospital
setting: 8 countries

Trainees in Turkey spend more time in the Hospital
setting then in a family practice setting, seeing other
kinds of patients than they will see in the family practice
setting. Six countries do not have a required minimum
time trainees have to spend in a family practice setting,
meaning a trainee can spend time in a family medicine
setting, but they are not required by the legislation or the
programme. They can spend all the time in a hospital
setting. These six countries are: Austria, Greece,
Moldavia, Romania, Switzerland and Turkey. So Turkey
is not alone on this key issue, but it still feels very strange
to spend 36 months in a hospital setting to learn the fam-
ily medicine specialty training.

One of the other issues is who is responsible for the
family medicine specialty training in Europe. In many
countries four different organisations can be distinguished:
universities, the national government, a regional organisa-
tion, a professional or academic body. In many countries
two organisations are involved while in seven countries
three organisations are involved: mostly the universities,
the national government and a professional body.
Universities are involved in 30 countries out of the 36,
meaning that not all countries involve the universities in
the training program. In Turkey three organizations are
responsible: the professional body (TAHUD), the univer-
sities and the government.

So summing up this short comparison of key issues:
Turkey has a three year training programme comparable
to other countries; the training site duration in family
practice is lower than most countries and there is no
required minimum; that is a danger. It is like training a car
mechanic in the factory of airplanes. A car and an airplane
are both machines but they have some great differences.
So that is strange. On the good side Turkey has three
responsible organisations, including universities.

Some Thoughts on the Future of Family

Medicine in Turkey

My thoughts are based on the experience of
WONCA in many countries which have made changes

in the health care system and the position of family
physicians.



Important issues are:

* the date of change or transition,

* the training sites for family medicine training,

* the position and the role of the departments of fam-
ily medicine,

* the conflicting situations in the primary health care
system.

The Date of Change or Transition

Common in many countries is that at a certain time a
decision is made that family medicine should become a
specialty requiring post graduate specialty training.
Normally that means that from a certain date new med-
ical graduates cannot work as a family physician unless
they followed the then compulsory family medicine spe-
cialty training. Before that date there are different routes
to become a family physician, after that date there is only
one way to become one. Turkey has officially not set
such a date which means that is still possible to go differ-
ent routes to become a physician working in primary
care. The question is whether that is helping in the
development of primary care or family medicine. It is
certainly not a clear signal to medical students.

Deciding that for new medical graduates postgraduate
family medicine training is required to become a family
physician, means that one has to take into account the
group of practitioners which already are working in pri-
mary care. Transition can be done in two ways: direct or
retraining. In 1974 the Netherlands changed the basic
medical education which was seven years and set it to six
years. At the same time it was decided that everybody want-
ing to work as a family physician had to follow the post
graduate family medicine training. So all new students
coming out basic medical education in and after 1974 who
were thinking of becoming a family physician, had to enrol
in the family medicine specialty training. No questions, no
exceptions. At the same time it was decided that all the
physicians working already in primary care as family physi-
cians would have the same title and position as the ones
coming out of the post graduate family medicine specialty
training. But all had to re-certify every five years meaning
that they had participated in continuous medical education.
It was a one time offer to all the physicians working in fam-
ily medicine. This direct transition was possible because the
duration of the basic medical training was decreased and
obligatory re-certification could be enforced.

The other option is re-training and is much more
common. Lithuania has done that after the independence
and the changing of their health care structure. Earlier on
the health care was very much secondary care oriented.
They had specialists in what was called primary care. To
the internists in the community they said: we want family
physicians in primary care. They offered retraining, actu-

ally made it obligatory. If the internists did not follow the
training they had to go to work in the hospital. The re-
training consisted of several modules with a final examina-
tion. Following the training was facilitated by providing
study leave and payment. It took Lithuania 2 years to
complete this for all the physicians. In Indonesia they also
have this kind of a problem. After completion of their
medical school the doctors go and work in hospitals where
they sometimes stay for several years. A part of these so
called practitioners will go to specialty training in internal
medicine or cardiology. A number of them will continue
working as practitioner in the hospital. But a number of
them set up a private office or a health clinic, where as
practitioner deal with all kind of health problems. The
government recognised that the competencies of these
practitioners were not sufficient to see them as the strong
force, as the leading force in the primary care setting. So
some voluntary courses were set up lasting one day each
week during one year. That was the plan but there was no
financial compensation and the drop-out rate was very
high. These practitioners had to pay to get in the course,
they were losing money because they could not work dur-
ing that day in their own practice. So this was not very
popular. At a certain moment one of the health insurance
companies said they would provide a course of six hours
and after following that course we will consider you as a
family physician. Now they are in a situation they have
practitioners without any special training, practitioners
with some special training. In fact there is no clear direc-
tion and Indonesia is caught in between in not making a
clear decision on how to handle the training of practition-
ers working in the primary care setting.

Turkey has also made some decisions in relation to the
development of the Family Health centres. Practitioners
need to become a family physician in order to work in
such a health centre. Therefore they had to re-train to
become a family physician following a six day course. For
the second phase of re-training there are plans to do so
with e learning and in their own practice while working
part-time. It will be clear that a six day course will have
limited impact on the competency level of the practition-
er. And for the second phase it looks like a complicated
set up. To guarantee the fundamentals for such training in
practice one needs a program and trained trainers who will
supervise the trainees, and give them feedback. That has
to be done on a regular almost daily basis and it is not clear
of e learning will support such a program and provide a
good learning environment. Furthermore will he really be
able to see only half of his patients so the trainee will have
enough time for this educational program? And in the end
he will be a family physician and not a family medicine
specialist. Turkey will also have this complicated dual sys-
tem of two different family physicians working.
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The Training Sites for Family Medicine

Specialty Training

For the family medicine specialty training it is possi-
ble to place a trainee 18 months in primary care setting
and 18 months in hospital setting. But it is not easy and
not a regular pattern as many research and training hos-
pitals only provide hospital settings for their trainees. As
said before one should train a person in his future work-
ing environment. If the family medicine specialist should
work in the primary health care, he should be trained in
the primary health care setting. That is not to say that he
should not receive training in the hospital setting but the
majority of the time should be in primary care. So there
is an urgent need for training sites for all the trainees.

The Position and the Role of the
Departments of Family Medicine

In many countries the family medicine specialty
training is linked to a university department. The aca-
demic environment is very necessary to gain more
knowledge on a scientific basis. In this way trainees also
learn about research which is part of the profession.
Medicine is an academic discipline and trainees should
be aware of that. Working physicians should be aware of
the fact that they should, invited by university depart-
ments, contribute to the development of that science.
Furthermore they should also be able to understand
what comes out of that science. They should be able to
read and understand an article and distinguish a good
article from a bad article. University departments of fam-
ily medicine play a crucial role in this field which should
be a part of the training. It seems the scientific environ-
ment is already developed but the link to the family med-
icine specialty training can be strengthened.

The Conflicting Situations in the
Primary Health Care System

It seems that a number of regulations hinder the link
between the departments and the primary care setting.
Family medicine department teachers cannot see
patients in the primary care setting, they cannot teach in
the primary care setting. Residents cannot learn in the
primary care setting as they stay in hospital settings.
Remember the example of the car mechanic learning in
a factory of airplanes. Not the best opportunity for learn-
ing. There are also differences between the physicians
working in the same setting: specialists and practitioners
have different regulations and different benefits. It is of
course very sympathetic for the government to pay
physicians differently if they have been trained different-
ly but if they have to do the same work it becomes a lit-
tle bit awkward. It might be that all these issues keep the
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interest for family medicine specialty training lower than
would be expected in a country like Turkey.

Conclusion

From the point of Wonca Europe the responsibility
for the development of the health care system and Family
Medicine within that system lies with the Turkish gov-
ernment in collaboration with TAHUD. WONCA
Europe as an organisation supports its member organiza-
tions, observes the developments, questions them, and
encourages certain developments. Our comments are
based on what we have learned from the experiences in
many other countries. Looking at Turkey it seems that
the government has set a course for the development of
the family medicine and FM specialty training. The gov-
ernment has made regulations and is planning to adapt
regulations. We recognize the huge efforts which are
needed to change healthcare systems. It is not something
you do overnight. Furthermore one has to be aware of the
fact that sometimes a change in one direction can mean a
loss in another part of the organisational system.

The following advices can be formulated. It is advis-
able to set an official date of change. Clear for everyone
that after that date there is only one direction for enter-
ing the primary care system as a family medicine special-
ist. Furthermore make sure of that at least half of the
training time is obligatory in a primary setting. Invest in
primary care training sites and train the primary care
trainers. Reconsider the current re-training as phase 1 of
six days is not sufficient and for phase 2 it is absolutely
not clear if it will result in the competencies needed.
Furthermore the feasibility remains uncertain. Organise
or allow closer links between university departments and
primary care settings. Primary care is the learning
ground for the family medicine specialty training so see
that universities and primary care can work better
together. It might need the change of some of the regu-
lations. Additionally pay attention to the conflicting sit-
uations in health care system, such as the different regu-
lations for the physicians working at the same workplace.

WONCA Europe invites government officials and
other parties to meet with us. We are always happy to
assist. It is also an invitation to attend our conferences as
they provide a good view on what is going on in the dif-
ferent countries around Europe. It may be comforting
that Turkey is not an exception in the way that you are
struggling with a number of issues. Many countries, even
countries with a very well established family medicine
system, struggle with changes, struggle with economic
changes and struggle with the restructuring health care
system. WONCA Europe is always willing to assist and
sees it as her task to warn for certain developments.
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onemlidir. Bu nedenle saghk hizmetlerinin iyi su-

nulmasini tiim hiikiimetler 6nemli bir gérev olarak
goriir. Bununla birlikte, saglik hizmetlerinin sunumu i¢in
pek cok degisik sistem vardir. Kanitlar birinci basamak
yonelimli saglik sisteminin daha etkili, daha verimli ve
daha esit oldugunu giicli bir sekilde gostermektedir.
Profesor Barbara Starfield bu gercegin sanayilesmis tl-
keler i¢cin oldugu gibi, orta ve disiik gelirli tilkeler i¢in de
gecerli oldugunu gostermistir. Ayrica Dinya Saglik
Asamblesi 2009 yilinda tlkelerin “birinci basamak saglik
hizmetinde ¢alismak ve insanlarin saglik gereksinimleri-
ne etkin yanit verebilmek tizere yeterli sayida hemsire,
ebe, yardimer saglik meslek ¢aliganlar: ve aile hekimleri-
ni, multidisipliner bir ¢alisma ortaminda profesyonel ol-
mayan toplum sagligi caliganlart ile igbirligi icinde caliga-
bilmeleri i¢in egitmeleri ve istihdam etmeleri gerektigi”
kararini vermistir. Bu baglamda hiiktimetler icin acik bir
yon de belirlenmistir ve aile hekimlerini temsil eden bir
organizasyon olarak bu gelisimi desteklemek WON-
CA’nin gorevidir.

Hollandal: bir aile doktoru, Profesér ve Aile Hekimli-
gi bolim bagkani, Dogu Avrupa saglik sistemlerinin gecis
stirecini yonlendirilen PHARE danismani, EURACT
(Avrupa Aile Hekimligi Egiticileri Akademisi) iyesi ve
WONCA Avrupa Genel Sekreteri olarak yagadigim dene-
yimlerime dayanarak, gelecegin Aile Hekimlerini egitmek
icin birkag farkli saglik sistemi ve farkli yaklasimdan bah-
sedecegim. Hollanda saglik sistemini kisaca 6zetledikten
sonra, Hollanda Aile Hekimligi Uzmanhigi Egitim progra-
muni, Avrupa ve Tirkiye icin 6nemli konulari kargilagtira-
rak agiklayacagim. Yazinin sonunda Thirkiye'deki gelisme-
ler i¢in ¢esitli 6neriler yer alacakur.

S aghgin iyi olmasi tiim iilkelerdeki insanlar i¢in ¢cok

Oncelikle bir konuya agiklik getirmek gerekir: Birin-
ci basamak hekimi icin degisik terimler kullanilmaktadir.
Aile Hekimi/Aile Doktoru terimini kullanirken Aile He-
kimligi konusunda ek uzmanlik egitimi almig bir hekim-
den s6z ediyorum (Avrupa mevzuatina gore en az Ug yil).
Bu hekim aile hekimligi uzmanidir.

Hollanda ve Saglik Sistemi

Hollanda 16.5 milyon niifusu olan kiiciik bir ilkedir.
Yiizde 23’ 65 yasin tistiinde olan yaglanan bir niifusa sa-
hiptir. Giderek artan kiiltiirel bir ¢esitlilige sahibiz. Hol-
landa’da her zaman tiim tlkelerden gelen gégmenler var-
dy; son yuzyilda Tirkiye'den ve Fas'tan da go¢menler gel-
mistir. Son birkag yildir, tiim diinyadaki ¢atigmalar nede-
niyle, diger milletlerden gelen ve iilkemize siginan bir¢ok
insan vardir. Bu durum beraberinde aligmamuz gereken
bagka kiiltiirel aligkanliklar1 getirmekte olup kolay bir du-
rum degildir. Hollanda'da yagsam beklentisi 78.8 yildir ve
bu hala yavag yavag artmaktadir. Ulkemizin bazi bolgeleri
Belcika ve Almanya'ya ¢ok yakindir. Tirkiye’nin niifusu
4.5 kat daha fazladir (70.6-16 milyon), ancak tilkenizin yii-
z6l¢iimii 23 kat daha biiyiiktiir (783,562 km’ / 34,000 km).
Tiim Hollanda Istanbul gevresinde kiiciik bir boliime siga-
bilir. Glineyden (Maastricht) ilkenin orta kesimine (Ut-
recht / Amsterdam) trenle gitmek 2-2.5 saat stirmektedir.
Ya da giineyden (Maastricht) en kuzeye (Groningen) git-
mek trenle 4 saattir. Saglik durumu agisindan bu herhangi
bir aile hekiminin saglik merkezinden herhangi bir hasta-
neye ambulansla ulagmast en fazla 15 ila 20 dakika demek-
tir. Sadece tilkenin ¢ok kiiciik bir kisminda ulagim i¢in ya-
rim saat gerekebilir. Yani bizim yasadigimiz zorluklar, ba-
z1 ¢ok kalabalik bolgeleri ve ¢ok genis kirsal alanlar1 olan
iilkenizde yasanan zorluklara nazaran ¢ok farklidir.

Bizim saglik sistemimizde aile hekimlerinin pozisyo-
nu ¢ok giicliddiir. Hastalar zorunlu bir 6zel sigorta sec-
mek zorundadir; yani ulusal saglik sigortast sistemimiz
yoktur. Hastalar 6zel bir sirkete bagli olmak ve bu 6zel
sirkete kendi primini 6demek zorundadir. Yasalara gore
herkes sigortali olmak zorunda olup, ¢ok diistik gelirli in-
sanlar icin sigorta priminin bir kismina devlet destegi
olasidir. Hasta listeleri oldugu icin aile hekimleri tam
olarak tiim hastalarini bilirler. Hastalar aile hekimlerini
serbestce secebilmekle birlikte genellikle evlerine yakin
aile hekimini se¢mektedirler. Tam giin ¢aligan bir aile
hekiminin ortalama 2,250 hastasi: bulunur. Bu sayi ile ai-
le hekimleri iyi bir is cikarabilir. Isini diizgiin yapabilir.
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Kadin hekimler cogunluktadir. Odeme sistemine gore
hem hekimin listesinde bulunan hasta bagina, hem de ya-
pilan is bagina (6rnegin EKG) ticret 6denir. Boylece aile
hekimi iyi bir gelir sahibi olarak kirasini, asistan ve hem-
sirelerinin tcretini kargilayabilir. Aile hekimleri 24 saat /
7 gin stireyle hastalarinin bakimindan sorumludur. Bu
kigisel bir sorumluluk olmamakla birlikte, aile hekimleri
olarak calismadigimiz saatlerde de hastanin bakimini or-
ganize etmekle yiikimliytz. Aile hekimi zorunlu girig
kapisint olugturma gorevi (sevk zinciri) sayesinde hasta-
nin saglik sistemine ilk ve dogrudan erigsimini saglar. Bu-
nun anlami sudur; hasta bir i¢ hastaliklari uzmani, cerrah,
dermatolog ya da kardiyologu gérmeden 6nce aile heki-
mini gérmek zorundadir. Aile hekimi gerekli gordiigiin-
de sevk edecektir. Hasta sokakta bacagini kirarsa elbette
ambulans onu dogrudan hastaneye gotiirecektir. Ancak
kii¢iik bir kaza oldugunda, 6nce aile hekimi ¢agrilacak ve
o da hastay1 gorerek, hastasinin ayaktan tedavi edilmesi-
ne veya hastaneye sevk edilmesine karar verecektir.

Hollanda gayri safi milli hasilasinin %9’unu saghk
hizmetlerine (yalmizca aile hekimleri degil, genel saglik
hizmetlerine) harcamaktadir. Bu %9un %4’ aile he-
kimlerine gitmektedir. Bu %4 ile aile hekimleri kendi so-
rumlugundaki kigilerin tiim saglik sorunlarinin %96’s1 ile
basa ¢ikmak zorundadir. Yani hiikiimet icin aile hekimle-
rinin giris kapisini olusturma goérevi ¢ok 6nemlidir. Aile
hekimleri saglik hizmetlerinin maliyetini diigtirmektedir.
Barbara Starfield’in de gosterdigi gibi sevk sistemi olma-
dan saglik sistemimiz ¢ok daha pahali olacakur. Bu ne-
denle hiikiimetimiz birinci basamakta aile hekimleri tara-
findan sunulabilecek hizmetleri arurmaya odaklanmakta-
dir. Hiikiimet, hastanede ¢aligan uzmanlar gibi ikinci ba-
samak saglik hizmetlerinde ¢aliganlar1 cezalandirma egi-
limindedir. Stabil durumdaki hastalar1 takip ettiklerinde
6deme yapmamaktadir. Miyokard infarktiisii geciren bir
hasta iki yil sonra stabil durumda ise, uzmana yapugi
konsiiltasyonlar i¢in artik para 6denmemektedir. Bu du-
rumda bu hastanin kontrolleri aile hekiminin gorevidir.

Aile hekimlerinin yalnizca %25'i tek bagina veya des-
teklenen saglik merkezlerinde galigmaktadir. Aile hekim-
lerinin ¢ogu ise iki veya ti¢ ve bazen biiyiik sehirlerde al-
t-yedi aile hekiminden olugan gruplar seklinde buyiik
merkezlerde calisir. Degisen seylerden biri de aile he-
kimlerinin artik yart zamanl (part-time) ¢alisabilmesidir.
Bircogu da egitim ve aragurmalara katulmaktadir. Kadin
aile hekimlerinin ve yar1 zamanl ¢aligan aile hekimleri-
nin sayist artmaktadir. Yar1 zamanl olarak baglayan geng
erkek aile hekim sayisinda da artis goriilmektedir.

Hollanda'da mevcut durumda aile hekimlerinin yal-
nizca %20’si kadin olmakla birlikte asistanlarin yalnizca
%20-35"1 erkek, %60-65'i kadindir. Bu nedenle onii-
miizdeki 10-15 yil icinde aile hekimlerinin ¢ogunlugunu
kadinlar olusturacaktir.
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Tip Egitimi ve Uzmanlk Egitimi

Hollanda’da ulusal diizeyde tanimlanmus ve yeterlige
dayali alt1 yillik bir tip egitimi vardir. Toplam sekiz tini-
versitede tip fakiiltesi bulunmakta ve bunlarin hepsinde
uzmanlik egitimi de veren aile hekimligi bélimleri yer
almaktadir. Aile hekimligi uzmanlik egitimi ¢ yilda ta-
mamlanmaktadir.

Uzmanlik egitiminin temel 6zellikleri soyle siralanabi-
lir: (1) Yeterlige dayal, (2) ikili, (3) kismen 6grencinin y6-
netiminde ve (4) egitim ilkeleri tizerine kurulmug olmast.

Insanlarin bir seyi yapabilme becerisi anlammndaki
“yeterlik” s6zctigii son alti-yedi yildir bir hayli popiiler ol-
mugtur. Daha 6nceleri 6grenmenin bilgi, beceri ve tutum
olarak farkli sonuglari oldugu hakkinda ortak bir goriis
bulunmaktaydi. Ogrencilerin bilgi, beceri ve belli tutum-
lar1 kazanmalar1 gerekiyordu. Bu kavramsal diizeyde iyi
bir tanimlama olmakla birlikte pratie doniismesi olast
degildi. Boylece profesyonel etkinliklerin 6zgiin ve ger-
cek baglaminda gerceklestirilebilmesi anlaminda yeterlik
tanimlanmustir. S6zu edilen yeterlik 6grenme siirecinde
gosterilebildigi gibi, sonunda aile hekimi tarafindan ger-
cek hayatta da uygulanabilecektir. Mezuniyet sonrast egi-
timde biz ayrimlasmus yedi alan tarif ediyoruz. Tibbi alan-
da uzmanlagma elbette tiim aile hekimleri i¢in temel yap1
tagtdir. Ancak uzmanliginiz ne kadar gelismis olursa olsun
iletisim kuramuyorsaniz bir aile hekimi olarak isiniz bir
hayli zor olacakur. Yani hasta hekim iletisimi ikinci
onemli alandir. Bazen bu iletisim yalnizca aile hekimleri
icin onemliymis gibi gorilmektedir. Diger dal hekimleri-
nin bir aile hekimi kadar hasta ile iletisim kurmasinin ge-
rekmedigi digiinilmektedir. Benim digiinceme gore bu
dogru degildir. Bence her hekim bir aile hekimi kadar
hastalar1 ile iyi bir iletisim kurmalidir, ¢iinkii onlarin da
hasta hekim iligkisi vardir. Aile hekimleri ayrica diger he-
kimler, hemsireler ile igbirligi icerisinde ¢alismak zorun-
dadirlar. Bu aile hekimi oldugunuz i¢in kendiliginden ba-
sarabileceginiz bir sey degildir. Isbirligi, tipki yonetim gi-
bi 6grenilmesi gereken bir alandir. Aile hekimleri tipks sa-
hibi olduklar: birimler gibi toplumla iligkilerini, saglig:
koruyucu etkinliklerini yonetebilmelidirler. En zor alan
mali sorumluluktur. Aile hekimleri insanlara, hastalarina,
sonug olarak topluma hizmet ettiklerinin farkinda olmali-
dirlar. Ulkenin genel resmine bakarak tiim ekonomik sis-
temin, saglik sisteminin strdirilebilir olmasindan so-
rumlu olduklarinin bilincinde olmalidirlar. Bu da egitim
sirasinda 6grenilmesi gereken bir alandir. Hi¢ bir mesle-
gin bilim ve egitimde kendi gelisimini saglamadan bir ge-
lecegi olamaz. Bu da aile hekiminin yeterli olmasi gereken
alanlardan birisidir. Gelecekte meslektagimiz olacak 6g-
rencilerimizin, bilimsel ¢aligmalari anlayip, bilimi uygula-
maya donistiirmelerini nasil saglayacagiz? Son alan ise ai-
le hekiminin belli etik kurallar cercevesinde hareket et-



mesine rehberlik eden mesleki yeterliktir; 6rnegin bazen
cok ikna edici ve talepkar olan ila¢ firmalarinin etkileri ile
nasil basa cikilacagr gibi. Bu alanlar tp miifredatinin ce-
kirdek alanlari olup t¢ yillik uzmanlik egitimi sirasinda
derinlemesine igslenmektedir.

Program, asistanlarin iki farkli egitim ortaminda 6g-
renmeleri anlaminda ikili bir egitimdir. Birincisi uygula-
ma ortaminda hastalar gorerek 6grenirler. Ikincisi aile
hekimligi bolimiinde (aile hekimligi anabilim dali / kli-
nigi, Ed.) ki¢ik grup calismalari ile 6grenirler. Bu ikili
egitime kismen Ogrencinin yonetiminde denir, ¢inki
ogrenci kendi egitiminde ¢ok genis sorumluluk almakta-
dir. Ne 6grenmeleri gerektigini kendileri bulmak zorun-
dadirlar. Egiticinin 6grencileri zaten bildikleri konularda
egitmek gibi bir gorevi yoktur. Ne caligmalar1 gerektigi-
ne karar vermek kendi gorevleridir. Degerlendirmenin
ogrenmeye rehberlik etmesi de diger bir egitim ilkesidir.

Uzmanlik 6grencisinin egitiminin ilk ve son yil1 stire-
since bir aile hekimligi egitim biriminde ¢aligmas, ti¢ yil-
lik uzmanlik egitimi programinin temelini olugturmakta-
dir. Aile hekimligi birimi ancak yeterli ¢caligma alani, uy-
gun kayit tutma, yeterli yardimer personel ve hemsire,
internet kaynaklarina erisim gibi temel kosullar1 saglayip
akredite olduktan sonra egitim birimi haline gelebilir.
Ayrica birim, uzmanhk 6grencisinin hasta goériismeleri-
nin gorsel-isitsel olarak kaydedilebilecegi donanima da
sahip olmalidir. Uzmanlik egitiminde egitici olarak go-
rev almak isteyen aile hekimi gerekli egitim programlari-
na da katilmalidir. Bu kosullar1 saglamayan aile hekimli-
gi birimleri egitim merkezi olamazlar.

Uzmanlik 6grencileri ilk yillarinda haftada dort giin,
egitimlerinden dogrudan sorumlu olan ve kendilerine
gtinliik olarak geribildirim veren aile hekimi ile bire bir
caligirlar. Haftanin geri kalan bir giiniini ise aile hekim-
ligi boliimiinde gegiren 6grenciler kiiciik grup caligmala-
r1 ile hafta boyunca egitim biriminde karsilagtiklar: konu
ve sorunlart tartigirlar. Dolayisiyla bu daha 6nce tanim-
landig1 gibi, birinci basamak egitim merkezinin ve (aile
hekimligi) boliimiin olusturdugu ikili sistemdir. Elbette
bu ilk yil i¢inde 6grenciler daha 6nceden 6grenmis ol-
duklart pek ¢ok konuyu hem uygulama hem de tazeleme
firsat1 bulurlar. En sik kargilagilan on yakinma tizerine
odaklanilmasi ile bunlar1 nasil yonetecekleri hakkinda fi-
kir sahibi olurlar. Zamani bir tan: araci olarak nasil kul-
lanacaklarinm ve ¢esitli durumlarda nasil iletisim kuracak-
larim1 6grenmelidirler. Kronik hastaliklar da, elbette, is-
lerinin bir pargast haline gelmektedir. A¢iklanamayan ya-
kinmalar da ¢ok onemlidir. Aile hekimleri dogrudan
aciklayamadigimiz veya belli bir hastaliga baglayamadigi-
miz yakinmalar ile oldukea sik kargilagirlar. Bu durumla-
r1 nasil yoneteceklerini ve hemen laboratuar testlerine
veya sevk yoluna bagvurmamay: 6grenmeleri gerekir. Bu
tir yakinmalara, bir yandan somatik nedenlerini aragti-

rirken 6te yandan da psikososyal yoniini gz oniine ala-
caklari ikili bir yaklagim gostermeyi 6grenmelidirler. Ik
yil icinde uzmanlik 6grencileri kendi zaman planlarim
yapmay1 da 6grenmeye baglarlar. Buna ek olarak tani ve
tedavi secenekleri hakkinda kanit aramay: da 6grenirler.
Bilim, belli bir hastalig1 Google’a yazip en bagtaki arama
sonucunu dikkate almak degildir. Bilimsel 6grenme, so-
rularimiza yanit bulmak icin literatiirii nasil kullanacagi-
muz1 6grenmektir: Su anda Bell paralizisi i¢in en iyi teda-
vi secenegi nedir?

Uzmanlik 6grencileri ikinci yillarinda diger klinik or-
tamlarda ¢aligirlar. Bir hastanenin acil servisinde yaptik-
lar alt1 aylik rotasyon siiresince cerrahi, dahili ve travma
hastalarmni gormelidirler. Burada nobet tutarlar ve o eki-
bin bir parcast olurlar. Ancak bu siire i¢inde de, bizim
“uzmanlik egitimi glinleri” olarak adlandirdigimiz giin-
lerde bolime gelirler. Ciinkii bulunduklar: egitim orta-
munda gordiikleri ile ilgili olarak yansitma yapmalar1 ve
ogrenme hedefleri belirlemeleri gerekmektedir. Burada
da kii¢iik grup calismalart kullanilir.

Ogrenciler, psikolojik ve psikiyatrik hastaliklar ve te-
davileri hakkinda deneyim kazandiklar: ti¢ aylik bir ruh
saghigi birimi rotasyonu da yapmak zorundadirlar. Og-
rendiklerinin bir kismini depresyon, anksiyete ve fobi gi-
bi ruh sagligr sorunlarmin giinliik klinik pratigin 6nemli
bir parcasi oldugu aile hekimligi ortaminda kullanirlar.
Burada da 6grenciler haftalik egitim giinleri i¢in aile he-
kimligi bolimiine geri doénerler. Eger 6grenciler daha
once ruh sagligi alaninda uzunca bir siire ¢aligmiglar ise
bu ii¢ ay i¢in farkli bir segmeli rotasyon yapabilirler.

Ikinci y1lin iciincii doneminde ti¢ aylik bir yaglt baki-
mevi rotasyonu yer alir. Bu kurumlar 6zellikle uzun si-
reli karmagik kronik bakim gereksinimi duyan ve bu ba-
kimin evlerinde, aile hekimleri tarafindan verilemeyece-
gi yash hastalar icindir. Bunlar arasinda demans hastala-
r1, palyatif bakima gereksinimi olan hastalar ve ALS has-
talar1 yer alir. Bu sorunlar aile hekimligi diizeyinde bag-
ladig1 icin uzmanlik 6grencileri bu sorunlarin karmagik-
ligin1 6grenmelidirler. Yine bolimdeki haftalik egitimle-
re katilan uzmanlik 6grencileri, ruh sagligi 6rneginde ol-
dugu gibi, uzun siireli bir bakimevi deneyimine sahipler-
se bu ti¢ aylarii farkli bir uzmanhk dalinda se¢meli ro-
tasyon yaparak degerlendirebilirler.

Uzmanlik 6grencisi, egitiminin tglinct yilinda yine
aile hekimligi egitim biriminde ¢aligir. Ancak bu birim ilk
yil ¢alisugi birim olmaz. Caligma sistemi temelde aym
(egitim sorumlusu ile bire bir ¢aligma temelinde geri bil-
dirim ve bolimde kiigiik grup ¢aligmalari) gibi goriin-
mekle birlikte bazi farklar bulunmaktadir. Ogrenci artik
daha ¢ok bir aile hekimi gibi ¢alismaya baglamalidir. Bi-
rim yonetimine ve birimdeki gorevlerin yerine getirilme-
sine daha ¢ok katilmalidir. Ayrica ilk yillarma gore 6g-
renciler kendi programlart ve gereksinimleri konusunda
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daha fazla sorumluluk iistlenmelidirler. Ilk yillarinda
glicli bir yonlendiriciligin saglandigi probleme dayali
ogrenme sireci son yilda 6grencilerinin kendilerinin
yonlendirdigi ve tasarladigi bir probleme dayali 6grenme
sekline doniigiir. Son y1l kronik ve karmagik hastaliklarin
yonetimine daha fazla agirhik verilir. Bazi 6grenciler
aragtirma etkinliklerinde gorev alirlar. Bu yildan baglaya-
rak mesleksel gelisimleri tizerinde ¢alismak ve gelecekle-
rini planlamaya baglamak durumundadirlar. Bu dénem,
“Nerede ¢alismak istiyorum?”, “Calisacagim birimi nasil
bulacagim?”, “Calisacagim birimi nasil sececegim?” ve
“Aile hekimligi biriminin yonetimini yeterince nasil 6g-
renece@im?” gibi sorulara yanit aradiklari bir donemdir.

Bu tiir bir egitim programinin yapisinda yer alan bagka
yapitaglart da bulunmaktadir: Sekillendirici (gelisimi he-
defleyen) ve diizey belirleyici degerlendirme; egitici egiti-
mi; resmi egitim programu ile uzmanlik tezi yaziminmn bir-
lestirilmesi, yari-zamanli egitimin diizenlenmesi ve elbette
ogrencilerin ve egitici aile hekimlerinin tcretlendirilmesi.

Avrupa ve Tiirkiye’de Onemli
Noktalarin Karsilastiriimasi

Avrupa tilkeleri ve Tiirkiye’deki aile hekimligi uzman-
lik egitimine ait 6nemli noktalar1 karsilastirmak icin, EU-
RACT (Avrupa Aile Hekimligi/Genel Pratisyenlik Egiti-
cileri Akademisi) veri tabani kullanilmigtur. EURACT
konsey tiyeleri kendi tilkelerinin verilerini toplayarak veri
tabanina aktarmuglardir ve boylece bu tip bir egitim prog-
ramunt bircok agidan degerlendirmek miimkiin olmustur.

Yirmi alti tilkede mezuniyet sonrast aile hekimligi uz-
manlik egitiminin stiresi:

3 yil: 13 tilke

4 yil: 7 iilke

5 yil: 6 tilke

Tirkiye’de bircok tilkede oldugu gibi 3 yillik bir prog-
ram vardir.

Bir bagka 6nemli nokta; hastane ortaminda harcanan

zamana kargilik aile hekimligi uygulama ortamimnda har-
canan zamandir:

Siire — Saha > Siire - Hastane Ortamz: 11 Ulke

Siire — Saha = Siire - Hastane Ortamz: 7 Ulke

Siire — Saha < Siire - Hastane Ortamz: 8 Ulke

Tirkiye’deki uzmanlk 6grencileri hastane ortaminda
aile hekimligi ortamindan daha fazla zaman harciyorlar ve

birinci basamakta gorebileceklerinden daha farkl hasta
gruplarini goriyorlar. Alu tilkede, uzmanhk 6grencileri-

nin aile hekimliginde gegirecegi en az siire tamimlanmamig
durumdadir. Bagka bir deyigle, uzmanlik 6grencisi aile he-
kimligi uygulamasinda zaman gecirebilir, fakat bu mevzu-
at ya da program tarafindan gerekli gorilmez*. Uzmanlik
ogrencisi biitiin uzmanlk egitimi siresini hastane orta-
minda harcayabilir. Bu alu iilke Avusturya, Yunanistan,
Moldovya, Romanya, Isvicre ve Tiirkiye’dir. Dolayistyla
Tirkiye bu 6nemli noktada yalniz degildir, fakat aile he-
kimligi uzmanlhk egitimi amaci ile 36 ay hastane ortamin-
da egitim alinmast pek uygun goriinmemektedir.

Diger bir konu da Avrupa'da aile hekimligi uzmanlik
egitimi i¢in sorumlulugun kimler tarafindan tstlenildigi-
dir. Bu konuda birc¢ok tlkede dort farkli organizasyon
gorev almaktadir: Universiteler, hitkiimet, bolgesel kuru-
luglar, profesyonel veya akademik kuruluglar. Ulkelerde-
ki durum incelendiginde, bir¢ok tilkede iki organizasyon
uzmanlik egitiminin sorumlulugunu yiritirken, yedi il-
kede bu goreve ii¢ organizasyonun katildig1 gozlenmistir:
Genellikle bunlar tiniversiteler, ulusal hiikiimet ve mes-
lek kurulugundan olugmaktadir. Otuz alt iilkenin 30’un-
da tniversiteler uzmanlik egitiminde sorumluluk almak-
tadir; bu da her tilkenin mezuniyet sonrast egitim prog-
ramina tniversiteleri dahil etmedigini gostermektedir.
Thrkiye’de ti¢ organizasyon sorumludur: Meslek kurulu-
su (TAHUD), {iniversiteler ve hiikiimet.

Onemli noktalarin kisa karsilastirmalarini 6zetleye-
cek olursak: Tiirkiye’de birgok tilkeye benzer olarak 3
yulik bir uzmanlik egitim programi uygulanmaktadir,
bir¢ok tilkeye gore aile hekimliginde harcanan siire kisa
ve asgari siiresi belirlenmemistir; bu bir tehlikedir™. Bu
araba tamircisini ucak fabrikasinda egitmege benzer.
Araba da ucak da birer makinedir, ama olduke¢a biiytik
farkliliklar gésterirler. Dolayisiyla bu tuhaf bir durumdur.
[yi yanindan bakarsak Tiirkiye’de, iiniversiteler de olmak
izere uzmanlik egitiminden ti¢ kurulug sorumludur.

Tiirkiye'de Aile Hekimligi'nin
Gelecegiyle ilgili Bazi Gériisler
Goriiglerim WONCA’nin saglik sisteminde ve aile
hekimlerinin pozisyonlarinda degisiklikler yapan bir¢ok
tilkedeki deneyimlerine dayanmaktadir.
Onemli noktalar:
* Degisim ya da gecis tarihi
e Aile hekimligi egitimi i¢in egitim merkezleri
¢ Aile hekimligi boliimlerinin yeri ve roli

* Birinci basamak saglik sistemindeki ¢eligkili durumlar

*Bu konuda yasal diizenleme yapilmis olmakla birlikte uygulamadaki durum hentz bu sekildedir (Editér).

**Jzmanlik egitiminin 18 ayinin Aile Hekimliginde gecirilmesi gerektigine iliskin yasal diizenleme yapilmis olmasina karsin uygulamaya yonelik alt yapinin hentiz ha-

zir olmamasi nedeniyle zorunlu uygulama s6z konusu degildir (Editér).
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Degisimin ya da Gecis Doneminin Sonlanim Tarihi

Bircok iilkede, aile hekimliginin lisanstistii uzmanlik
egitimi gerektiren bir uzmanlik oldugu kararina varilmig
ve bunun icin bir tarih belirlenmigtir. Normalde bu, bel-
li bir tarihten sonra up fakiiltesi mezunlarinin, o tarihte
gecerli olan gekli ile aile hekimligi uzmanlk egitimi al-
madiklar1 takdirde aile hekimi olarak ¢aligamayacaklar
anlamina gelir. O tarihten 6nce aile hekimi olmak i¢in
farkli yollar vardir; o tarihten sonra aile hekimi olmak
icin ise yalnizea bir yol s6z konusudur. Tirkiye’de gecis
doénemi i¢in bitis tarihi resmi olarak ilan edilmemistir, ki
bu hala birinci basamak hekimi olmak i¢in farkli yollar
oldugu anlamma gelir. Bu durumun birinci basamak sag-
lik hizmetlerine ya da aile hekimliginin gelismesine kat-
kist tartigmalidir. Bu, kesinlikle, tip 6grencileri i¢in net
olmayan bir mesaj anlamina gelmektedir.

Yeni up fakiiltesi mezunlarinin aile hekimi olmalari
icin aile hekimligi uzmanhk egitimi almalarimin gerekli-
ligine karar verirken, birinci basamakta ¢alisan pratisyen
hekim grubunu da dikkate almak gerekir. Gegis iki sekil-
de olabilir: Egitim vermeksizin ya da meslek ici yeniden
egitim yolu ile. 1974’te, Hollanda, 7 yil olan temel tip
egitimini 6 y1l olarak degistirdi. Ayni zamanda, aile heki-
mi olarak ¢aligmak isteyen herkesin aile hekimligi uz-
manlik egitimi almasi gerektigine karar verildi. Boylece,
1974 yilinda ve sonrasinda aile hekimi olmak isteyen bii-
tiin tp fakiiltesi mezunlari, istisnasiz olarak aile hekimli-
gi uzmanlik egitimi almak zorunda kaldilar. Ayni zaman-
da, aile hekimi olarak birinci basamakta ¢aligan tiim pra-
tisyen hekimlerin, lisansiistii aile hekimligi uzmanlhk egi-
timi alan hekimlerle ayni pozisyon ve unvani almalarina
karar verildi. Fakat hepsi her beg yilda bir yeniden yetki-
lendirileceklerdi (sertifikasyon), yani siirekli mesleksel
gelisimlerini belgeleyeceklerdi. Bu, aile hekimi olarak ¢a-
lisan tiim hekimleri kapsayan yalnizca bir defaya 6zgii bir
uygulama idi. Temel up egitimi siiresinin kisaltlmas: ve
yeniden yetkilendirme (resertifikasyon) zorunlugunun
yirtrlige girmesi bu sekilde bir diiz gegisi olast kilmigt1.

Diger bir segenek yeniden egitimdir ve ¢ok daha yay-
gindir. Litvanya bagimsizligini aldiktan ve saglik sistem-
lerinin yapisini degistirdikten sonra bunu yapmistir. Bu
degisimden 6nce saglik hizmeti daha fazla ikincil bakima
odakliydr. Birinci basamak adiyla anilan uzmanlar vard.
Toplum icinde ¢alisan dahiliyecilere bundan boyle birin-
ci basamakta aile hekimlerinin ¢aligmalari amaclandigi
soylendi. Bu konuda hizmet i¢i aile hekimligi egitimleri
diizenlendi ve hatta zorunlu kilindi. Dihiliyeciler egitim-
lere katilmadiklar1 takdirde hastanede calisgmak zorunda
kalacaklardi. Hizmet i¢i aile hekimligi egitimi bir final s1-
naviyla birlikte yedi modiil igeriyordu. Egitime devam,
idari izin saglanarak kolaylagtirildi. Bunu tiim hekimler
icin tamamlamak Litvanya’nm iki yilini aldi. Endonez-
ya’da da buna benzer bir problem yasandi. Doktorlar tip
fakiiltesinden mezun olduktan sonra bazen senelerce ¢a-

listiklar: hastanede kalmak durumdaydilar. Pratisyen ola-
rak adlandirilan bu hekimlerin bir boliimi dahiliye ya da
kardiyoloji uzmanlik egitimine gidiyordu. Bir kism1 has-
tanede pratisyen olarak calismaya devam ediyordu. Fakat
bazilar1 da grup olarak her tirli saglik problemiyle ug-
rastiklar1 6zel muayenehane ya da klinik aciyorlard:. Hii-
kiimet bu pratisyenlerin mesleksel yeterliklerinin birinci
basamakta 6ncii glic olmak adma yeterli olmadigini gor-
dii. Boylece bir yil boyunca haftada bir giin siirecek kurs-
lar baglatildi. Kurslara katilim goniilliliik esasina dayani-
yordu. Ancak, katulim gelir kaybina yol ac¢tig1 icin kursu
birakma orami ¢ok yiiksekti. Katthmeilar kursa ticret 6dii-
yorlard: ve o giin boyunca kendi iglerinde ¢alisamadikla-
r1 i¢in kazanclart azaliyordu. Bu nedenle bu sistem ¢ok
gozde degildi. Bu sirada bir saglik sigortas: sirketi, 6 sa-
atlik bir kurs saglayabileceklerini ve bu kursu tamamla-
yan hekimleri aile hekimi olarak kabul edeceklerini ilan
etti. Su anda Endonezya’da biraz 6zgiil egitim alnug pra-
tisyenlerle hi¢ 6zgil egitim almanus pratisyenler bulun-
maktadir. Aslinda Endonezya’da net bir yonelim yoktur,
ciinkii bu tilkede birinci basamak sisteminde ¢alisan pra-
tisyenlerin egitimlerinin nasil ele alinacagina dair kesin
bir karar verilmis degildir.

Thurkiye Aile Sagligi Merkezleri’nin gelismesiyle bag-
lantili olarak bazi kararlar aldi. Pratisyen hekimlere bu tip
bir saglik merkezinde caligmak icin aile hekimi olma zo-
runlugu getirildi. Dolayisiyla aile hekimi olmak icin ala
gunlik bir kursa katlarak egitim almak zorundaydilar.
Yeniden egitimin ikinci asamasinin, kendi saglik merkez-
lerinde yar1 zamanlt ¢alisirken e-6grenme ile gercekles-
mesi planlanmaktadir. Bu alt giinlik kursun pratisyen
hekimin yetkinlik diizeyi iizerinde sinirlt bir etkisi olacagt
agikurr. Tkinci agama ise oldukea karmagik goriinmektedir.
Hizmet ici bu tiir bir mesleksel egitimin etkinligini sagla-
mak icin iyi bir egitim programina ve egitim alan hekim-
lere geribildirim verecek deneyimli saha egiticilerine ge-
reksinim vardir. Egitim uygulamas: sirasinda geribildirim
diizenli araliklarla, hatta ginliik verilmelidir ve e-6gren-
menin bir egitim yontemi olarak mesleksel egitim amagclt
bir program icin yeterli bir 6grenme ortamu saglayacagi
bilinmemektedir. Ayrica egitime katlan hekimler ayni za-
manda aile hekimi olarak gorev yaptklari i¢in hizmet su-
numundan egitime gercekten yeterli zaman ayirabilecek-
ler midir? Butin bunlarin sonunda bu hekim aile hekimi
olacak, bir aile hekimligi uzmani olmayacakur. Boylece,
Tirkiye birinci basamakta calisan iki tip “aile hekimi” ile
karmagtk bir sisteme sahip olacakur.

Aile Hekimligi Uzmanlik Egitimi icin

Egitim Merkezleri

Aile hekimligi uzmanlik egitimi boyunca bir uzman-
lik 6grencisinin 18 ayini birinci basamakta, 18 ayi ise
hastane rotasyonlarinda gecirmesi olasidir. Ancak ¢ogu
egitim hastanesinde yalnizca hastane ortaminda egitim
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saglandigindan bu yol sik bagvurulan ve kolay bir yol de-
gildir. Daha 6nce de belirttigimiz gibi kisi ileride ¢aliga-
cag1 ortamda egitilmelidir. Eger aile hekimligi uzmam
birinci basamakta calisacaksa birinci basamak ortaminda
egitilmelidir. Bu elbette hi¢ bir kogulda hastane ortamun-
da egitim almayacag1 anlamina gelmez, ancak egitiminin
bityiik kisminin gegecegi yer birinci basamak olmalidir.
Dolayistyla uzmanlik 6grencileri icin acil egitim merkezi
gereksinimi s6z konusudur.

Aile Hekimligi Bélimlerinin Roli ve Konumu

Pek ¢ok iilkede aile hekimligi uzmanlik egitimi tiniver-
site boliimleri ile iligkilendirilmistir. Bilimsel temellerde
yeni bilgiler 6grenmek icin akademik ortama biyiik ge-
reksinim vardir. Bu sekilde uzmanlik 6grencileri, iglerinin
bir bagka parcasi olan arastirma bilgi ve becerilerini de ge-
listirebilirler. Aile hekimligi akademik bir disiplindir ve
uzmanlik 6grencileri bunun farkinda olmalidir. Sahada ¢a-
lisan hekimler, tiniversite anabilim dallarinin daveti ile bu
bilimin gelismesine katkida bulunabilecekleri gerceginin
farkinda olmalidirlar. Dahast bu bilim araciliyla ulagilacak
cikulart anlayabilmelidirler. Bir bilimsel makaleyi okuyup
anlayabilmeli, ayrica iyi makale ile kotiisiint birbirinden
ayirabilmelidirler. Universite anabilim dallar1, egitimin bir
parcast olmasi gereken bu alanda yagamsal bir role sahip-
tirler. Bilimsel ortamn halihazirda yeterli bir gelisim dii-
zeyine sahip oldugu gorilmektedir, ancak aile hekimligi
uzmanlik egitimiyle baglantis1 gii¢lendirilebilir.

Birinci Basamak Saglik Sisteminde
Celiskili Durumlar

Birinci basamak ortamlar ile aile hekimligi anabilim
dallarmnin iliskilendirilmesine bazi diizenlemelerin engel
oldugu gorilmektedir. Aile hekimligi anabilim dallarin-
da ¢alisan egiticiler birinci basamak ortaminda hasta go-
rememekte ve egitim yapamamaktadir. Asistanlar birinci
basamakta egitim gorememekte onun yerine hastaneler-
de egitilmektedirler. Ugak fabrikasinda egitilen bir oto-
mobil teknisyeni érnegini hatirlaym. Ogrenme igin en
uygun ortama sahip oldugu séylenemez. Ayni ortamda
caligan hekimler arasinda da farkliliklar vardir: Uzmanlar
ve pratisyenler farkli diizenlemelere baghidirlar ve farkh
cikarlara sahiptirler. Devletin farkli egitim alnug hekim-
lere farkli ticret 6demesi elbette makul bir yaklagimdir,
ancak eger bu hekimler ayni isi yapiyorlarsa durum biraz
tuhaflagmaktadir. Tim bu hususlar nedeniyle Tirkiye
gibi bir tilkede aile hekimligi uzmanlik egitimi beklene-
nin altunda bir ilgi gériyor olabilir.

Sonuc

WONCA Avrupa perspektifinden bakildiginda, sag-
lik sisteminin ve saglik sistemi icerisinde aile hekimligi-
nin gelistirilmesi sorumlulugu, TAHUD isbirliginde
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Tirk hitkiimetine aittir. Bir kurumsal yap1 olarak WON-
CA Avrupa tye organizasyonlar1 destekler, gelismeleri
izler, sorgular ve belli bazi gelismelerin gerceklesmesi
yontinde yureklendirici olur. Bizim yorumlarimiz diger
pek cok tilkede edinilen deneyimlerden 6grendiklerimi-
zin bir yansimasidir. Tiirkiye’ye bakugimizda hitkiimetin
aile hekimligi ve aile hekimligi uzmanlik egitiminin ge-
lismesi anlaminda bir rota belirledigi gorilmektedir.
Hikiimet ¢esitli diizenlemeler yapmis ve diizenlemeleri
uygulamay1 planlamaktadir. Saglik sistemlerini degistir-
mek i¢in ne kadar biyiik bir ¢aba gerektiginin farkinda-
y1z. Bu bir gecede yapilacak bir is degildir. Dahasi bazen
bir yondeki bir degisim organizasyon anlaminda sistemin
bir bagka parcasinda kayba neden olabilir.

Su tavsiyelerde bulunmak olasidir: Degisim icin resmi
bir tarih belirlenmesi 6nerilir. Bu tarihten sonra birinci ba-
samak sistemine girigin yalnizca aile hekimligi uzmani ola-
rak s6z konusu oldugunu kesin ve net olarak herkes anla-
malidir. Ayrica egitim siiresinin en az yarismin birinci ba-
samak ortaminda gecmesi kosulu giivence altina alinmali-
dir. Birinci basamak egitim merkezlerine yatirim yapilma-
l1 ve saha egiticileri yetistirilmelidir. Meveut aile hekimligi
egitimlerini yeniden ele almak uygun olacakur; ciinki 6
glnlitk faz 1 egitim yetersizdir ve faz 2 egitim sonucunda
gerekli yeterliklere ulagilip ulagilmayacagi tamamen belir-
sizdir. Ayrica uygulanabilirlige iliskin soru isaretleri de var-
dir. Universite anabilim dallart ile birinci basamak merkez-
leri arasinda yakin iligki kurulmasina olanak saglanmali ve-
ya bu iligkiler bizzat organize edilmelidir. Birinci basamak
aile hekimligi uzmanlk egitiminin temelini olusturur, o
nedenle tiniversitelerin ve birinci basamagmn birlikte iyi ¢a-
lismas1 desteklenmelidir. Bu anlamda baz diizenlemelerde
degisiklikler yapilmast gerekebilir. Ek olarak dikkat edil-
mesi gereken bir bagka nokta da saglik sistemi i¢indeki ce-
liskilerdir. Ornegin aym yerde calisan hekimler arasinda
farkl diizenlemelerin olmast gibi.

WONCA Avrupa, hitkiimet gorevlileri ve diger pay-
daglarla goriis aligverisinde bulunmak tizere bir araya gel-
meye hazirdir. Eger yapabilecegimiz bir sey varsa, yar-
dimcr olmaktan her zaman mutluluk duyariz. Bu davet
bizim konferanslarimizi da kapsamaktadir, ciinki bu
konferanslar Avrupa’nin cesitli tlkelerinde neler olup
bittigini gérmek i¢in iyi birer firsattir. Miicadele ettiginiz
pek ¢ok konuda Tirkiye’nin bir istisna olmadigini gor-
mek bir miktar i¢ rahatlatic1 olabilir. Pek ¢ok iilke, hatta
cok iyi bir aile hekimligi uygulama organizasyonuna sa-
hip olanlar bile, degisimle, ekonomik degisikliklerle ve
saglik sisteminin yeniden yapilandirilmasiyla bogusmak-
tadirlar. WONCA Avrupa yardima her zaman isteklidir
ve belli baz1 gelismeler karsisinda uyarilarda bulunmay:
gorevinin bir parcast olarak goriir.



