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As explained in the main text and Figure 1 shows (below), following the transcriptions of the audio-

recorded interviews and participants’ confirmation of the information, we arranged the chunks of 

data according to the categories determined in the initial framework, which were: 

1. Education and training of family physicians (FPs) 

2. Process of health care delivery 

3. Population attitudes towards primary health care (PHC) 

Additionally, we included three broad categories to facilitate the emergence of new information: 

4. Best points of the family medicine programme (FMP) 

5. Worst points of the FMP 

6. Implementations that the participant would have considered appropriate to improve the PHC in 
Turkey 

After the arrangement of the chunks of data, we proceeded to their in vivo coding. This process was 

carried out on family physicians’ and academicians’ transcripts independently, in order to check for 

differences between groups and, when common themes emerged, enhance the credibility of those.  

Section A in this document illustrates the process of in vivo coding after removing all personally 

identifiable information of participants. Section B shows the development of refined codes, which, 

as indicated in Figure 1, emerged after combining in vivo codes through axial coding. Refined codes 

may emerge from one or several in vivo codes. Subsequently, as illustrated in Figure 1, these refined 

codes are axially combined into categories, refined categories, initial themes and final themes, which 

are shown in Section C. As described in the main text, final themes can be classified into dominant 

themes, which were alluded to reiteratively in the narrative of all participants, and minor themes, 

which emerged in most of the interviews but were related to or supporting the dominant themes. 

All personally identifiable data have been removed in order to preserve the anonymity of 

participants. 
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Section A. Development of in vivo coding from chunks of data extracted from the interview’s transcripts 

Family physicians’ group: from chunks of data to in vivo codes and code index 

Chunks of data arranged according to initial categories In vivo codes Code 
index 

1. EDUCATION AND TRAINING OF FAMILY PHYSICIANS CATEGORY 
 
”In 10 days, the focus was on the philosophy of the primary care service... It 
was the intention… The overall comment is that the training is not helping 
them very much” 
“it was very quick…in 10 days…doctors did not understand what was 
happening, and what they were trying to do”  
 “The people who were giving the training, they were not trained very well 
themselves” 
“I was working in emergency department…there is no connection with 
primary care…for many years there was no investment (in PHC) and they 
trained family physicians, but they wanted them to work at hospitals” 
“There were not professional trainers, they were arranged by the 
government” 
“It was not a family physician training, it was more about the communication, 
social relations…” 
“I had no experience with primary care, while I was working here I learnt 
about primary care, I did not have experience with pregnant women, 
infants…for many years, I was only with adult patients… I joined the training 
programme and started working as a family physician, and learnt about 
pregnant, infants…these types of things while working here” 
“The things covered during this 10-day training weren’t very relevant for the 
job… The programme did not contain any new information that is going to be 
used in the daily work …” 
“She thinks they (government) did not care about the training programme so 
much, they did it as a one of the requirements for taking the credit from the 
World Bank” 
“They (new FPs) did not have experience and there were doctors like her who 

1. EDUCATION  
 
” Introduce idea of PHC…the training is not helping very 
much”  
 
“Very quick…doctors didn’t understand”  
 
“People giving training not well trained” 
 
“Primary care was neglected for many years…no primary care 
centres for family medicine specialists before” 
 
“Trainers selected by MoH” 
 
“It was not a family physician training” 
 
“I had no experience with primary care…I did not have 
experience working with pregnant women and infants” 
 
 
 
“The (training programme) …not relevant for the daily job…”  
 
 
“They did it (the training) as a one of the requirements for 
World Bank” 
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had experience before but…” 
“In the beginning, and now, they were afraid because they are now contract-
based, they can be fired” 
“The time they spent in education (training programme) was very good for 
them, they were happy”  
“Some of them couldn’t adapt to the (training) programme because they were 
concern, because it was a big change happening very quickly… they were 
anxious” 
“It was a very short period (training)…it could be better if the time were 
longer, …it was planned longer…” 
“The training was not related with medical subjects…I would prefer seeing 
more clinical things” 
“It was useful to have reviewed in a systematic way...it was useful” 
 
 

“Doctors did not have experience with the patients” 
 
“In the beginning, they were afraid…they could be fired…” 
 
“The time spent in education was very good for them…”  
 
“It was a big change happening very quickly...they were 
anxious...they couldn’t adapt to the (training) programme”  
 
“It (the training) was a very short period” 
 
“Training not related with medical subjects” 
 
“Training was useful because it was systematic” 

002 
 
003 
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003 
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001 
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2. PROCESS OF HEALTHCARE DELIVERY CATEGORY 
 
Referral Chain 
 
“it is very important” 
“If it is a very good structured PHC system, I want to be able to refer patients 
to specialists…They are preparing it but there is a disconnection between the 
primary and secondary health care services, they expected more 
communication, more feedback as condition for the referral system 
functioning, it is not very well now…” 
“It did not work…” 
“There is not time for referral… if we had the referral system with this number 
of patients …it is not going to work...we would have to work much more…” 
 
“we don’t like referral system” 
“The referral system is very important”  
“There is no referral, it is not compulsory…” 
“There aren’t as many doctors as needed for the functioning of the referral 

2. PROCESS OF HEALTHCARE DELIVERY  
 
Referral chain 
 
“It is important” 
“There is a disconnection between the primary and secondary 
services…they expect more communication for the referral”  
 
 
 
“It didn’t work” 
“There is not time…with this number of patients” 
 
 
 “We don’t like referral system”  
“The referral Is very important”  
“there is not referral”  
“There aren’t enough doctors for the referral system” 
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system…we could see more than 100 patients per day” 
“The referral system is not working…sometimes I refer some patients…”  
 
“If we start right now it would be a catastrophe for them (doctors), but it 
should be implemented”  
“The population should be educated first, because if we don’t educate them, 
they will continue their habits” 
“It is not working…because population always go to the hospital at any time 
they want to go, it is not possible for them” 
“People don’t like it, doctors don`t like it” 
“It is a political decision… this government has good support because of the 
HTP, they don’t want to lose it” 
“Hospital doctors don’t like it…because they are taking money…they want 
patients to go as many times as they want…” 
“It can’t work in Turkey…if you say to people first go to your FP and then go to 
hospital…” 
“It should be implemented…I want to follow my patients…I would like the 
feedback…” 
“There is no feedback from the secondary and tertiary services, there is no 
compulsory feedback mechanism”  
“It is political…” 
“Population is used to do everything they want…they don’t trust primary care 
a lot…because of this, they prefer going to the hospital” 
 
Workload  
 
“We have a lot of burden… the most important thing is that everything is 
expected from the doctors” 
“I am assigned more than 4000 patients, it is impossible to have 4000 
patients” 
“(ownership)...facility, water, electricity…it is too much” 
“Reason (for the workload) is the punishments, like the fees for not complying 
with something…the point-based system and they have to pay for that…”  

 
“It is not working” 
 
“It should be implemented” 
 
“The population should be educated first” 
 
“It is not working” 
 
“Doctors don’t like it” 
“Political decision…government don’t want to lose (the 
population’s support)” 
“hospital doctors don’t like it (referral)” 
 
 “Turkish population don’t accept it” 
 
“It should be implemented” 
 
“there is no compulsory feedback mechanism” 
 
“It is political” 
“Population is used to go to the hospital, they don’t trust 
primary care” 
 
Workload  
 
“Everything is expected from the doctors” 
 
“4000 patients assigned, it is impossible” 
 
“facility, water, electricity…it is too much” 
 
“the punishments…they have to pay for that” 
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“The most important contribution to the workload is the ambiguity, that it is 
not very clear” 
“And they are giving them more things, the criminal forensic 
reports…mortality reports…” 
“4050 patients, a lot…compared…I know it is more than in other countries…” 
 
“We have a lot of responsibilities…. the place rent, the furniture, water, 
electricity, wireless, heating, cleaning, ….we are the boss…it takes a lot of 
time” 
 “All the contracts (performance), it is our name, we have the legal 
obligation…we have one person working with doctors, the nurse…but we have 
more cuts from our salary than the nurse, twice cuts…The negative 
performances …they are not helping anybody, it should be positive, 
encouragement” 
“The government wants us to ask many questions for statistics…we have to 
report all the data to the ministry for statistics…there is no time…” 
“The health minister wants’ us for duties after working, emergency duties…” 
 
“There is a lot of workload…follow up infants, monitoring pregnant women, 
house visits…There is a punishment system, like points… in the contract, if you 
lose all your points…you lose your job” 
“Forensic reports, registration, calculations…the job of other people…” 
“For the maintenance…they have some standards they have to fulfil, they 
come here to check if they have general electricity generator, water, heater…”  
 
“Everything is expected to be done by her, before the programme, there was 
a person, a secretary…they were doing these tasks…” 
“The rent of this place, taxes of many kinds, heating, subscriptions to all 
services…we have to make the (nurses) contracts, they are responsible for so 
many things, it is very tiring, and it is a lot of extra work” 
“Because of the assigned list, all doctors are working, it is a contribution to 
decrease the workload, before some doctors were not doing anything” 

 
 
“Ambiguity is the most important contribution”  
 
“More things…forensic and criminal reports…” 
 
“4050 patients, a lot…” 
 
“Place rent, furniture. Water, electricity…it takes a lot of 
time…” 
 
“Negative performance is not helping, it should be positive 
performance, encouragement” 
 
 
 
“the ministry wants us to report all the data for 
statistics…there is not time” 
“emergency duties after working” 
 
“A lot of workload…follow up infants, monitoring pregnant 
women, points system…”  
 
“forensic reports, registration…” 
“They have some standards...for the maintenance…they come 
to check electricity, water, heater…” 
 
“Everything is expected to be done by her” 
 
“The rent of the place, taxes, it is a lot of extra work” (int.5) 
“Every doctor works because of assigned lists, contribution to 
decrease the workload” 
“Negative performance is for things that are out of our 
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“We cannot locate some patients, we are trying very hard to reach the 
patients, but they cannot, so this is negative performance in the end, because 
of things that are out of our control…” 
“For all the extra (non-medical things) things expected form the doctors, the 
workload increases and every day they ask more extra things from the 
doctors”  
 
“The worst thing is that every day, every day there is an extra duty, 
emergency duties…for example…because it is unstable”  
“They have this forensic duties, legal duties….” 
“This number of patients, this is not a real family practice…it could have been 
better with a lower number…”  
“The workload is because of the programmes…they want us to do screening 
programme for breast and cervix cancer, reports…”   
“They are always putting more new things…”  
“Our minister wants us to work on Saturdays, Sundays and evenings…” 
“I am working for the government so why do I have to pay the rent, 
electricity… I don’t like that…I don’t know how...they want me to know 
management…”  
 
“In the health system before, nothing was working…it was a chaos…if you do 
something or you don’t, nobody asks you…Now the government says you are 
responsible, …we will punish you…”  
“They have many patients, it is difficult to do this for 4000 patients”  
“Paper work…a secretary will help to decrease the workload…” 
“The management, the maintenance of the facility.” 
“The performance system is one of the most important reasons, they cannot 
reach the patients and she just gets the punishment…”  
“The negative performance is not helping anything, it should be positive 
performance, an encouragement…” 
“Everything (activities) were the same before the programme… not it is more 
organised”  
 

control”  
“Extra things expected form the doctors” 
 
 
“Every day there is an extra duty...it is unstable”  
 
 
“Forensic duties, legal duties…”  
 
 
“This number of patients…this is not a real family practice” 
 
“Screening and reports” 
 
Always more new things…” 
“Extra emergency services duties” 
“I don’t know how… (management of health facility)” 
 
 
“Before it was a chaos, if you do or you don’t nobody asks 
you…now, government will punish you” 
 
“Many patients”  
“Paper work” 
“Management of the facility” 
“Performance management”  
 
“Negative performance is not helping, it should be positive” 
 
“Activities are more organised after the programme” 
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3. POPULATION ATTITUDES CATEGORY 
 
“The people like it, they are very satisfied because they can see a lot of 
doctors now” 
“They expect, all of a sudden, many things from the doctors…” 
“The public is demanding a lot of things from the doctors”  
“They complain about things, they are threatening with performance-based 
system…there is a department for patients’ rights but there is not department 
for doctors’ rights”  
“Population doesn’t respect the doctors, they always come late, there are 
confrontations, they don’t respect the system…” 
“They think they can access to doctors every time they want, they own the 
doctors…they (the government) don’t give the value to the doctors, they see 
doctors as some people working for the public service…” 
“Everybody likes primary care system, population is happy...we wanted 
doctors are happy” 
“They (population) are believing us more than the hospital (doctors), after 
going to the hospital, they come here to ask us…they trust us more…” 
“The population hear many things at the same time, they don’t have a very 
clear idea about…” 
“There are more health centres, it is like a provocation, it makes people make 
more use of the system” 
“There is no way of saying “no “to a patient, there can be violence against 
doctor and you cannot reject the patient”  
“Turkish population don’t know about PHC service, they don’t know, they 
directly go to secondary care, because they are not knowledgeable of this…” 
 
“Now, they (population) are a bit happier because they know they have a 
family physician for them assigned…my doctor...it is like a positive 
encouragement” 
“Turkish people want to see their doctor anytime they want…it is very 
easy…the main problem is that…if you say…you can see me only between this 
time or this period…it is not practical…so the government want they to work 

POPULATION ATTITUDES 
 
“They(population) are very satisfied”  
 
“They expect many things from doctors” 
“Public is very demanding” 
“Public are threatening them and complaining, there is no 
department for doctors’ rights...” 
 
“They don’t respect the doctors” 
 
“They can access the doctors every time they want”  
 
 
“Everybody (population) likes primary care service”  
 
“Population trust us (PHC doctors) more” 
 
“Population hear many things from the government” 
 
“It is like a provocation to make use of the system”  
 
“Doctors cannot reject a patient, there can be violence”  
 
“Population don’t know about PHC” 
 
 
“Population are happier because they have an assigned 
doctor”  
 
“They want to see their doctor…it is very easy…it is not 
practical to say them a time or period (for visits)”  
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on Saturdays and Sundays” 
“I cannot see you today, come tomorrow”, this is a problem in Turkey, they 
hurt you…anything can happen…aggressive people…” 
“The patients are very…they are always right, they can choose their doctors, 
and they have their rights...” 
“They have very high expectations because they say “you are my family 
medicine doctor…my child does not use sleepers, what can I do? You are my 
doctor…” 
“It (the PHC) is very new, so I think there are still many things to do to educate 
the people…” 
“Their trust is increasing after the programme...they have increased trust and 
some doctors became more engaged with their work compared to the 
previous system” 
 

 
 
“There are aggressive Turkish people, they can hurt you” 
(int.8) 
“Patients have their rights” 
 
“They have very high expectations”  
 
 
“There are still many things to do to educate the people” 
 
“Population trust doctors more after the programme”  
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GENERAL APPRECIATION OF THE PROGRAMME 
 
Health care delivered 
 
“They (government) had many primary care physicians. They were waiting for 
a system like this and they wanted”  
“They (FPs) are trying to solve the problems themselves, the government did 
not support them very much…It turned into a confrontation between the 
doctors and the Ministry” 
 “It (healthcare delivered) improved” 
“It made doctors more accessible to the public…they rent many facilities and 
turned them into family medicine centres…this is the good thing” 
“Before there was some kind of primary care system very neglected and was 
focused only in preventive things… now, I can have more personal 
relationship with the patients” 
“I think (CHC supervision) is a kind of bullying…they are irritating us, I don’t 
need they to inspect me…my patients are inspecting me…I will have the 
feedback from my patients and I will do my job” 
“The government and the prime minister don’t like family physicians…they 

GENERAL APPRECIATION OF THE PROGRAMME 
 
Health care delivered 
 
“Family physicians were waiting for a system”  
 
 “The government did not support them very much for solving 
the problems” 
 
 “Healthcare delivered improved”  
“Doctors are more accessible to the public” 
 
“Now, I can have more personal relationship with the 
patients” 
 
 
“CHC are irritating us, it is a kind of bullying” 
 
“Government don’t like FPs, we want support from them”  
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don’t like…but just want a bit of support from the government…” 
 “It was also common (the continuity and relationship) before the 

transformation programme, it happened”  

“Everything is organised using negative things…I like my job, but when 

somebody tells me “you will be punished for this…” it is not good motivation 

for me…everything is negative”  

“The government does not allow us to work better”  

“The healthcare is better” 

“The access increased, it (the health service) is easier the access…” 
“They prioritised people with (FP) specialisation…they gave them more 
important locations…”  
“The access improved but the quality has not improved, it does not mean that 
there is better healthcare quality, but it is just they have to see many patients 
very quickly, suddenly…” 
“I had already this continuity with the patients before the programme, I did 
not have assigned list of patients, but I was serving the same neighbourhood”  
 
“They are giving health services to people that come, that ask for a visit…or 
who request maybe assistance… there are around a million people that are 
not registered in the system…”  
“Before the programme, they were responsible for family planning, 
environmental issues…occupational health... now, they are working based on 
population (persons)”  
“Yes…the statistics have improved, there was a problem with infant 
mortality…they are focusing on this issue...” 
“The performance indicators) in my experience, all family physicians call the 
patients, they are following the patients, there has been a contribution (to 
healthcare improvement)”  
“They use the information system for the prescriptions and she has access to 
previous prescriptions instantly, when she needs them…And she does not 
have access to other doctors appointments’ information but she has access to 
other prescriptions from the other doctors… it is a good advance”  

 
“It was common (the continuity) before the programme”  
 
“Everything is negative, it is not good motivation for me” 
  
 
“The government does not allow us to work better” 
“The healthcare is better”  
 
“The access increased”  
“They gave more important locations to people with FM 
specialisation” 
“The quality of healthcare has not improved”  
 
 
“The continuity was the same before the programme”  
 
 
“Health service to people who request assistance”  
 
 
“They are working based on population(persons)” 
 
 
“The statistics improved” 
 
“Performance indicators, there has been a contribution to 
healthcare”  
 
“The informatics system is a good advance for see information 
from other doctors about the patients” 
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“Before they were doing the same things but not in the same way”  
“The healthcare it is better for the people, the patients and for us also” 
 
“You know everything about him (patient)…it is easier for me to do 
something, it is better practice” 
“If they (GP) want to take this programme with the government, they have to 
do this adaptation programme”  
“The programmes are better…vaccination, pregnant women…if we don’t do 
this, the government is following us…before everything was a chaos”  
“People can reach their medical doctor very quickly, very comfortable…this is 
the first good point, and for us…”  
“Before this (programme), I was in endocrinology…nothing to do with me…in 
a hospital…so, it was not nice for me…I want to do the things I have got the 
knowledge to do, yes of course, I am happy…”  
 
“The government wants us to work in emergency services, it is not family 
medicine…it is very hard, we could not understand…”  
“It is better the paediatrics and the follow up of the patients” 
“They are trying to explain the ministry that they need 15 min per 
patients…but the ministry doesn’t accept it…”  
“I would prefer it (the work) a bit flexible… I would like to have some 
flexibility…to make a programme for herself…”  
“The one-to-one communication with patients, explaining them…educating 
them has improved…”  
 
Best points 
 
“The best part of all this thing is that it made it more accessible, the doctors 
are more accessible of the public” (int.1)  
“The money, the sum of money is the best. Before family physicians 
(programme) I took 1500 TL, after (family physician programme) we take 
8.000 TL, but we have a lot of responsibilities…” 
“We are self-employee and we like it, we are our own boss” 

 
“They were not doing the things in the same way”  
“Healthcare is better”  
 
“It is better because you know everything about him (the 
patient)” 
“GPs have to do adaptation programme if they want to work 
in FMP”  
“The vaccinations, pregnant women programmes are better, 
before everything was a chaos”  
“People can reach doctors very quickly”  
 
“I am happy...I want to do the things I have the knowledge to 
do…”  
 
  
“Government wants us to work in emergency services…it is 
hard” 
“The follow up of the patients improved” 
“They tried to explain to the ministry…but it doesn’t accept 
it…” 
“I would like flexibility at job”  
 
“The communication and education have improved” 
 
 
Best points 
 
“More accessible”  
 
 
 
“Money” 
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“Accessibility” 
“Income”  
“They use the information system for the prescriptions, I think the 
information system is good advance” 
 
“I get to know the patients very well (the continuity…) she thinks it helps 
preventive medicine”  
“…the accessibility…”  
“People can reach their medical doctor very quickly, very comfortable…this is 
the first good point” 
“We are getting money, we didn’t get money in all other time”  
“We have a programme, it is demanding but it is easier working in a system, in 
a regular system…” 
“(Before) it was not nice for me, perhaps I was doing something but I want to 
do the things I have got the knowledge to do, yes, yes…of course, I am very 
happy…” 
“The best think is the paediatrics things, like follow up of the patients, the 
growth…nutrition… the follow up…” 
“The one-to-one communication with patients, precautions…explaining them, 
educating them…” 
 
Worst points 
“It turned into a confrontation between the doctors and the ministry, they are 
not collaborating a lot in the solution of the problem”  
 
“They are expecting more out of the doctors, and we have many things, I have 
a very big burden” 
“The most important contribution…is the ambiguity”  
“The system is not well implemented”  
“We do not feel the minister supports us, we do not feel the support” 
“The ministry is trying to solve problems with the punishment points, this type 
of things…negative performance” 
“From community based to person centred, from public to private 

 
 
“Self-employed” 
“Accessibility”  
“Income”  
“informatics system” 
 
 
“I get to know patients very well”  
 
“Accessibility”  
“Accessibility” 
 
“Money” 
“We have a programme…a regular system”  
 
“I want to do things I have knowledge to do”  
 
 
“The paediatric follow up” 
 
“Communication and education” 
 
 
Worst points 
“Confrontation between doctors and the ministry”  
 
 
“I have a very big burden”  
 
“Ambiguity”  
“Not well implemented”  
“No support from the ministry”  
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mechanism” 
“The worst thing is that very day, every day there is an extra duty, emergency 
duties…because it is unstable…this forensic duties, legal duties….” 
“Number of visits…we have a lot of visits…this is a bit problem…if people were 
more educated maybe they don’t use it, they could come us maybe more 
reasonable…” 
“4000 patients…”  
“and it is irregular, sometimes it is crowded, and sometimes there is 
nobody…” 
 
 
What would you have done…?  
 
“Well planned…for a long-term transition…making very good plans”  
“Structured referral system”  
“Government should do the infrastructure”  
“ (The system) should be given to the people who have experience with the 
training, these things… they should own the system”  
“I want from doctors only examination patients, only do doctors work …no 
other…and the performance system is the worst! No performance, no 
statistics… no information system...”  
“I think that the government should provide all the working conditions and we 
should focus just on the medicine” 
“People involved in administration, in the ministry, they should know about 
primary care, they should come from primary care, and they should know the 
subject, they should be maybe family physicians, they have to know what they 
are doing…”  
“It should be geographically based… it should be integrated, it should not be 
personal, it should be based in community and it should not be based on 
request, the doctor should be allowed to discover the population they are 
supposed to serve instead of waiting for the people to apply…” 
“Everything should be public, she thinks there should not be anything called 
private health service, everything should be public, like a social system, and 

“Negative performance”  
 
“Private person-centred mechanism”  
 
“Every day extra duties”  
 
“Number of visits”  
 
 
“4000 patients” 
“Irregular, sometimes crowded, sometimes nobody…” 
 
 
 
What would you have done…?  
 
“Well planned for a long transition”  
“Structured referral system”  
“Government should do infrastructure”  
“System should be given to doctors with experience”  
 
“Doctors only for examination of patients, only doctors work”  
 
 
“Government should provide working conditions” 
 
“People in the ministry should know about primary care, the 
should know the subject”  
 
 
“It should be based on the community, geographically based, 
not based on personal request” 
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central organization of the country”  
“There should not be motivations for earning money as doctors”  
“Recognize the parts that are not working very well, talking with the people 
that are working in the field and make decisions together with these people, 
and use their observations…”  
 
“In the beginning and also a bit now, they are afraid because they are now 
contract-based, they can be fired in a minute and there were instances like 
that, …but later, they are working well, the doctors…”  
“Less number of patients and they have some rules, but the central regulation 
of these rules could have been done better” 
“They (FP) don’t get enough feedback about what we are doing…how they are 
doing…”  
“I want positive performance…”  
“The community health centres, they behave like they don’t belong to the 
primary health care…they are giving punishments, they are making the job 
difficult, they have lower salaries… make the salaries equal and make sure 
that everybody feels the same in the system, then people can work better 
together” 
“She would do public health campaigns for explaining primary health care 
system to patients, about what can they do here, what they can get…for 
educating the public…” 

 
“Public social system”  
 
 
“Doctors should not be motivated for earning money” 
“Talking with the people working in the field, make decisions 
together” 
 
 
“They were afraid of losing their jobs in the beginning” (  
 
 
“Less patients, better regulation”  
 
“More feedback about what they(government) are doing”  
 
“Positive performance”  
“Make sure everybody feels equal in the system” 
 
 
 
 
“Public campaigns for educating the people about primary 
care” 
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Academicians group: from chunks of data to in vivo codes and code index 

Chunks of data from interview transcripts arranged according to initial 
categories 
 

In vivo codes  Code 
index 

1. EDUCATION AND TRAINING OF FAMILY PHYSICIANS  EDUCATION AND TRAINING OF FAMILY PHYSICIANS   
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Changes in the training programme 
 
“They changed the education each year, they apply something, next 
year…they put it away…Prove some new things, the physicians really got 
mixed up, most of pupils of family practice resigned”  
“The three years (training) period is divided into two parts. The second 
eighteen-month period, it has to be fulfilled in a primary care setting”  
“Consider having some field training…we have some difficulties; our laws say 
that the specialists must be trained in research hospitals” 
 
“The rotations were halved, have been decreased to 18 months, the other 18 
months are at the department of family medicine”  
“Our department of the university has no protocol with family health centres, 
so residents don’t go to primary care centres, they do not see real primary 
care…. there is not regulation between MoH primary care centres and the 
university”  
“They didn’t take more family physicians as residents…they don’t open the 
residency programme, if there is no programme, no one can choose it…”  
 
“Their primary care service is here, in the polyclinics…it is useful for them 
but…it is a tertiary hospital”  
“We planned to change, but we need education in primary care centres…we 
have only polyclinic in our university hospital…I think in 2016 we will have 
educational centres for training residents”  
 
“The politicians spent our time, we spent eight years not very efficiently”  
“Resident don’t have any education in primary care units. We have a 
polyclinic in the hospital, this hospital is a university hospital, so it is tertiary” 
“I cannot say they (FPs) have an education according to primary care, their 
education is also not primary care orientated, (…) they don’t spend any time 
in primary care …the education system is not preparing medical students as a 
primary care physician” 

 
Changes in the training programme 
 
“Each year something new, the physicians got mixed 
up…resigned…”  
 
“Primary care setting included the training”  
 
“They consider field training” 
 
 
“Family medicine department rotation included” 
 
“There is no regulation…the residents don’t see real primary 
care” 
 
 
“They did not take more family physicians as residents” 
 
 
“Primary care service in tertiary hospital”  
 
“We need educational primary care centres for training 
residents…in 2016”  
 
 
“Politicians spent our time not very efficiently” 
“They have education in polyclinic, it is tertiary (hospital)”  
 
“Their education is not primary care oriented…the educational 
system is not preparing primary care physicians” 
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“We learnt they are going to do training in family medicine centres” 
“We were expecting that there would be more training positions for residents 
in family medicine, that did not happen as it has been necessary to train 
family physicians for the implementation of the system” 
“The part related to the field training was better defined, the part which 
should be spent under the supervision of the department of family medicine”  
 
“It has been in the regulations earlier, but the real implementation, as it is so 
often, it took some time…the first family health unit started a month ago”  
 
 
Adaptation programme for general practitioners  
 
“They became FPs, in 10 days” 
 
“The second phase (on-line training) is still there but it is not very well 
regulated” 
“It is a political training, because it is written in a law, they must finish the 
second part of the training, so they are finishing but I do not know what they 
are finishing, if this is the programme or something else” 
 
“They (GPs) must take the second part of the training…after finishing it, they 
get license, not speciality, license to work as a family physician…” 
“The trainers are from universities that have close relationship with MoH”  
 
“The whole period of training should have been coordinated by family 
physicians academicians, but now, there is no one in the training committee… 
they are from cardiology department, gynaecology…so they don’t know about 
family medicine…about primary care…” 
“The transition training for one year but because of the pressure, we couldn’t 
finish the second part and MoH made some arrangements to finish the 
adaptation programme”  
“The responsible for that education, for this is the ministry, MoH, so the 

 
“Training in family health centres”  
“They did not train necessary family physicians as expected 
for the implementation of the system” 
 
“Better definition of the part of the training under family 
medicine department supervision”  
 
“The implementation of family health unit (for training) 
started a month ago, it took some time since regulation…”  
  
 
Adaptation programme for general practitioners 
 
“They because FPs in 10 days” 
 
“The second phase not regulated” 
 
“It is political training, because there is a law, but I don’t know 
what they are doing”  
 
 
“After the training they don’t get the FP speciality, but the 
license to work as FP” 
“Trainers are from universities close to MoH”  
  
“There are no family physicians in the training committee”  
 
 
 
 
“pressure to finish the (elaboration of the) programme, it was 
planned for one year…we couldn’t finish” 
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university, the university administration and the minister administration are 
different, so health ministry invited the university educators that can educate 
there …they did not invite us” 
 “They prefer MoH doctors as educators” 
“Some people are having these modules, they are so busy, so they don’t have 
time to study, so they ask me (FP) to answer the question”  
“We give the same subjects in three years, but it was shortened to 5 days for 
the general practitioners, it is not enough…” 
“(the adaptation programme) it was hard to accept for us…we couldn’t accept 
it very easily”  
“It is a political decision”  
“MoH must decide to educate more than 20 000 specialists, it would take 
many decades, or they will begin with the 10 days education course…they 
decided the second one” 
“…it affects the quality”  
“In 10 days, you can be a general practitioner…a primary care doctor…but I 
saw the lectures…they were not sufficient” 
 “The adaptation programme were real trainers, they were not experienced in 
primary care…”  
“This is not enough time to learn the knowledge and skills that are necessary 
to become a specialist in family medicine, 10 days, obviously it is not possible”  
 
“The adaptation was not successful, second part was not regulated, there 
were infrastructure problems, the programme had some bottlenecks 
itself…they weren’t motivated…they say it was very time consuming…the 
enrolment rates not as good as expected…” 
 
 
 
Competences for clinical practice after the adaptation programme  
 
“The government just said “ok, let’s make all of them family physicians”. They 
thought the GPs will be increased medically. They will give better service if 

 
“The responsible for this education is the MoH…they didn’t 
invite us” 
 
 
“They prefer MoH doctors as educators” 
“They are busy, they don’t have time to study” 
 
“It was shortened to 5 days, it is not enough”  
 
“It was hard to accept”  
 
“political training” 
“They decided the 10 days course rather than training 
specialists”  
 
“It affects the quality” 
“The adaptation programme was not enough” 
 
“Trainers were not experienced in primary care” 
 
“It is not enough time to learn the skills to become a family 
physician”  
 
“The programme was not successful…it had bottlenecks…, 
infrastructure problems…time consuming”  
 
 
 
 
Competences for clinical practice after the adaptation 
programme  
“The government thought they (GPs) will increase medically 

 
 
007 
 
 
 
009 
006 
 
005 
 
009 
 
007 
005 
 
 
008 
005 
 
007 
 
005 
 
 
006 
 
 
 
 
 
 
 



18 

 

they were increased to family practice status”  
“The care is the same, they are old guys…they are physicians, we have respect 
for that, but everything has to be solved on its own and this system is called 
system of family physicians…”  
“The 10 days programme for primary care practitioners was very new (for 
them), because they didn’t know the principles of family medicine”  
“Doctors don’t have time to be ideal family physicians…because they have 
many responsibilities, so they do not have time to study” 
 
“(only) one third of the physicians are family medicine specialist, so our MoH 
thought that they would work together (GPs and specialists) … but they did 
not have vocational training in family practice” 
“They have continuous medical education…they need of course” 
“Doctors working in the primary care service without specialization (before 
the programme) they were very experienced doctors” 
“They (family physicians) didn’t have experience in primary care…the 
government had to attract other specialists …they came to family physician 
model for money”  
“Some of them may have not seen a patient in years…they didn’t have any 
contact with pregnant women…in this system, they are the only person 
responsible for the patients…it is very dangerous...”  
 
“Maybe they learnt something (in the adaptation programme) but only 
theoretical knowledge… feeling responsible for the community…you can’t 
learn it from a distance programme…. I heard it was only to make the 
certificate of FPs”  
“Maybe the ones that participated in the programme from the beginning to 
the end really profited form it…I don’t know how competent they are to do 
that...(FPs monitored performance work)” 
“The second phase of orientation training…I don’t know how far that 
happened…I don’t know if they have the skills, the second phase…” 
 
Attitudes to 6 years part time specialisation programme 

(knowledge)…when became FPs”  
 
“The care is the same…” 
 
 
“They (GPs) didn’t know the principles of family medicine”  
 
“Doctors don’t have time to study and to work as ideal family 
physicians…they follow rules of the government…”  
 
“Only one third of family physicians are specialists…they (GPs) 
did not have vocational training in family medicine”  
 
“They need continuous medical education”  
“Doctors working in PHC before the programme were very 
experienced” 
“Family physicians from other specialities…they didn’t have 
experience in primary care”  
 
“Some of them may have not seen a patient or pregnant 
woman in years…it is very dangerous…”  
 
 
“Maybe they learnt something…only theoretical 
knowledge…community responsibility can’t be learnt…only to 
make the certificate”  
 
“I don’t know how competent they are to do that… (to work)”  
 
 
“The second phase…. I don’t know how far that happened…”  
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“They (family physicians) do not attend education programmes, they have 
their patients…” 
“Now it is only voluntary, not compulsory (…), but their regulations are not 
clear, their programme is not clear…” 
“Both of them (specialisation) programmes are the same from the entry and 
the finishing, and between….but one of them is six years duration and the 
other more compact…three years”  
“It is horrible, I am sure they won’t be able to take any education because it is 
different to be in university or in hospital…those part time residents, just 
maybe visit the hospital…they work…”  
“They (GPs) sit in their office, they look after patients and, after six years, they 
will be specialists for doing nothing for education…they are accepted with 
low…(requirements), the primary care physicians, the ones who are not 
specialist…don’t want to have any more responsibilities” 
“We (FM specialists) don’t oppose to them (practitioners)…it is not very just 
to give them the same level… we tried to improve the discipline, but they try 
to they devalue it”  
“There are some inequalities in the education…the part time programme isn’t 
equal to the full-time programme…the programme isn’t the same, that’s is 
the problem” 
“We need doctors in the system…part time education…we don’t accept such a 
training”  
“They must have the same education, they must have the same quality, we 
don’t want to be double standard in education”  
“It is only suggested for family medicine, so it will create a double standard in 
applying for residency positions”  
 
“It isn’t very well planned, this has been suggested by the government 
without any preparation administratively, academically and infrastructure…if 
it were well planned, that would be possible…but there was no planning 
whatsoever “  
“It wasn’t planned with all the stakeholders, so it is because why not many 

Attitudes to 6 years part time specialisation programme 
 
“They don’t attend education programmes...” 
 
“Their regulations are not clear...the programme is not clear”  
 
 “Both are the same” 
 
 
“they won’t be able to take any education…they maybe visit 
the hospital…”  
 
“They are accepted with lower requirements…they don’t want 
more responsibilities”  
 
 
It is not just to give them the same level….we try to improve 
the discipline and they devalue it”  
 
“The part time is not equal to the full time…that’s the 
problem”  
 
“We don’t accept such a training” 
 
“We don’t want double standard in education” 
 
“Double standard in education”  
 
 
“There were no administrative, academic and infrastructure 
preparations”  
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people wanted to enrol it” 
“They (GPs) have academic workload for the residency and it does not work 
together…there was very little response and the ones who participated in the 
exam and were allocated, some of them didn’t show up…”  
 
Outlook of compulsory specialisation training for working in PHC  
 
“After 2018, the GPs finishing their 6 years of medical education will not be 
allowed to work...unless they have an additional education…but they do not 
have the necessary facilities to take every GP into family practice speciality 
exam…there is no room…the changes are not explicitly made” 
“When you are a GP, you are automatically a FP in Turkey, people do not want 
to be a family practice specialist in Turkey. People do not want to be an FP 
specialist because after 6 years you are already accepted as a FP…”  
“There is no date in the law…they are planning different years, but it is not 
certain…intended to be 2017, we have to train family physician specialists 
during this period…but the MoH did not give positions to these residency 
programmes” 
“ (graduates from medical school are not motivated for specialization 
programme) because it is easier and because the money…”  
 
“This one year (adaptation programme) was only form getting a 
certification…. but the Ministry is considering making it as an alternative way 
of FM specialisation…” 
“There are also expectations…from the European Union…that it should have 
been compulsory”  
“2018…the date is always postponed, so we don’t believe that…people in the 
administration (government) don’t want to upset the general practitioners for 
votes” 
“They want to give them the diploma as a present. Minister one day will say 
“you don’t need any part time education, you can…I will make all of you… (FM 
specialist)” 
“They (residents of family medicine) hear the Prime Minister gives the 

“It was not planned with stakeholders” 
  
“They have workload…the ones who were allocated didn’t 
show up” (  
 
 
Outlook of compulsory specialisation training for working in 
PHC  
“After 2018…but the changes are not explicitly made…there is 
no room…they do not have the necessary facilities…” 
 
 
“People don’t want to be an FP specialist…when you are a GP, 
you are automatically a FP in Turkey”  
 
“Intended to be in 2017 but the MoH did not give positions to 
residency programmes…”  
 
 
“Not motivated for specialisation…because it is easier and 
because of the money” 
 
“They are considering the certification as an alternative way 
of FM specialisation” 
 
“Expectation from the European Union”  
 
 
“Government doesn’t want to upset general practitioners…for 
having votes” 
 
” One day minister will say” you don’t need education…I will 
make you all…” 
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residency to practitioners. So they change the branch to other specialities 
programmes because they are disappointed…they questioned their choice 
and they change their mind”  
“Doctors don’t want to be specialists in the (FMP) system…” 
“(compulsory education) it will take too much time…we have less than 1000 
residents in family medicine…in this number we cannot have all doctors 
specialists in the primary healthcare system…and we need residents for the 
hospital too…all departments need residents…” 
“We don’t know…only working (in PHC) means that you are specialist” 
“They (government) don’t have a very informed answer…I don’t think the 
Ministry of Health knows exactly” 
“There can be some academics in primary care, but it should not be 
compulsory…if you do this primary care-oriented education and this 
longitudinal education programme, there can be some general practitioners’ 
educators and some academicians in order to improve the discipline” 
 
“At the moment, we are in this so called transition period, the MoH has to 
say, after the year, for example… 2010..it will be compulsory to be a specialist 
in family medicine to get position in primary care, and for that, they need to 
tell the students enrolling in medical education the year before they enrol the 
medical education, and it has not happened…” 
“There are no incentives for them to become a specialist because they won’t 
make more money, or they will not have the same money with less patients, 
there must be some incentives for that” 
“To comply with the European Union regulations that everybody who 
provides clinical care in primary care should be trained” 

 
“Ministry gives residency to GP…family medicine residents 
change to other specialities” 
 
 
“Doctors don’t want to be specialists in the system” 
“We have less than 1000 resident in family medicine…in this 
number…”  
 
 
“Working in PHC means that you are a specialist…” 
“I don’t think the Ministry knows exactly” 
 
“It (specialisation) should not be compulsory…if there is a 
primary care based medical education and longitudinal 
educational training”  
 
 
“MoH has to say…it will be compulsory… one year before they 
enrol medical school…it has not happened yet…” 
 
 
 
“There are not incentives to become FM specialists”  
 
 
“To comply with European union regulations”  

 
 
023 
 
 
022 
 
 
 
022 
021 
 
 
 
022 
021 
 
023 
 
 
 
 
021 
 
 
 
 
022 
 
 
024 
 

2. PROCESS OF HEALTHCARE DELIVERY  2. PROCESS OF HEALTHCARE DELIVERY   



22 

 

Referral system  
“Patients want to solve their problem within the context where they reached 
them, for example, if I diagnosed diabetes, they do not accept other 
physicians to continue. Change mentality...that’s mean education”  
“Referral chain should be already implemented…if this were a real family 
practice system there has to be a referral chain”  
“But the government says, if we do such a thing that’s going to affect people’s 
attitude to our party and they will lose votes” 
“The referral chain…because a health system with no chain, no way…” 
“As long as we have so many hospitals, it (referral) is not possible. Because 
the reason we do not have the referral system is not the primary care system, 
it is not the workload of primary care…it is the financial goodness of the 
hospital specialities…they earn more because of the performance-based 
payments” 
“But hospital doctors, they do not want the referral system…the fact is that” 
“They decided not to introduce the referral chain because they would lose a 
lot of votes”  
“It (pilot) didn’t work because physicians and populations…populations don’t 
trust family physicians…this is unacceptable for the people…”  
“People come to visit primary care physicians, but primary care physicians 
couldn’t trust ourselves to make the problem so they send to specialists, the 
self-confidence” 
“There may be a referral chain”  
“There is no coordination…there must be a correspondence so that the 
patient can be treated in primary care” 
“People don’t want referral system, this is freedom…In general (physicians 
and population) they are very happy…they can go everywhere… Population 
were violent for that… (the pilot implementation)” 
“If MoH put the referral system, in my opinion it would affect political 
elections” 
“It will take many years…I think after having enough doctors…we have no 
enough time for evaluating them, so you refer them directly to the 
hospital…so it would have no meaning…” 

Referral system 
“Patients don’t accept other physician...they want to solve 
problems where they reached them…education…”  
 
“Referral chain should be already implemented” 
 
“Government…will lose votes” 
 
“A health system with no (referral) chain…no way…” 
“The reason we do not have referral is the financial goodness 
of the hospital specialities”  
 
 
 
“Hospital doctors don’t want referral…this is the fact…” 
“Government will lose votes…” 
 
“Population don’t trust family physicians…this is unacceptable 
for people” 
“Primary care physicians don’t trust themselves…self-
confidence…” 
 
“There may be a referral chain” 
“there must be coordination” 
 
People don’t want referral chain…they can go everywhere…”  
 
 
“It would affect the political election” 
 
 
“Doctors don’t have time for evaluating them…it would have 
no meaning (the referral)”  
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“It is the principle of family medicine, you must have a referral system”  
“It is important to eliminate this market mechanism…if you have this market 
mechanism, you cannot do this...patients can change you if you don’t refer 
them…the health culture has to change, the disease-oriented, technology-
oriented culture…”  
“People must trust family physicians, it is very important…they must learn 
that they (FPs) have knowledge, they have experience…”  
“Education of physicians should improve” 
“I would implement a not very strict gatekeeping system, because it can be 
very complicated with chronic patients…I would do everything step by step”  
“it is the factor we need to make this primary care system really work 
effectively… it does not work actually, because we don’t have any 
gatekeeping” 
“It was piloted…again with no preparation. Healthcare workers didn’t know 
and were overwhelmed, the population and the patients didn’t know. They 
hadn’t done the logistics and the preoperational work” 
“The interphase between primary and secondary care should work effectively, 
patient records should be accessible to everybody, so the primary care 
physicians should be able to access the secondary care or tertiary care 
records” 
“The population per family physicians should be less, not 4000” 
“They (hospital specialists) fear they will have a loss of income due to less 
patients once there is a gatekeeping function in primary care”  
“They (population) mentality should change also”  
 
Causes of workload 
 
“Most of the GPs were working in ER (emergency) in secondary care hospitals, 
and they were moved into health clinics, so ER did not have enough people to 
work, so now the government is asking for these assumed FPs to work in 
ER…they (government) said “all your contract is written that the government 
can ask you to work anywhere needed” 
“The main contribution of increase workload, they are not medical causes…it 

 
“You must have a referral system”  
“Eliminate market mechanism and change disease and 
technology-oriented health culture”  
 
 
“Population must trust on family physicians”  
 
“Education of family physicians” 
“I would implement a not very strict gatekeeping”  
 
“This is the reason why primary care system does not work, 
because we don’t have gatekeeping” 
 
“the pilot was done without any logistic and preoperational 
preparations”  
 
“The coordination between primary and secondary services 
should work”  
 
 
“Less patients per FPs”  
“Hospital specialists fear of losing income if gatekeeping”  
 
“Population mentality should change” 
 
Causes of workload 
 
“The government ask them to work in emergency services” 
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is administrative workload more than clinical”  
“There are many duties, a lot of duties…initially the purpose was that the 
doctor should just be concerned with medical aspects and the bureaucratic 
part should have been taken care of by the community health centres and 
public health centres. Now, the public health centres are responsible for 
supervising the family physicians…they are a boss…physicians are doing 
everything in the health system” 
“Ownership…administrative in general”  
“Negative performance is always a stress…the other part is 
bureaucracy…medical things are not so bad, but bureaucratic things and 
stress factors are hard…you must follow up the pregnant women” 
“One is family physician has 4 000 people registered to them” 
“Politicians say populist things to the people, and the people expect more 
from the doctors” 
“They (government) know the real family physician system, the politicians 
know the core competencies, indeed they say the right things, but the doctors 
don’t have enough time…before the duties were divided among other 
practitioners as well” 
“Nobody made…the family medicine system, it is not the family medicine 
system as we learnt from other countries, for example, the Canadian one” 
“They have some other responsibilities…report deceases…military 
examinations…If there is a criminal problem, a criminal event, they go and 
check the place” 
“The child health, the baby health, vaccinations…Nobody can take care all the 
performances…physicians don’t know if they are pregnant or not… just a 
negative performance for the family physician, just because the patient didn´t 
announce”  
“We didn’t have any information about that (facility management) when we 
were educated as a family physician…we didn’t know anything about 
managing a building… hard work” 
“This is for the number of patients” 
“Patient goes to health centres more” 
“they spend also much time for this (management of facilities…)” 

“The main contribution is administrative rather than clinical 
causes” 
“Public health centres are now responsible for supervising the 
family physicians…and physicians are doing everything in the 
(primary) health system”  
 
 
 
“Ownership” 
“Performance…follow up”  
 
 
“4000 people registered”  
“People expect more form the doctors”  
 
“Government knows the core competences…but physicians 
don’t have time”  
 
 
“It is not the FM system as we learnt…countries…” 
 
 
“Reports…military examinations…” 
 
“Nobody can take care of all the performances…” 
 
 
 
“We didn’t have information about how managing a building 
when we were educated as a family physician”  
 
“number of patients”  
“Patients go more” 
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“The registration system (for the performance indicators) …they already 
mention this stress” 
“Administrative duties in the (family medicine unit” 
“Problems in the duties in the hospital, emergency service…this is not solution 
for solving the problems…” 
“Huge number of patients they see…” 
“Increased consumer attitudes of the patients which is prompted by the 
government and they want everything to be done by the family physicians”  
“(another) reason is the ambiguity, their job description is not very clear, 
every day they have another job and there is a bit of struggle with night shifts 
and weekend shifts”  
“In the previous system, general practitioners were only working as a 
physician, now they have a real business function…they must hire employees, 
they have to be in charge of everything, it is very tiring for them”  
 
“Another reason for the workload is the negative performance system, 
because they lost their link with the community, it is very difficult for the 
family physicians to discover or to find this pregnant woman, it is very 
different it is very stressful for them…”  
“It is more accessible for people…people can get more clinical care from the 
GP”  
“Everybody has 4000 patients…” 
“Now they are working like clinicians, like doctors, and this is why, right now, 
they have real primary care daily workload” 
“they also have to think about the business… the cleaning and the 
maintenance of the building” 
“administration…that’s also workload extra workload and the regulations”  
“They are constantly changing requirements from MoH because they want 
the family doctors to do more and more and more…the night shifts now” 
 

“Spend time in this (management of facility)” 
“Registration system…they mentioned this stress” 
 
“Administrative duties” 
“Duties in the hospital…emergency services…”  
 
“Number of patients” 
“Increased consumerist attitudes of the patients”  
 
“Ambiguity...their job description is not very clear…night 
shifts…”  
 
“They have a real business function…and it is very tiring from 
them…”  
 
 
“Negative performance…they lost their contact with the 
community…difficult for them to find patients…” 
 
 
“more accessible…people can get more care from GP”  
 
“4000 patients…” 
“They are working as clinicians…real daily primary care 
workload” 
“Think about business”  
 
“Administration…” 
“MoH is constantly changing requirement…they want them to 
work more…” 
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“They (FPs) began to accept the patients’ most unserious needs…” 
“If you refuse (referral or prescriptions) your patients, the patient can write a 
letter and complain about you, and if you are complained three or four times, 
you maybe get kicked out the system” 
“Government’s studies say that 95% of citizens are happy about the 
healthcare system, and every day, 5 to 10 physicians get bitten by the 
patients, someone got killed… so we have to accept people are happy about 
the system” 
“After the transition, primary healthcare centres became more attractive for 
the people…because being recognised by the doctors is a very good thing for 
the patients” 
“Doctors have a list of assigned patients, but the patients are not aware of the 
doctors… most of them don’t call any of them because they don’t want them 
to go there…so 40% of the population even do not know who their family 
physician is” 
“Most of the patients tell me that when the family doctors are not specialist, 
they have difficulties in telling them about their health problems… patients 
don’t trust the system”  
“Only FM specialist can-do long-term prescriptions…Social security services 
don’t pay their drugs if they are not prescribed by FM specialist” 
 “The violence to health care professional increased after the programme”  
“(population is demanding) because family physicians or general practitioners 
working at the primary health centres don’t have time to educate them”  
“Some people really like the system, they are happy to have a family 
physician”  
“People are happy with the system because they have one doctor…before 
people didn’t have continuous doctors” 
“They are using more than the previous system, there is an excessive use of 
health services…The government impulses the patients to be active 
consumers” 
“This negative attitude to primary care physicians is common in people who 
are well educated, who are wealthier…the violence against the physicians is 

 
“They accept patients’ unserious needs”  
“If you refuse…patient complains…you can get kicked out the 
system” 
 
“Physicians get bitten or killed by the patients” 
 
 
 
“Being recognised by the doctors is a good thing for patients”  
 
 
“40% of patients are not aware of who their family physician 
is” 
 
 
“Unspecialised family physicians have difficulties to explain 
the health problems, population don’t trust the system” 
 
“Social security does not pay long-term drugs unless they are 
prescribed by specialist family physicians” 
“violence against doctors”  
 
 
“Some people are happy to have a doctor”  
 
“People are happy…they have one doctor” 
 
“There is an excessive use of health services”  
 
 
 
“There is negative attitude and violence against physicians”  
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very common” 
“They are using health care very often because their problems are not 
met…because they have unmet problems after being visited by a physician, 
this is the reasons why people are using the services so much” 
“People are much more satisfied with primary care services that they used to 
be before the primary healthcare reform…When they meet their personal 
doctors, their GPs and they realize that they can get a lot of more services”  
 

 
 
“the excessive demand is due to persistent unmet needs after 
going to the services”  
 
“People are more satisfied with PHC service than before the 
programme”  

 
 
041 
 
 
038 
 
 

GENERAL APPRECIATION OF THE PROGRAMME  
 
Health care delivery 
 
“If you go to the ministry of health to carry out a survey to find out about the 
people attitudes towards family practice…they will say “no” …the government 
carries out their own studies and all are very fine”  
“It (the FMP) could have made a contribution to the health statues if they 
(CHC and FPs) were in the same level…these family physicians were working 
with the individuals and these community health centres were working with 
the community, now, the PHC are the boss and the family physicians are 
doing everything”  
“Before, family planning service was better…it (health status) is not better, it 
is worse…the child deaths are increasing…breast feeding rates decreased”  
“Health statistics have improved, I was anxious about the ratio of vaccinations 
in the beginning of the implementation, but we have better results…you must 
trust statistics…” 
“No (it has not improved) and the infant mortality is increasing” 
“Some people are using services excessively and have all the resources and 
some of them are in a deeper deprivation” 
“They have the numbers, all the data, for example, if I go there and I say “can 
you please give your data on communicable diseases, I want to make…”, they 
say No” 
“It is not possible to say, evidence-based, the benefit of the primary care 
reform, I don’t think it is possible…”  

GENERAL APPRECIATION OF THE PROGRAMME  
 
Health care delivery 
 
“The government carries out their own studies and are fine”  
 
 
“It could have been a contribution if CHC and FPs were at the 
same level…FPs are doing everything” 
 
 
 
“It is not better...it is worse…” 
 
“Health statistics improved…you must trust statistics…” 
 
 
“it has not improved”  
“Some people are using excessive services, some are in 
deprivation  
“They have all the data, all for them…” 
 
 
It is not possible to say the benefit of the primary care 
reform”  
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“(Government) wanted to have the positives performance system, but it was 
very difficult to have the budget for that… the administration wants to know 
exactly what they are going to spend, Ministry of Finance is opposed to 
positive performance…but money is an external motivator and external 
motivators will kill the internal motivators in five or six years” 
“MoH has no organizations to check…the how (quality), nobody asks how 
much is your quality (of healthcare)” 
“Maybe it is useful (the performance) …if they are really family physician they 
would naturally follow the patients but if they are not real family physicians, 
they don’t know how to follow them… negative performance is because the 
general practitioners didn’t have any training as residency…” 
“No (performance indicators) for chronic diseases” 
“There would be better positive performances…to motivate doctors…”  
 “There should be assessment…the most important problems with the former 
system was that there was no assessment, no punishment, no one ask “why 
didn’t you do it…? But they (indicators) must be more evidence-based, not the 
quantity, also the quality is very important”  
“There is not positive performance in primary care, only in hospitals…they do 
the same operations several times…”  
“In the second phase (of adaptation training), they should have learnt 
but…the second phase didn’t go well” 
“They have some pay per capita and some pay per performance…they really 
get off your salary...which is something very unfair…” 
 
Best points  
 
“I have to admit, there has been an improvement, the physicians are 
motivated one by the salary” 
“and two the title they (the family physicians) were given”  
“…a lot of people start to say I want to be a primary care physician…they have 
an academic road they can go…this is a very important thing for improving 
themselves” 

 
“Negative performance kills motivation” 
 
 
 
 
“MoH has no organisation to check the quality” 
 
“Negative performance is because general practitioners don’t 
know how to follow patients…they didn’t have training” 
 
 
“No for chronic diseases”  
“Positive performance would be better to motivate”  
“not the quantity…the quality and education are very 
important”  
 
 
“Positive performance only in hospitals” 
 
“They should have learnt in the second phase…but it did not 
go very well” 
“Pay per performance…gets off salary…unfair…” 
 
 
Best points 
 
“Salary”  
 
“Title”  
“…a lot of people started to say I want to be a primary care 
physician” 
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“Every person has a family physician”  
“They (population) didn’t accept the identity of family physician but now, they 
know who a family physician is…most of them…it is institutionalized”  
“Family physicians working in primary care are in my opinion happy with the 
system, because they got salary more than other doctors, the first reason” 
“They have a discipline, they are specialists in the country…now they are 
member of the family medicine system, they have a title”  
“Satisfaction is high, and they have freedom to go everywhere” 
“In the old system, physicians were not involved in the motorization of the 
pregnant women or infants, this is maybe more controlled”  
“Family physicians are earning now more money”  
“It can have some positive points especially belonging to the close 
relationship, if you know the doctors, the relationship is better and if the 
doctor knows you also. Before, no one has this longitudinal contact…now, 
some of them have continuity with the patients”  
“They think in the education of the family physicians”  
“Continuity of care…in all dimensions…health records…personal continuity, 
trust…”  
“Palliative care, home visits…. regulations of tasks of GPs”  
 
Worst points  
 
“Family physicians must be integrated into the system, it cannot be done with 
the previous doctors… because you need new young physicians…. you cannot 
expect old guys to give you perfect work…if this system is called system of 
family physicians, but family physicians are not accepted into this...”  
“There was a spiritual relationship between the patient and the doctor in 
Turkey, people had respect for doctors, but this is gone, people now started 
seeing physicians not much different than a baker” 
“Working people as money” 
“There is violence to physicians, it is much more than before the system” 
“Negative performance system only controls whether the (family) physician 
did it or not but it does not control whether the care is for the need of the 

“every person has a family physician”  
“identity of family physicians…it is institutionalised” 
 
“FP got more salary than other doctors” 
 
“They have a title”  
 
“People satisfaction”  
“More control of what family physicians are doing” 
 
“More money” 
“Close relationship…before no one has this longitudinal 
contact”  
 
 
“Education of family physicians”  
 
 
“Tasks of GPs regulations”  
 
Worst points 
 
“Family physicians must be integrated into the system…it 
cannot be done with the previous doctors…” 
 
 
“Spiritual relationship and respect towards doctors have 
gone” 
 
“Doctors working for money” 
“Violence against doctors” 
 
“It does not control whether the care is for the need of the 
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pregnant women… not for chronic diseases…” 
“There is no coordination, there should be a correspondence (between 
primary care and secondary and tertiary services), so that the patient can be 
cared in primary care” 
“The system is not better because nobody made any family medicine system, 
but it is not different from before…for good system many other changes must 
be made…about the health workers…” 
“Not having referral system (is a bad point) when we look at the glance of 
family medicine” 
“Giving more importance of the speciality, maybe they can support specialists 
more” 
“It was very fast… You must complete the preparations before the 
implementation, for example, education and planning the personnel of the 
health system” 
“Physicians are becoming entrepreneur, business persons” 
“They are losing their responsibility for the community…it is not oriented to 
the community…if the patient demand services, he can arrive, but the ones 
that cannot demand…”  
“We lost multidisciplinary approach…the community health centres are not 
integrated to the system”  
“Before midwives were doing the education in houses, now the education is 
only related to the performance targets…regarding the chronic conditions we 
don’t have improvements, family physicians don’t have time”  
“The MoH never takes into account the feedback and the opinion of the 
medical health workforce…It should really listen to what the health 
professionals have to say”  
 
What would you have done…? 
“Primary care needs to be strengthened, every physician must be prepared as 
has to become an FP…you first must want to be a FP” 
“Ethics of the doctors must be strengthened I believe” 
“There are factors invading in the (health) system, you have to make your 
system immune of every single parasite, parasites mean someone who is 

pregnant women…no chronic disease…”  
“There is no coordination…there should be correspondence”  
 
 
“nobody mane any family medicine system…. other changes 
must be made…”  
 
“Not having referral system” 
 
“No support to specialists”  
 
“It was very fast…you need some preparation” 
 
 
“Physicians are business persons”  
“Community responsibility has been lost 
 
 
“Multidisciplinary approach and integration of community 
health centres have been lost”  
“Education and chronic conditions didn’t improve…only care 
related to performance targets” 
 
““MoH does not listen feedback from the physicians” 
 
 
 
What would you have done…?  
“Primary care needs to be strengthened…every physician 
show be prepared to be FPs” 
“Strengthening of doctors ethics” 
“Make the system immune to parasites…business persons” 
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working in the system without being part of the system…you have some 
business men opening hospitals and they hire physicians to work there and 
they make them to work unethically for money” 
“Making public health centres not the boss but friends or equal working 
together with primary care” 
“The second thing (I would have implemented) is the referral…because a 
system with no chain, no way…” 
“There may be a referral chain but there is no coordination…there should be a 
correspondence, so that the patient can be cared in primary care”  
“I will increase the quality of the doctors from the medical schools… lifelong 
learning for not only the residency programme, continuous learning…people 
should be motivated for that…this should be a positive criterion” 
“The importance of primary care can be given to medical students; equal 
education can be given to medical students about primary care services”  
“People must be educated for primary care schools. The quality of the 
education must increase, it should start from the beginning…then they would 
learn concepts and the parent will learn” 
“it would last not five years but more than 10 years…every year small 
amounts of cities and step by step” 
“(giving) more importance to education, more support to speciality, because 
some of the family medicine specialists are not in the system, they are also 
important lost” 
“it would be better positive performance, so they can affect the motivation 
positively I think” 
“The resources would be planned based in all the needs of the community, 
community-based system” 
“Multidisciplinary teams working, midwives working like house visitors in UK, I 
would do it more intensive … primary healthcare centres connected to public 
health departments” 
“I would change this disease-oriented paradigm, specialists oriented…but it 
takes a long time to change something” 
“Specialisation of primary care service workforce and continuous professional 
development standardised, it should be feasible and durable…board 

 
 
 
“Public health centres not the boss but equal…working 
primary care” 
“Referral chain” 
 
“Referral chain but there must be coordination” 
 
“Increase medical schools and doctor’s quality…continuous 
learning programmes…” 
 
“Importance of primary care given to medical students”  
 
 
“quality of education must be increased…form primary 
schools”  
“It would last more than 10 years…step by step…” 
 
“Support family medicine specialists more” 
 
 
“Positive performance payments” 
 
“Community based system” 
 
“Multidisciplinary teams working in primary care” 
 
 
 
“Change specialist-oriented paradigm” 
 
“Specialisation and family medicine continuous professional 
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certification is something all family physicians should strive for…” 
“I would do it (the specialisation implementation) very consequently and I 
would define the end of the transition period” 
“Some pay per capita, and some pay per performances, and only positive, not 
negative” 
“the gatekeeping function” 

development standardized” 
 
“Define the end of transition period” 
 
“Positive performance”  
 
“Gatekeeping function” 
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Section B. Code index: refined codes from in vivo codes 

The redefined codes, and the initial categories they are deriving from, are contained in the code 

index, which is reported below: 

B.1. Family physicians’ group 

B.1.1) Initial category: Education and adaptation training of family physicians 

001: Adaptation programme not useful and not regulated: not related to FM core competences 

002: Lack of primary care experience of physicians and trainers: they came from different branches 

003: Lack of planning and information to health workers: many changes in short time without 

informing health workers 

004: Political training: not focused in improving the training but political aims 

005: Useful adaptation programme: the content was adequate for the objective  

B.1.2) Initial category 2: Process of healthcare delivery 

Referral chain 

006: (Referral chain) it is not working right now 

007: (Referral chain) it is important 

008: Because of the number of patients (limitation) 

009: Doctors don’t like referral system (limitation) 

010: Because population don’t like referral system (limitation) 

011: Political decision (they don’t want to lose votes) (limitation) 

012: Hospital specialists’ opposition (limitation) 

013: No communication between primary with secondary and tertiary services (limitation) 

Workload 

014: Everything is expected from the doctors (before the programme the tasks were shared) 

015: High number of patients 

016: Ownership of the facilities 

017: Performance indicators monitoring 

018: Systematic work (due to performance indicators, it helps. This code is opposite to 017) 
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019: Ambiguous job description  

020: Administrative tasks 

021: Lack of organisational justice: distributive due to negative performance payments 

022: Extra duties in emergency department  

B.1.3) Initial category 3: Population attitudes 

023: They are satisfied (with the primary healthcare service after the family medicine programme) 

024: Misuse of health services prompted by the government (market model) 

025: High expectations and demanding attitude (health service consumers)  

026: Patients’ rights over doctors’ rights 

027: Lack of respect for health professionals 

028: Unknowledgeable about primary care service (They don’t know the PHC skills and aptitudes) 

029: Increased trust on primary care doctors after the FMP 

B.1.4) General appreciation of the Family Medicine Programme 

Healthcare delivery 

030: Increased satisfaction of FM specialists (neglected primary care service before the FMP) 

031: Lack of support from the government (to deal with problems after the implementation) 

032: Lack of organisational justice (distributive, at three levels: hospital-primary care physicians; 

family physicians-community health centres; FPs specialists-unspecialised FPs) 

033: General implement of healthcare  

034: Person-centred rather community-based healthcare 

035: Increased accessibility 

036: Increased continuity 

037: Continuity is the same (code opposite to 036) 

038: Lack of job flexibility (FPs have performance targets and other imposed functions, it prevents 

from development of ideal family medicine role) 

039: Quality has not improved (not included in performance target) 
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040: Systematic work (performance and obligatory screening programmes, it improves healthcare. 

Code opposite to 038) 

B.1.5) Best points of the programme 

041: Accessibility 

042: Continuity (doctor-patient relationship) 

043: Family physician income 

044: Self-employed status (they are their own boss and the facility is better equipped) 

045: Systematic work  

046: Acknowledgment of family medicine role in the health system 

047: Paediatric follow-up (it specially improved due to the performance-based payments) 

B.1.6) Worst points of the programme 

048: Lack of support from authorities 

049: Increased responsibilities and expectation from doctors 

050: Lack of planning and regulation of the programme 

051: Negative performance-based payments 

052: Loss of community-based primary healthcare 

053: Ambiguity of job 

054: Inflexible work schedule 

B.1.7) Participant’s recommendation for improvement 

055: Appropriate planning before and during implementation (in all stakeholders, population and 

workforce necessary) 

056: Public ownership of the healthcare facilities 

057: Positive performance 

058: Delimit scope of practice of family physicians 

059: Community based primary healthcare 

060: Structured referral system 

061: Family medicine stakeholders’ involvement in decision and implementation of health policies 

regarding PHC. 
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062: Integration of primary healthcare service (public health centres and family health centres 

integrated under the same income and work conditions) 

B.2. Academicians group 

B.2.1) Initial category: Education and adaptation training of family physicians 

Changes in the training programme 

001: Lack of planning of family physicians training 

002: Inclusion of primary care rotation in FM specialisation programme curriculum 

003: Lack of provision of enough infrastructure for primary care field training by government 

004: Hospital-based medical and family medicine education (disease-oriented paradigm of 

healthcare, there is no enhancement of family medicine discipline and primary care functions) 

Adaptation programme for general practitioners 

005: Very short and fast implemented 

006: Adaptation training unsuccessful (due to poor design, lack of regulation and high workload of 

family physicians) 

007: Deficient family medicine stakeholders’ involvement (in the design and evaluation of the 

adaptation training programme) 

008: Quality of healthcare affected (inadequate training and competences) 

009: Lack of organisational justice (distributive, because FM specialists think that general 

practitioners should have the same title with them; procedural, because they (family physicians) 

don’t know how the design and trainers were selected) 

Competences for clinical practice after the adaptation training 

010 Uncertainty about the quality of healthcare after the programme  

011: Adaptation training programme was deficient 

012: New family physicians unexperienced in family medicine (physicians from other specialities 

joined the family medicine programme to work in primary care) 

013: Experience of practitioners already working in primary care service before the FMP 

(disconfirming evidence) 

014: Demanding work and inflexible schedule are limitations for improving competences 

Attitudes to 6 years part time specialisation programme 
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015: Demanding work and inflexible schedule is a limitation for training 

016: Double unequal standard in family medicine education (two different paths to obtain the 

specialisation in family medicine) 

017: Both programmes are the same (code opposite to 016) 

018: Insufficient government stewardship in the definition and regulation 

019: Lack of family medicine stakeholders in the planning and implementation 

020: Lack of organisational justice (distributive, family medicine specialists don’t consider it is an 

equal fair way increase the primary care physician workforce) 

Outlook of compulsory training programme for working in PHC 

021: Lack of political commitment to specialised FM service  

022: Lack of medical graduates’ motivation to enrol the specialisation programme 

023: Alternative to FM discipline specialisation (academicians other alternative certification 

pathways to be entitled to work in the primary care service) 

024: European Union requirements  

B.2.2) Initial category 2: Process of healthcare delivery 

Referral chain 

025: It is necessary for PHC efficiency 

026: Lack of political commitment to implementation  

027: Lack of coordination between services  

028: Primary care physicians’ limitations for the implementation (training and high workload)  

029: Hospital financial interests  

030: Population limitations for the implementation  

Causes of workload 

031: Increased number of patients 

032: Ambiguity of FM role (there is no stability in the definition of their duties) 

033: Increased demand from the population 

034: Wide scope of practice of family medicine discipline 
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035: Entrepreneur role/management of facility  

036: Strict performance monitoring 

037: Administrative duties 

B.2.3) Initial category 3: Population attitudes 

038 Increased satisfaction 

039 Excessively demanding (overuse and misuse of health services) 

040 Disrespect towards PHC professionals 

041 Problems secondary to structural deficiencies of PHC (gaps in the primary care structure make 

population disregard of primary care service) 

B.2.4) General appreciation of the Family Medicine Programme 

Healthcare 

042: There is a lack of enough scientific evidence (to evaluate the impact of FMP in healthcare so far) 

043: It improved  

044: It has not improved (code opposite to 043) 

045: Unequal healthcare according to socioeconomic statues  

046: Insufficient training of family physicians  

047: Incomplete criteria for healthcare monitoring  

048: Negative performance-based payments (it causes lack of distributive organisational justice as 

hospital physicians receive positive surplus per performance) 

B.2.5) Best points of the programme 

049: Continuity of healthcare 

050: Institutionalisation of family medicine as academic discipline (increase motivation) 

051: Increased income (increase motivation) 

052: Definition of scope of practice of family physicians  

053: Satisfaction of patients 

B.2.6) Worst points of the programme 

054: Lack of integration of family medicine in the system (family medicine stakeholders’ opinion 

overlooked; lack of political support in the difficulties encountered in the implementation) 
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055: Lack of coordination between different health services (Including lack of referral system) 

056: Entrepreneur role of family physician 

057: Family physicians lost community responsibility  

058: Population lost their respect for doctors  

059: Quality of healthcare dismissed  

060: Lack of planning and preparation before the implementation of the FMP 

B.2.7) Participant’s recommendation for improvement 

061: Increasing the education of general population 

062: Appropriate planning before and during the implementation of the programme (workforce 

development; educational and healthcare delivery infrastructure; population) 

063: Increasing the relevance of PHC in the health system (Inclusion of FM stakeholder in decisions 

regarding primary care; accreditation and recertification of family medicine speciality in PHC; 

medical education primary care oriented) 

064: Strengthening healthcare professional ethics 

065: Increasing integration of primary care service (integrate FM and community health centres) 

066: Referral chain (coordination between primary and secondary care services) 

067: Positive performance-based payments 

068: Community-based primary care service
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Section C. Final themes 

As depicted in Figure 1 above, the refined codes are combined into refined categories, which are combined into initial themes. In the last stage, the initial themes 

emerged from family physician’s and academicians’ transcripts are combined into the final themes.  

Table 1 Origen of final themes 

FINAL THEMES  FAMILY PHYSICIANS 
INITIAL THEMES 

FAMILY PHYSICIANS: REFINED 
CATEGORIES 

FAMILY PHYSICIANS: REFINED CODES 

 
 
 
 
 
 
 
 
 
 
Planning the health 
reform 
 
 
 
 
Uncertainty about the 
quality of healthcare 
 
 
 
 
 
Political commitment 

 
 
 
 
 
 
 
 
Lack of planning of the 
workforce before 
implementation: 102, 
106, 117, 119 
 
 
 
Lack of political 
commitment to 
integration of PHC 
service: 101, 103, 104, 
106, 111, 120 
 
 
 
Uncertainty about the 

EDUCATION 
 
100 Political training: 004 
 
101 Lack of FM stakeholders in 
programme: 001, 002 
 
102 Lack of PHC workforce 
development planning: 003 
 
 
 
 
 

EDUCATION 
 
001: Adaptation programme not useful and not regulated: not 
related to FM core competences 
002: Lack of primary care experience of physicians and trainers: 
they came from different branches 
003: Lack of planning and information to health workers: many 
changes in short time without informing health workers 
004: Political training: not focused in improving the training but 
political aims 
005: Useful adaptation programme: the content was adequate 
for the objective  
 

PROCESS  
 
103 No political commitment to 
referral system implementation: 
011, 013 
 
104 Population’s negative attitudes 
to PHC: 010 
 
105 Unequal payment systems for 

PROCESS 
 
006: (Referral chain) it is not working right now 
007: (Referral chain) it is important 
008: Because of the number of patients (limitation) 
009: Doctors don’t like referral system (limitation) 
010: Because population don’t like referral system (limitation) 
011: Political decision (they don’t want to lose votes) (limitation) 
012: Hospital specialists’ opposition (limitation) 
013: No communication between primary with secondary and 
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for FM integration  
 
 
 
 
 
Organisation justice  
 
 
 
 
 
 
Market model 
mechanism  
 
 
 
 
 
 
 
Education and ethical 
values 
 
 

quality of training of 
FPs: 100 
 
 
 
Institutionalisation of 
FM discipline in the 
health system: 106, 
113, 114, 117 
 
 
 
Inequalities in health 
workers payment 
system: 105 
 
 
 
Lack of organisational 
justice: 105, 108, 109, 
116, 121 
 
 
Market model health 
service: 107, 111, 114, 
118, 122 
 
 
 
Increased satisfaction 
with health service: 
110 
 

hospital and PHC: 009, 012 
 
106 Medical causes of FPs’ 
workload (patients, wide scope 
practice) 008, 014, 015 
 
107 Non-medical causes of FPs’ 
workload: 014, 016, 017, 020 
 
108 Ambiguity in FM scope of 
practice definition: 019, 022 
 
109 Lack of organisational justice 
(distributive, negative 
performance): 014, 021 

tertiary services (limitation) 
014: Everything is expected from the doctors (before the 
programme the tasks were shared) 
015: High number of patients 
016: Ownership of the facilities 
017: Performance indicators monitoring 
018: Systematic work (due to performance indicators, it helps. 
This code is opposite to 017) 
019: Ambiguous job description  
020: Administrative tasks 
021: Lack of organisational justice: distributive due to negative 
performance payments 
022: Extra duties in emergency department  
 

POPULATION  
 
110 Increased satisfaction: 023, 
029 
 
111 Population attitudes’ 
secondary to government attitudes 
towards PHC: 024, 025, 027, 026, 
028 
 
112 Lack of education in general 
education: 025, 027 
 

POPULATION 
 
023: They are satisfied (with the primary healthcare service after 
the family medicine programme) 
024: Misuse of health services prompted by the government 
(market model) 
025: High expectations and demanding attitude (health service 
consumers)  
026: Patients’ rights over doctors’ rights 
027: Lack of respect for health professionals 
028: Unknowledgeable about primary care service (They don’t 
know the PHC skills and aptitudes) 
029: Increased trust on primary care doctors after the FMP 
 

GENERAL APPRECIATION OF THE 
FMP   
113 Institutionalisation of FM 
discipline in the health system: 

GENERAL APPRECIATION OF THE FMP 
 
041: Accessibility 
042: Continuity (doctor-patient relationship) 
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Education and ethics 
values in population:  
112 
 
 
 

043, 045, 046 
 
114 Accessibility: 041 
 
115 Continuity: 042, 047 
 
116 Lack of organisational justice 
(distributive and process): 048, 
051, 054, 053 
 
117 Unpreparedness for the 
implementation of the FMP: 050 
 
118 Loss of community-based 
primary healthcare: 052 
 
119 Appropriate planning before 
and during the implementation of 
the programme: 055,  
 
120 Increasing the integration of 
PHC in the health system: 058, 060, 
061, 062 
 
121 Eliminating mechanism that 
could affect organisational justice 
and motivation of health workers: 
057, 058, 062 
 
122 Eliminating market mechanism 
in health system: 056, 059 
 

043: Family physician income 
044: Self-employed status (they are their own boss and the 
facility is better equipped) 
045: Systematic work  
046: Acknowledgment of family medicine role in the health 
system 
047: Paediatric follow-up (it specially improved due to the 
performance-based payments) 
048: Lack of support from authorities 
049: Increased responsibilities and expectation from doctors 
050: Lack of planning and regulation of the programme 
051: Negative performance-based payments 
052: Loss of community-based primary healthcare 
053: Ambiguity of job 
054: Inflexible work schedule 
055: Appropriate planning before and during implementation (in 
all stakeholders, population and workforce necessary) 
056: Public ownership of the healthcare facilities 
057: Positive performance 
058: Delimit scope of practice of family physicians 
059: Community based primary healthcare 
060: Structured referral system 
061: Family medicine stakeholders’ involvement in decision and 
implementation of health policies regarding PHC. 
062: Integration of primary healthcare service (public health 
centres and family health centres integrated under the same 
income and work conditions) 
 

ACADEMICIAN ACADEMICIANS REFINED REFINED CODES 
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INITIAL THEMES CATEGORIES 
 
 
 
Lack of Planning of the 
implementation of 
health service reform: 
100, 110, 120, 123 
 
 
Uncertainty about the 
quality of training of 
FPs: 101, 103, 108 
 
 
 
Insufficient political 
commitment to 
institutionalisation of 
family medicine in 
health system: 102, 
105, 106, 107, 114, 
119, 124 
 
 
 
Implementation of FM 
discipline scope of 
practice in PHC: 110, 
116, 117 
 
 
 

EDUCATION 
 
100 Lack of planning workforce 
development: 001, 003, 005, 006, 
011, 018 
 
101 Workload is limitation for 
training: 006, 014, 015 
 
102 Deficient FM stakeholders 
involved in the design and 
implementation: 004, 007, 012, 
013, 019 
 
103 Uncertain quality of 
healthcare: 005, 008, 010 
 
104 Lack of organisational justice: 
009, 016, 017, 020, 022 
 
 
105 Lack of political commitment 
with specialised FM service: 021, 
023, 024 
 
 

EDUCATION 
 
001: Lack of planning of family physicians training 
002: Inclusion of primary care rotation in FM specialisation 
programme curriculum 
003: Lack of provision of enough infrastructure for primary care 
field training by government 
004: Hospital-based medical and family medicine education 
(disease-oriented paradigm of healthcare, there is no 
enhancement of family medicine discipline and primary care 
functions) 
005: Very short and fast implemented 
006: Adaptation training unsuccessful (due to poor design, lack 
of regulation and high workload of family physicians) 
007: Deficient family medicine stakeholders’ involvement (in the 
design and evaluation of the adaptation training programme) 
008: Quality of healthcare affected (inadequate training and 
competences) 
009: Lack of organisational justice (distributive, because FM 
specialists think that general practitioners should have the same 
title with them; procedural, because they (family physicians) 
don’t know how the design and trainers were selected) 
010 Uncertainty about the quality of healthcare after the 
programme  
011: Adaptation training programme was deficient 
012: New family physicians unexperienced in family medicine 
(physicians from other specialities joined the family medicine 
programme to work in primary care) 
013: Experience of practitioners already working in primary care 
service before the FMP 
014: Demanding work and inflexible schedule are limitations for 
improving competences 
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Inequalities in health 
workers payment 
system: 109 
 
 
 
 
Lack of organisational 
justice: 104, 109, 112, 
125 
 
 
 
 
Market model health 
service: 107, 111, 118, 
122, 127 
 
 
Increased satisfaction 
with health service: 
113 
 
 
 
Education and ethics 
values in population: 
107, 115, 126 
 
 
 
 
Quality of health care 

015: Demanding work and inflexible schedule is a limitation for 
training 
016: Double unequal standard in family medicine education (two 
different paths to obtain the specialisation in family medicine) 
017: Both programmes are the same (code opposite to 016) 
018: Insufficient government stewardship in the definition and 
regulation 
019: Lack of family medicine stakeholders in the planning and 
implementation 
020: Lack of organisational justice (distributive, family medicine 
specialists don’t consider it is an equal fair way increase the 
primary care physician workforce) 
021: Lack of political commitment to specialised FM service  
022: Lack of medical graduates’ motivation to enrol the 
specialisation programme 
023: Alternative to FM discipline specialisation (academicians 
other alternative certification pathways to be entitled to work in 
the primary care service) 
024: European Union requirements  
 

PROCESS 
 
106 No political commitment to 
referral system implementation 
026, 027 
 
107 Population’s negative attitudes 
to PHC service: 030, 033 
 
108 Insufficient Family medicine 
training of family physicians: 028, 
034  
 

PROCESS 
 
025: It is necessary for PHC efficiency 
026: Lack of political commitment to implementation  
027: Lack of coordination between services  
028: Primary care physicians’ limitations for the implementation 
(training and high workload)  
029: Hospital financial interests  
030: Population limitations for the implementation  
031: Increased number of patients 
032: Ambiguity of FM role (there is no stability in the definition 
of their duties) 
033: Increased demand from the population 
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dismissed for quantity: 
121 
 
 

109 Unequal payment systems for 
hospital and PHC: 029 
 
110 Medical causes of FPs’ high 
workload: 028, 031, 033 
 
111 Non-medical causes of FPs’ 
high workload: 028, 035, 036, 037 
 
112 Ambiguity in FM scope of 
practice definition: 032 

034: Wide scope of practice of family medicine discipline 
035: Entrepreneur role/management of facility  
036: Strict performance monitoring 
037: Administrative duties 
 

POLULATION 
 
113 Satisfaction with the PHC 
service: 038 
 
114 Population attitudes’ 
secondary to government attitudes 
towards PHC: 041, 040, 039  
 
115 Lack of education in general 
population: 038, 040   
 

POPULATION 
 
038 Increased satisfaction 
039 Excessively demanding (overuse and misuse of health 
services) 
040 Disrespect towards PHC professionals 
041 Problems secondary to structural deficiencies of PHC (gaps 
in the primary care structure make population disregard of 
primary care service) 
 

GENERAL APPRECIATION OF FMP 
 
116 Institutionalisation of FM 
discipline in the health system: 
050, 051, 052 
 
117 Continuity of healthcare: 049  
 
118 Satisfaction of patients 053 
 

GENERAL APPRECIATION OF FMP 
 
042: There is a lack of enough scientific evidence (to evaluate 
the impact of FMP in healthcare so far) 
043: It improved  
044: It has not improved (code opposite to 043) 
045: Unequal healthcare according to socioeconomic statues  
046: Insufficient training of family physicians  
047: Incomplete criteria for healthcare monitoring  
048: Negative performance-based payments (it causes lack of 
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119 Insufficient integration of 
primary health care in the health 
system 054, 055 
 
120 Unpreparedness for the 
implementation of the FMP: 060 
 
121 Quality of healthcare 
dismissed 059 
 
122 Market model health care: 
056, 057, 058 
 
123 Appropriate planning before 
and during the implementation of 
the programme: 062 
 
124 Increasing the integration of 
PHC in the health system: 063, 065, 
066 
 
125 Eliminating mechanism that 
could affect organisational justice 
and motivation of health workers: 
065, 067 
 
126 Promoting the enhancement 
of ethics values and education in 
the population: 061, 064 
 
127 Eliminating market model in 
health system: 068 

distributive organisational justice as hospital physicians receive 
positive surplus per performance) 
049: Continuity of healthcare 
050: Institutionalisation of family medicine as academic 
discipline (increase motivation) 
051: Increased income (increase motivation) 
052: Definition of scope of practice of family physicians  
053: Satisfaction of patients 
054: Lack of integration of family medicine in the system (family 
medicine stakeholders’ opinion overlooked; lack of political 
support in the difficulties encountered in the implementation) 
055: Lack of coordination between different health services 
(Including lack of referral system) 
056: Entrepreneur role of family physician 
057: Family physicians lost community responsibility  
058: Population lost their respect for doctors  
059: Quality of healthcare dismissed  
060: Lack of planning and preparation before the 
implementation of the FMP 
061: Increasing the education of general population 
062: Appropriate planning before and during the 
implementation of the programme (human workforce 
development; educational and healthcare delivery 
infrastructure; population) 
063: Increasing the relevance of PHC in the health system 
(Inclusion of FM stakeholder in decisions regarding primary care; 
accreditation and recertification of family medicine speciality in 
PHC; medical education primary care oriented) 
064: Strengthening healthcare professional ethics 
065: Increasing integration of primary care service (FM and 
community health centres) 
066: Referral chain (coordination between primary and 
secondary care services) 
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067: Positive performance-based payments 
068: Community-based primary care service 

 

 


