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Coklu Kurumsal Mantiklardan Yeni Bir Kurumsal Mantiga
Dogru: Tiirk Saghk Alaninda Bir Inceleme

Mustafa Ozseven, Ali Damisman ve Ali Suha Bingél
Cukurova Universitesi, Adana

Ozet

Cogu orgiitsel alan sosyal sektorlere, degisik dinamiklere ve aktorler arasindaki etkilesime gore ortaya ¢ikan
¢oklu mantiklardan olusarak kurumsal karigiklik sergilemektedir. Belirli bir 6rgiitsel alanda yer alan kurumsal
karigiklik, mevcut kurumsal mantiklarin sorgulanmasina yol agarak, yeni bir kurumsal mantigin dogusunun
habercisi olabilmektedir. Yeni bir kurumsal mantik alanda dnceden var olan kurumsal mantiklardan etkilenerek
veya var olan kurumsal mantiklari doniisime ugratarak ortaya g¢ikabilir. Bu dogrultuda, yeni bir kurumsal
mantigin olusumuna agiklik getirilmesi igin, goériisme ve dokiiman incelemesi yapilarak Tiirk saglik alaninda bir
arastirma yapilmistir. Tiirk saglik alaninda, 2006 yilindan itibaren yapilan diizenlemeler, daha dnceden varligim
stirdiiregelen kamucu hizmet mantig1 ile ticari mantigin izlerini tasirken, yeni bir kurumsal mantigin olustuguna
isaret etmektedir. Kamu hastanelerinin yonetiminde olusan yeni kurumsal mantik, kamucu hizmet mantig1 ve
ticari mantiktan ayrismakta, ama nispeten bunlarin izlerini de tasimaktadir. Yapilan dokiiman incelemesi ve
goriismelere gore, isletme benzeri kurumsal mantik olarak ifade edilen yeni mantigin kamucu hizmet mantig: ile
ticari mantigin karigimini yansittigi goriilmektedir.

Anahtar Sozciikler
kurumsal mantiklar, Tiirk saglik alani, kurumsal degisim

Giris

Kurumsal mantiklar orgiitsel diizenleme ve uygulamalar: sekillendiren dinamikler olarak son yillarda
orgiit caligmalarinda iizerinde en fazla durulan konulardan birisi haline gelmistir (Battilana ve Dorado,
2010; Lounbury, 2007; Marquis ve Lounsbury, 2007; Shipilov, Insead ve Rowley, 2010; Thornton ve
Ocasio, 1999; Thornton, 2001; Thornton, 2002). Bir tarafta, belirli bir alanda kurumsal mantiklarin
orgiitsel diizenleme ve uygulamalar lizerinde belirleyici etkisi yaygin bir sekilde kabul goriirken, diger
tarafta, kurumsal mantiklarin nasil olustuguna yonelik merak ve ilginin arttigi dikkat ¢ekmektedir
(Glynn ve Lounsbury, 2005; Nigam ve Ocasio, 2010; Thornton, Ocasio ve Lounsbury, 2012).
Thornton vd. (2012), onceki caligmalardan hareketle belirli bir o6rgiitsel alanda yeni kurumsal
mantiklarin, bagka alanlardan transfer, sembolik temsilciler (teorik, cerceve ve dykii), doniisim (yer
degistirme, karisim ve ayirma) ve gelisimsel degisim yoluyla (asimilasyon, detaylandirma, genisletme
ve daraltma) ortaya ¢ikabilecegini ileri stirmektedirler. Aslina kalirsa, belirli bir rgiitsel alanda yeni
kurumsal mantiklarin ortaya ¢ikist ¢ok yonlii karmagik bir siiregtir. Cogu Orgiitsel alan sosyal
sektorlere ve degisik dinamiklere ve aktorler arasindaki etkilesime gore ortaya c¢ikan coklu
mantiklardan olusarak kurumsal karigiklik sergilemektedir (Reay ve Hinings, 2005; Marquis ve
Lounsbury, 2007; Purdy ve Gray, 2009; Reay ve Hinings, 2009). Oyle ki, kurumsal mantik alanindaki
calismalarin da ortaya koydugu gibi, ¢oklu kurumsal mantiklarin birlikte varliklarini siirdiirdiigii bir
alanda kurumsal mantiklar arasindaki ¢izgiyi ayirmak zaman zaman zor olabilmektedir. Thornton
vd.’ne gore, ¢coklu mantiklar arasinda etkilesim ve i¢ ice gegis Orglitsel alanda yeni bir kurumsal
mantigin temelini olusturabilmektedir (Thornton vd., 2012). Buna gore, yeni kurumsal mantik,
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alandaki baskin farkli kurumsal mantiklarin bir karigimi (blending) olarak kendini gdsterecektir
(Glynn ve Lounsbury, 2005). Bu durumda yeni bir kurumsal mantik farkli kurumsal mantiklardan
ayrigarak nasil olugsmaktadir sorusu 6nem kazanmaktadir. Bu ¢aligma ile Tiirk Saglik sektoriinde bir
inceleme yapilarak farkli kurumsal mantiklardan yeni bir kurumsal mantigin nasil dogabilecegine
aciklik kazandirilmaya ¢alisilacaktir.

Tirk saglik sisteminde Cumbhuriyetin kurulusundan bu yana kamucu/ hizmetci olarak ifade
edilebilecek kurumsal mantik hakim iken 2000’li yillarda ticari/piyasa mantig1 yayginlik kazanarak
alanda giiclii bir mantik haline doniismeye baslamistir (Aksoy, 2007; Kog, 2012). Ancak piyasa
mantiginin  uygulamalarinda birtakim sorunlarla karsilasilmasindan ve beklenen sonuglarin
alimamamasindan dolay1 yeni bir arayis icerisine girilmistir. Saglik sektoriinde talep belirsizligi, arz
kosullari, hizmeti alan hasta ile hizmet sunan hekim arasindaki bilgi farkliligi (Arrow, 1963),
hastalarin ihtiyag¢ ortaya ¢iktiginda hizmet almalarinin kaginilmazlik arz etmesi, hastanin iiriin {izerine
teklif yapabilecek giiclinlin olmamasi ve hizmet miktarinin sadece hekim tarafindan belirlenmesi
(Heubel, 2000), gibi sebeplerden dolay1 saglik sektoriinde piyasa mantigindan etkinlik ve verimlilik
temelli beklenen sonuglara ulagilamamasindan dolay1 birgok iilkede oldugu gibi (6r. Jeong, 2005;
Tountas, Karnaki, Pavi ve Souliotis, 2005, Brenna, 2011; Harrison ve Calltorp, 2000), Tiirkiye’de de
piyasa mantiginin uygulamaya geg¢mesiyle birlikte kapsamli degisiklikler yapilmaya baslanmistir. Bu
dogrultuda, Tiirk saglik sisteminde, 2006 yilindan itibaren 6nceki kurumsal mantiklarin da temsilcisi
olan devletin Onciiliigiinde yasal diizenlemelerde ve uygulamalarda kapsamli degisikliklerin yapildig1
goriilmektedir. Burada bu degisikliklerin nasil bir kurumsal mantig1 yansittig1 6nem arz etmektedir.
Yeni diizenleme ve uygulamalar onceki mantiklarin izlerini hangi agilardan nasil tagimaktadir? Yeni
uygulama ve diizenlemeler, halen saglik alaninda nispeten giiglii sayilabilecek kamucu/hizmetgi ve
ticari/piyasact mantiklarin devami niteliginde midir? Yoksa bunlardan ayrismis yeni bir kurumsal
mantigin yansimasi midir? Oyle ise, bu mantik hangi sartlarda ne tiir dinamiklere bagl olarak olusmus
ve gelismistir? Bu mantik, dnceki hizmet¢i/kamucu ve ticari/piyasact mantiktan nasil ayrigsmaktadir?
Onceki mantiklarin da olusumunda ve yerlesiminde belirleyici olan ve bu belirleyiciligi devam eden
egemen aktor, yeni bir yonelime nicin gereksinim duymustur? Bu ¢alismada bu sorularin
cevaplanmas1 amaglanmaktadir.

Kurumsal Mantiklar ve Olusumlari
Belirli bir orgiitsel alanda, kurumsal mantiklar orgiitlerin ve bireylerin eylemlerini kisitlayici ve
bicimlendirici etkiye sahip olarak oOrgiitsel mesruiyetin temelini olustururlar (Thornton ve Ocasio,
1999; Thornton 2001; Thornton ve Ocasio, 2008). Kurumsal mantiklar, baskin kurallar, yasal
diizenlemeler, normlar, degerler, inanislar ve isleyisler ile kilavuzluk yaparak bir yandan orgiitsel
alanda sinirlan belirleyerek orgiitsel ve bireysel aktdrler i¢in mesruiyet kaygisi olustururlarken, diger
yandan orgiitlerin eylemlerinde etkili olan araglar1 ve eylemlerin sonuglarini belirlerler (Friedland ve
Alford, 1991; Thornton ve Ocasio, 1999; Thornton, 2001). Bu sekilde, orgiitler, yasamlarin1 devam
ettirebilmek i¢in yapisal diizenleme ve uygulamalarmni orgiitsel alanda kabul goren kurallara,
degerlere, inanislara ve isleyislere uygun bigimde olustururlar (Thornton ve Ocasio, 1999; Thornton,
2001; Thornton, 2002). Belirli bir orgiitsel alanda kabul goren kural, deger, inanis ve isleyislerin
disinda, farkli kural, deger, inanis ve isleyislerin ortaya ¢ikmasiyla yeni kurumsal mantiklar olusur
(Battilana ve Dorado, 2010; Lounsbury, 2007; Purdy ve Gray, 2009). Boylece, belirli bir orgiitsel
alanda her zaman tek bir kurumsal mantik yer almayabilir; rekabetci veya ¢cogulcu kurumsal mantiklar
varliklarini birlikte siirdiirebilir (Purdy ve Gray, 2009; Reay ve Hinings, 2009).

Kurumsal mantiklarin ortaya ¢ikis1 ve olusumu gesitli sekillerde agiklanmaktadir (Or. Dunn ve
Jones, 2010; Glynn ve Lounsbury, 2005; Suddaby ve Greenwood, 2005; Reay ve Hinings, 2009;
Shipilov, vd., 2010; Zajac ve Westphal, 2004). Ornegin, drgiitsel alanda baskin bir kurumsal mantiga
karsi, cografyalar arasindaki farkli ihtiyaglara uygun bi¢imde yeni uygulamalarin gelismesiyle
alternatif mantiklar olusabilmektedir (Lounsbury, 2007). Orgiitlerin performans kaygisi yasamalari,
yeni firsatlarin farkina varmalar1 ve mevcut yapilarin ihtiyaclar: karsilamamasi da 6rgiitsel alanda yeni
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kurumsal mantiklarin olusmasinin temellerini olusturabilmektedir (Greenwood ve Suddaby, 2006).
Kurumsallagsan uygulamalarin olusturdugu mantiklarin rekabet igerisinde farkli uygulamalarin
gelistirilmesine firsat vermeleri de oOrgiitsel alanda bagka kurumsal mantiklarin olusumuna sebep
olabilmektedir (Marquis ve Lounsbury, 2007). Belirli bir ideolojinin ve ¢ikarlarin savunucusu
kurumsal girisimcilerin varligi (Holm, 1995), rekabet¢i mantiklarin ¢atismasi ve farkli mantiklarin
alanda olusabilmesine yonelik bosluk olmasi da tek bir mantigin baskin hale gelmesini engelleyerek
yeni mantiklarin olusumunun yolunu agabilmektedir (Thornton ve Ocasio, 2008). Thornton, vd.,
(2012), yeni yazmis olduklar1 kitaplarinda kurumsal mantiklarin olusumunu kiiltirel olusum,
doniistimsel gelisim yoluyla olusum ve gelisimsel degisim olmak {izere {i¢ grupta ele almaktadirlar.
Kiiltiirel olusum modeliyle kurumsal mantiklarin olusumu, orgiitsel alanda firsatlar ve kisitlarin
yaratmis oldugu uygulamalarin hikayelesmesi, teorilesmesi veya kaliplasmasidir (Thornton vd., 2012).
Doniisiimsel degisim yoluyla yeni bir kurumsal mantifin ortaya cikisi, eski kurumsal mantiklarin
baska mantiklarla yer degistirmesi ve farkli kurumsal mantiklarin boyutlarinin karisimi yoluyla
olabilir (Thornton vd., 2012).

Doéniigiimsel degisim ile kurumsal mantik olusumunun tiirleri, yer degistirme (replacement),
ayirma (segregation) ve karisim (blending) olarak ii¢ bicimdedir (Thornton, vd., 2012). Yer degisimi
(replacement) yoluyla olusum, orgiitsel alanda baskin kurumsal mantik uygulamalarinin mesrulugunu
kaybetmesi ve farkli bir kurumsal mantigin Oniinii acan yeni uygulamalarin mesrulagmas: ile
gergeklesir (Thornton ve Ocasio, 1999; Thornton, 2001), Ayirma (Segregation) yoluyla kurumsal
mantiklarin olusumu, mevcut kurumsal mantik uygulamalarindan farkli olarak yeni kurumsal
mantigin, eski kurumsal mantiin yerini almadan, ayri1 bir kurumsal mantik olarak olusmasidir
(Battilana ve Dorado, 2010; Haveman ve Rao, 2006; Purdy ve Gray, 2009). Karisim (blending)
yoluyla kurumsal mantiklarin olusumu asagida daha detayli bicimde anlatilacaktir.

Gelisimsel degisim yoluyla kurumsal mantiklarin olusumu, hakim kurumsal mantik
uygulamalarindan esinlenmeden, tamamen ayri uygulamalarin, alanda var olan kurumsal mantiklari
degistirmesiyle gergeklesir (Arjalies, 2010; Dunn ve Jones, 2010; Galvin, 2002; Meyer ve
Hammerschmid, 2006). Gelisimsel degisim yoluyla kurumsal mantiklar, asimilasyon, detaylandirma,
genisleme ve daralma sekillerinden birisi ile ortaya c¢ikar. Asimilasyon (Assimilation) yoluyla
kurumsal mantiklarin olusumu, bir kurumsal mantigin hakim olan mantig1 giiclendirecek sekilde,
hakim mantiga katilmasidir (Thornton vd., 2012). Detaylandirma (Elaboration) yoluyla yeni kurumsal
mantiklarin olusumu (Thornton vd., 2012), hakim kurumsal mantigin daha da giiclenmesine sebep
olacak yeni uygulamalara gereksinim duyulmasiyla iiretilen yeni uygulamalarin alanda kabul gormesi
ve hakim kurumsal mantig1 giiclendirmesidir (Galvin, 2002). Genisleme (expansion), bir kurumsal
alanda meydana gelen kurumsal degisimin, diger kurumsal alanlara da genisleyerek, o kurumsal
alanda yeni bir kurumsal mantigin olusmasidir (Nigam ve Ocaiso, 2010; Dunn ve Jones, 2010).
Daralma (contraction) yoluyla kurumsal mantik olusumu, ¢oklu kurumsal mantiklarin yer aldigi
kurumsal alanlarda, hakim mantigin uygulamalarinin etkisini kaybetmesiyle, alandaki farkli kurumsal
mantigin giiclenerek hakim kurumsal mantik olmasidir (Dunn ve Jones, 2010).

Karisim yoluyla kurumsal mantiklarin olusumu, orgiitsel alanda ge¢miste var olan farkl
kurumsal mantiklarin her birinin belirli unsurlariin tasinmasi yoluyla ger¢eklesmektedir (Glynn ve
Lounsbury, 2005; Haveman ve Rao, 2006; Jones, 2001). Karisim yoluyla yeni bir kurumsal mantik
olusurken onceki kurumsal mantiklarin etkisi goriiliir (Lounsbury ve Rao, 2004) ve Sekil-1’de
goriildiigii iizere hibrid bir yap1 ortaya ¢ikar (Haveman ve Rao, 2006). Bu yap1 igerisinde kurumsal
alandaki celiskilere ve eksikliklere 6nceki kurumsal mantiklarin izlerini belirli 6l¢iide tagiyan, ama
onlardan cesitli acilardan nispeten farklilasan ¢dziimler iiretilir (Korczynski ve Ott, 2004). Uretilen
coziimler, bir yerde onceki farkli kurumsal mantiklarin etkilesimine dayanir (Glynn ve Lounsbury,
2005).

Bu arastirma kapsaminda, Tiirk Saglik sektoriinde bir inceleme yapilarak karisim yoluyla yeni

bir kurumsal mantigin nasil olusabilecegi aciklanmaktadir. Bu cergevede, sonraki bdliimlerde,
oncelikle, Tiirk Saglik alaninda tarihsel siirecte varligini siirdiiren kurumsal mantiklar anlatilmakta,



4 Coklu kurumsal mantiklardan ...

sonrasinda yeni bir kurumsal mantigin dncekilerden farkli olarak hangi unsurlar etrafinda ne sekilde
ortaya ¢iktig1 incelenmektedir.

Sekil 1. Karisim Yoluyla Kurumsal Mantiklarin Olusumu

Kurumsal
Mantik
B

Kurumsal
Mantik
A

%X

Kurumsal Mantik A (%X)
+ Kurumsal Mantik B (%y)
= Yeni Olusan Kurumsal
Mantik C

Tiirk Saghk Alam

Tirk saglik sisteminde degisik evre ve donemlerden gegilmistir. Her donemde gerek saglik
hizmetlerinin Orgiitlenmesine yonelik, gerekse de finansmaninda degisiklik yapilmasma dair
diizenlemeler yapilmistir. Bu diizenlemeler arasinda 1219 Sayili Tababet ve Suabati Sanatlarinin Tarz1
Icrasma Dair Kanun, 224 Sayili Saglik Hizmetlerinin Sosyallestirilmesi Hakkinda Kanun, 4046 sayili
Ozellestirme Uygulamalar1 hakkinda kanun ile 2003 yilinda saglkta déniisiim icin hazirlanan
“Saglikta Doéniigiim Programi” Tiirk Saglik Sistemindeki kilometre taglarini olusturmaktadir. Tiirk
saglik sistemi, 6zellikle 2003 yilindan sonra, Saglikta Donlisiim Programi (SDP) cergevesinde yapilan
diizenlemelerle, daha 6nceki doneme gore radikal degisikliklere ugramistir. Bu baglamda, Tiirk Saglik
alanin1 2003 6ncesi ve 2003 sonrasi seklinde incelemek konuyu daha anlasilir kilacaktir.

2003 Oncesi

2003 oncesinde Tiirk saglik sisteminin gelisiminde belirli dénemler kirilma noktalar1 olarak gdze
carpmaktadir. 1920-1923 donemi, 1923-1946 dénemi, 1946-1960 donemi, 1960-1980 donemi, 1980-
2002 donemi ve 2003 sonrast donem, Tiirk saglik sisteminde tarihsel siirecin parcalarini
olusturmaktadir. iki partili dénemin baslangici olan 1946 yilina kadar, saglik hizmetlerinde kamu tek
egemen gii¢ iken, 1946 yilindan sonra, giinlimiiz saglik orgiitlenmesine ulagilmasina yonelik adimlar
atilmaya baslanmistir. 1960 ihtilalinin ardindan, ¢ikarilan 1961 anayasasina paralel olarak hazirlanan
saglik politikalar1 saglik alaninda koklii degisimlere yol agmistir. 1980 doneminden sonra Tiirk saglik
alaninda artik, 6zel sektoriin mesrulugu kabul gérmiis ve 2002 donemine ve giiniimiize kadar bu goriis,
varhigim stirdiirmistiir. 1920-1923 dénemi, kurtulus savasi esnasinda, kurulan ilk saglik bakaninin
atandigl, Dr. Adnan Adivar donemidir. Bu doénem savas sonrasi yapilanma donemi olarak
adlandirilmaktadir. 1923-1946 donemi, devletin, kamu sagligint korumak ve giliniimiiz saglik
kaynaklarinin olusturulmasma yonelik, uygulamalarla gectigi bir dénemdir. Bu donemde saglik
hizmetlerinin iilke genelinde orgiitlenmesinin saglanmasi i¢in gerekli kararlar alinmistir. Bu donemde
cikarillan politikalar, Refik Saydam donemi politikalar1 olarak adlandirilmaktadir. Bu doénem
politikalarinda koruyucu saglik hizmetlerinin merkezi denetim altinda gelistirilmesi, tip egitimi almis
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kisilerin sayilarinin artirilmasi ve saglik hizmetlerinin sunumunun merkezi bigimde yiiriitiilmesi ilke
edinilirken, saglik orgiitlenmesi “dikey 6rgiitlenme” bi¢ciminde gerceklestirilmistir (Akdag, 2011, s.20;
Akdur, 1999b, s.50-51; Akdur, 1999c). Tek partili donemin sonlanmasinin ardindan saglikta 1946
yilinda yeni bir donem baglamis ve 1960 yilina kadar stirmiistiir. Dr. Behget Uz donemi olarak bilinen
bu donemde saglik politikalarinin olusturulmasinda merkezden yonetim baslamis ve kamu saglik
kurumlarinin sayist arttirilmistir. Bu dénemde ¢ikartilan yasa ve giidiilen politikalarin amaci saglik
orgiitlenmesini 7 bolgeye ayirarak saglik hizmetlerini tiim yurda yayabilmektir (Akdur, 1999b).
Sosyallestirme donemi olarak ifade edilen 1960-1980 yillar1 arasinda hekimlerin ¢aligma sekilleri ve
hastalara saglik hizmetleri sunumunda sosyallestirilmis bdlge kavramlar1 belirlenmistir. 1961 yilinda
cikartilmis olunan 224 sayili kanuna gore, sosyallestirme, saglik hizmetlerinin vatandaslarin saglik
hizmetleri i¢in odedikleri prim ile amme sektoriine ait miiesseselerin biitcelerinden ayrilan tahsisat
karsiligr her cesit saglik hizmetlerinden iicretsiz veya kendisine yapilan masrafin bir kismina istirak
suretiyle egsit gekilde faydalanmalaridir. 224 sayili kanunun 4. maddesinde de belirtildigi iizere,
hekimlerin serbestge galisabilmeleri i¢in hi¢ bir kamu dairesinde calismiyor olmalar1 gerekmektedir.
224 sayili kanunun 5. maddesinde, saglik hizmetlerinin sosyallestirildigi bolgelerde hastalarin
iicretlerini sahsen 6demeleri halinde saglik kurulusunu, personelini ve eczanesinin secebilme sansi
taninmistir. 224 sayili kanunda dikkat ¢eken bir diger nokta ise, sosyallestirilmis saglik hizmeti
teskilatinin baglica kuruluslari, saglik evleri saghk ocaklarindan, saglik merkezleri ve hastaneleri,
cesitli koruyucu hekimlik tesekkiilleri, saglhik miudirliikleri, bolge hastaneleri, saglik personeli
yetistiren egitim kurumlaridir. 224 sayili kanun ayrica saglik hizmetlerinden yararlanmada sevk
zincirini getirmistir. Giiniimiizdeki uygulamalarla esdeger olmasa da benzer olan uygulama bu
donemde de yiirtirliiktedir. Buna gore, sevk zincirini asip, hastanelere bagvuru yapanlardan iicret
almirken, saglik ocaklarindan sevk yapilmadigi takdirde ticret alinmamaktadir. 224 sayili kanunun
getirmis oldugu bir baska diizenleme ise, sosyallestirmenin oldugu bolgelerde, ila¢ ve tedavi
hizmetleri i¢in hizmet kullanicilarindan higbir ficret alinmamasidir. 1980 y1il1 sonrasi, diinyada saglik
hizmetlerinin 6zellestirilmesine yonelik tavsiye ve goriislerin ve yurtdisindaki iilkelerde saglik
hizmetlerinin &zellestirilmesinin artmasi, Tirkiye Cumhuriyeti’nde de goriilmeye baslanmistir. Bu
diisiince ve uygulamanin gerg¢eklesmesinin altinda yatan temel sebep, saglik hizmetlerinde artan kamu
saglik harcamalaridir. Kamu saglik harcamalarin artmasi, kamu saglik harcamalarinin azaltilmasina
yonelik politika gelisimini gerekli kilmistir. Buna gore, saglik hizmetlerinin sunumunda, 6zel sektor
paylarinin artirilmasi diigtincesi gelismistir. V. (DPT, 1984, s.152), bes yillik kalkinma planinda,
dahilinde saglik kuruluslarinin isletmeci mantikla birlikte ele alinacagi ve kaynaklarin verimli bir
bicimde kullanilacagindan bahsedilmistir. VI. (DPT, 1989, 5.290), bes yillik kalkinma planinda, saglik
hizmetlerinde kaynaklarin etkin bir bicimde kullanilmasi saglanarak, saglik hizmetinde rasyonalitenin
cagdaslagsmayla birlikte artirilmasi planlanmistir. VII. (DPT, 1995, s.46) ve VIII. bes yillik kalkinma
planlar1 (DPT, 2000, s.86), cercevesinde, hastanelerin idari ve mali 6zerklige ve kendi gelir ve
giderlerini karsilayacak bir yapiya kavusturulamadigindan sikayet edilmistir. 1994 yilinda ¢ikartilan,
4046 sayili Ozellestirme Uygulamalari hakkinda kanun ile saglik hizmetlerinin sunumunda 6zel
sektdriin payinin artirilmasi amaglanmistir. 4046 sayili Ozellestirme Uygulamalar1 hakkinda kanun ile
kamu saglik hizmetlerinde 6zellestirilmesi diigiinlilmiistiir. Buna gore, kanunun 1.maddesi su sekilde
diizenlenmistir:

“...Genel ve katma biitgeli idarelerle bunlara bagli doner sermayeli kuruluglarin mal
ve hizmet iiretim birimleri ve varliklarinin (baraj, golet, otoyol, yetkili tedavi
kurumlari, limanlar ve benzeri diger mal ve hizmet iretim birimleri) isletme
haklarinin verilmesi veya kiralanmasi...”

Bu ifadelerin ortak 6zelligi, kamu saglik hizmetlerinin sunumunda, kaynaklarin etkin ve
verimli bigimde kullanilmadig1 ve bunun artik kamu hastanelerinde basarilmas: gerektigidir. Tiirkiye
Cumbhuriyetinin kurulusundan, 2003 yilina kadar yiiriirliige konulan farkli uygulamalar, Tiirk saglik
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alaninda hizmetgi ve ticari kurumsal mantiklarin ayni anda yer almasi ile olmustur (Akdur, 1999a, 9;
Akdur, 1999b; Akdur, 1999c¢; Aksoy, 2007; Kog, 2012). Hizmet¢i kurumsal mantikta, saglik toplumsal
olgu kabul edilip, herkesin esit bi¢imde saglik hizmetlerinden yararlanmasi amaglanmakta ve saglik
finansman1 genel biitge ve kamu sigortasindan karsilanmaktadir (Akdur, 1999a, S.8; Aksoy, 2007).
Hizmet¢i kurumsal mantikta, hizmet sunumu kisminda saglik Orgiitlenmesi kamunun kontroliinde
yapilirken, saglik hizmetlerinden yararlanan vatandaslarin saglik harcamalari kamu sigortas: veya
genel biitceden karsilanmistir (Akdur, 1999b). 1923-1946 doneminde, Tiirk saglik alaninda, hizmetgi
kurumsal mantigin tek kurumsal mantik olarak yer aldig1 goriilmektedir. 1946-1960 dénemi, koruyucu
saglik hizmetlerine agirlik veren, halk sagliginin korunmasi amacini tagiyan, ama bir yandan da 6zel
saglik kurumlarinin tiim iilke geneline saglik hizmetlerinin sunumunun ulastirilabilmesi igin tesvik
edilmesinin amaglandigi donem olarak kabul gérmektedir (Akdur, 1999b). Tiirk saglik alaninin
kurulusundan, 1960’11 déneme kadar, saglik hizmetlerinin 6rgiitlenmesinde ve sunumunda tamamen
koruyucu sagliga odakli bir saglik politikas1 giidiilmiistiir (Akdag, 2011). 1960-1980 doneminde ise,
224 sayili kanun ile giliclendirilen, hizmet¢i kurumsal mantigin devam ettigi goriilmektedir. 1980
yilindan sonra, yeni anayasa ile birlikte saglik politikalarinda liberallesmenin basladig1 goriilmiistiir ve
1980-1995 doneminde ticari mantigin temelleri atilmistir. Ticari kurumsal mantikta, saglik bireysel
olgu kabul edilip, saglik hizmetlerine erisimi piyasa kurallar1 ve firsatlar belirlerken, finansmana ise,
Ozel sigorta ve cepten ddeme bigiminde olmaktadir (Akdur, 1999a., 8; Aksoy, 2007). 1994 yilindan
sonra saglik hizmetlerinin orgiitlenmesinde ve sunumunda, ticari kurumsal mantik, hizmet¢i kurumsal
mantiga karsi giic kazanmaya baslamistir ama hizmet¢i kurumsal mantik her zaman hakim kurumsal
mantik olarak kalmistir (Akdur, 1999b).

Bu donemler igerisinde, saglik drgiitlenmesi ve finansmanindan ayri olarak saglik insan giicii,
hekimlerin kamuda caligmalarinin tesvikine gore degismistir. 1928-1980 doneminde tam giin
yasalariyla hekimlerin serbestge calisabilmeleri cesitli donemde yasaklanmis ¢esitli donemlerde ise
serbest birakilmistir. 1980 yilinda ¢ikartilan ve hekimlere serbest¢e calisabilme hakki taniyan 2368
Sayili Saglik Personelinin Tazminat ve Calisma Esaslarina Dair Kanunun 6.maddesi araciligiyla,
1978 yilinda cikartilan ve hekimlerin serbestce caligmalarini yasaklayan, 2162 sayili Saglik
Personelinin Tam Stire Calisma Esaslarina Dair Kanun ile 224 sayui kanunun 3.maddesi yiiriirliikten
kaldirilmistir. 1980 sonrasi, hekimlerin serbest ¢aligabilmeleri, 2010 yilina kadar devam etmistir.
Fakat 2010 ythinda ¢ikartilan, 5947 sayili kanunun 7. maddesi ile {iniversite 6gretim iiyeleri diginda,
hekimlerin kamu hastanelerinde c¢alistiklar1 takdirde, ©zel saglik kuruluslarinda ¢aligmalar
yasaklanmistir. 5947 sayili kanunun 3. maddesinde de, iiniversite Ogretim elemanlarinin, kendi
kurumlarindan baska yerlerde ficretli olarak is goremeyecekleri belirtilmistir. Tiirk saglik alanin
kurulusundan, 2003 yilindan sonra yapilan diizenlemelerin agirlikli oldugu ve giiniimiize kadar yapilan
baslica diizenlemeler, Tablo 1°de belirtilmistir. Bu diizenlemeler, saglik hizmetlerinin sunumunda,
saglik orgiitlenmesini, hekimleri caligma serbestiyetlerini, kamu saglik kuruluslarmmin yonetimini,
saglik harcamalarinin finansmani konularini igermektedir.

Sekil.2’de goriildiigli lizere, Saghik hizmetlerinin yonetiminden tek sorumlu olan Saglik
Bakanligi, 2011 yilinda yiiriirliige konulan 663 sayili KHK 6ncesinde, illerdeki saglik hizmetlerinin
sunumunun bir kismini, il saglik midirligii araciligiyla gerceklestirmekteydi. Bunun yaninda,
hekimlerin, 6zel saglik kurumlarinda caligsabilmeleri veya muayenehane acabilmeleri yukarida
belirtildigi gibi serbestti.

Ozetle ifade edilecek olursa, 2003 yilina kadar Tiirk saglik alaninda, hizmet¢i kurumsal mantik
baskin kurumsal mantik olarak on plana ¢ikmistir. Hizmet¢i kurumsal mantigin yaninda, 1980’li
yillardan itibaren izlenmeye baslanan neo-liberal politikalar ile piyasact mantik da gelismistir. Piyasaci
mantiginin gelisimi ile ornegin, hem 6zel saglik harcamalarinin toplam saglik harcamalar: ig¢indeki
orani hem de 06zel hastanelerin toplam hastanelere gore orani artis egilimi sergilemistir. Saghk
harcamalarindaki artis egilimi Tablo 2’de goriilmektedir. Diger yandan, 6zel hastaneler de artis
yoOniinde bir trend izleyerek toplam hastaneler icinde 1980 yilinda yiizde 10,8 bir orana sahipken,
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ozellestirmenin yasalastig1 yil olan 1994°te yiizde 15,6’lik, 2003 yilinda % 24,2’lik ve 2010 yilinda
ylizde 35’lik bir orana ulagmustir.

Tablo 1. Tiirk Saglik Alaninda Yapilan Baslica Diizenlemeler

04.04.1928 1219 Sayili Tababet ve Suabati Sanatlarnin Tarzi Icrasina Dair kanunun 12.maddesi ile hekimler

Tarihi* mesleklerini serbestge icra edebilme hakkina sahip olmusglardir (Kaynakgea:
http://www.saglik.gov.tr/TR/belge/1-460/sayisil1 219--rg-tarihi04041928--rg-sayisi8 63-tababet-ve-.html
Erigim Tarihi: 17.08.2012)

05.01.1961 224 Sayili Saglik Hizmetlerinin Sosyallestirilmesi Hakkinda Kanunun 3.maddesinde belirtilen hiikiim ile

Tarihi* saglik hizmetlerinin sosyallestirildigi bolge veya kurumlarda caligsan hekimlerin mesleklerini serbest olarak
gerceklestirebilmeleri yasaklanmistir. (Kaynakga:
http://www.resmigazete.gov.tr/main.aspx?home=http://www.resmigazete.gov.tr/arsiv/10705.pdf& main=http
J/Iwww.resmigazete.gov.tr/arsiv/10705.pdf: Erisim Tarihi-28.06.2012). Bu yasa giiniimiizdeki mevcut
yasaya benzemektedir. Ciinkii kamu da ¢alismayan hekimlerin serbest meslek yapabilmeleri veya
muayenchane agabilmeleri serbesttir.

29.06.1978 2162 Sayilr Saglik Personelinin Tam Siire Calisma Esaslarina Dair Kanununda 7.maddesi ile belirtilen

Tarihi* hiikiim ile hekimlerin ¢alismis olduklar1 kurumdan bagka, herhangi bir kurumda veya serbest olarak
mesleklerini icra etmeleri yasaklanmistir (Kaynakga:
http://www.resmigazete.gov.tr/main.aspx?home=http://www.resmigazete.gov.tr/arsiv/16341.pdf&main=http
://www.resmigazete.gov.tr/arsiv/16341.pdf: Erigim tarihi.15.08.2012).

31.12.1980 2368 Sayili Saglik Personelinin Tazminat ve Calisma Esaslarina Dair Kanunun 6.maddesi araciligiyla,

Tarihi* 2162 sayili Saglik Personelinin Tam Siire Calisma Esaslarina Dair Kanun ile 224 sayili kanunun 3.maddesi
yiiriirliikten kaldirilmistir. Béylece hekimlerin muayenehane agma ve ozel hastanelerde ¢alisma serbestisi
gelmisti
(Kaynakga:http://www.resmigazete.gov.tr/main.aspx?home=http://www.resmigazete.gov.tr/arsiv/17207 _1.p
df&main=nhttp://www.resmigazete.gov.tr/arsiv/17207 1.pdf: Erisim Tarihi:15.08.2012)

2003 Yih Saglikta doniisiim programinin uygulanmasina karar verilmesi

12.05.2006 Saglik Bakanhigina Bagl Saglik Kurum Ve Kuruluglarinda Gérevli Personele Déner Sermaye Gelirlerinden

Tarihi* Ek Odeme Yapilmasina Dair Yonetmelik ile Saglik personelinin performansa dayali ek ddeme almasinin
saglanmasi.

21.01. 2010 5947 sayili kanunun 7. maddesinde, {iniversite dgretim {iyeleri disinda, hekimlerin kamu hastanelerinde

Tarihi* caligtiklari takdirde, 6zel saglik kuruluglarinda ¢aligmalarinin yasaklanmasi. 5947 sayili kanunun 3.
Maddesinde, liniversite 6gretim elemanlarinin, kendi kurumlarindan bagka yerlerde iicretli olarak is
goremeyecekleri belirtilmistir.

25.03.2010 Sosyal Giivenlik Kurumu Saghk Uygulamalar: Tebligi ile hizmet kullanicilarinin, birinci, ikinci ve Giglincii

Tarihi basamak saglik hizmetlerinden yararlanmalar: ve ilag harcamalarinda hizmet kullanicilarinin 6deyecekleri
katki paylarinin belirlenmistir.

05.11.2010 Yénetici Birim Performans Katsayisimin Uygulanmasina Dair Yonerge ile kamu hastane yoneticilerinin

Tarihi performanslarinin bir standarda baglanmasi ve hastane yonetiminde finansal yonetim modelinin

geligtirilmesi

24 Temmuz
2011 Tarihi

Danistay 5. Dairesi 24 Temmuz 2011 tarihinde, 5947 say1li kanunun bazi hiikiimlerini iptal etmistir. Bu
iptale gore, hekimler ozel muayenehane agabilirlerken, ayni zamanda kamu hastanelerinde
calisabileceklerdir. Fakat hem kamu hastanelerinde hem de dzel hastanelerde ¢alisamayacaklardir.
(Kaynakga: http://www.ttb.org.tr/mevzuat/index.php?option=com_content&view=article&id=874:tam-
guen-yasasi-5947-le-1gl-danitay-5-dare-esas-karari&catid=24:belgeler&ltemid=41: Erigim
Tarihi:15.08.2012)

08.08.2011 650 Sayilhh KHK 'min madde 38 ile kamuda ¢alisan uzman hekimlerin, madde 39 ile TSK 'da ¢alisan uzman

Tarihi* hekimlerin ve madde 40 ile iiniversitede ¢alisan dgretim iiyelerinin muayenehane agmalarinin tekrardan
vasaklanmas: (Kaynakga:
http://www.resmigazete.gov.tr/main.aspx?home=http://www.resmigazete.gov.tr/eskiler/2011/08/20110826.h
tm&main=http.//www.resmigazete.gov.tr/eskiler/2011/08/20110826.htm: Erisim Tarihi: 14.08.2012).

11.10.2011 663 sayilit KHK ile kamu hastane yoneticiliginin ve genel sekreterlik uygulamasinin getirilmesi (Kaynakga:

Tarihi* http://www.resmigazete.gov.tr/main.aspx?home=http://www.resmigazete.gov.tr/eskiler/2011/11/20111102
ml.htm&main=http://www.resmigazete.gov.tr/eskiler/2011/11/20111102m1.htm: Erigim Tarihi:
08.03.2012).

18.07.2012 650 Sayil1 KHK’nin Danistay tarafindan iptal edilmesi ve bdylece kamuda c¢alisan uzman hekimlerin, TSK

Tarihi* ve iiniversite gretim {iyelerinin muayenehane agmalar1 yasaginin ortadan

kalkmasi.(Kaynakea:http://www.turkiyegazetesi.com/haberdetay.aspx?NewsID=17738.Erisim
Tarihi: 14.08.2012)

Kaynakea: Bu tablo ilgili kanun, yonetmelik, teblig, genelgelerin ve raporlarin incelenmesi ve internet taramasi sonucunda

hazirlanmigtir.

* Tlgili kanun, kanun hiikkmiinde kararnamenin kabul tarihini belirtmektedir.
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Sekil 2. 2003 Yilindan Once Tiirk Saglik Alan
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Tablo 2. Tiirkiye Cumhuriyeti, 1995-2009 Dénemi Ozel, Hane halki ve Kamu Harcamalarinin Toplam
Saglik Harcamalari Igindeki Oranlari

Ozel Saghk Harcama/ Hane halki Saghk Kamu Saghk
Toplam Saghk Harcama/ Toplam Harcama/ Toplam
Yillar Harcamasi (%) Saghk Harcamasi (%) Saghk Harcamasi (%)
1995 29 29 70
1996 30 30 69
1997 28 28 71
1998 28 27 71
1999 38 29 61
2000 37 27 62
2001 31 22 68
2002 29 19 70
2003 28 18 71
2004 28 19 71
2005 32 22 67
2006 31 21 68
2007 32 21 67
2008 26 17 73
2009 24 16 75

Kaynakg¢a: Bu tablo OECD’den elde edilen verilere gore olusturulmustur.

2003 Sonrasi
2003 yilinda yiirtrliige giren Saglikta Doniisiim Programi ile birlikte, 6nceki donemlerden farkli
uygulamalar dikkat ¢ekmeye baglamistir. Saglikta Donilisim Programi ile insan merkezlilik,
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siirdiiriilebilirlik, siirekli kalite gelisimi, katilimcilik, uzlasmacilik, goniilliiliik, giigler ayrilig1, adem-i
merkeziyet¢ci yonetim ve hizmette rekabet ilkeleri kamu saglik hizmetinin sunumunda 6n plana
ctkmaya baglamistir. Bu ilkeler dogrultusunda, aile hekimligi uygulamas: yliriirliige konmus, ilag
harcamalarinda diisiis saglanmis, hasta haklarinin savunulabilmesinde 184 SABIM (Saglik Bakanlig
[hbar Merkezi) kurulmustur. Bu diizenlemeler, agirlikli olarak kamu saglik hizmeti sunum kalitesinin
ve beraberinde hasta memnuniyetinin artirtlmasina yonelik olmustur. Diizenlemeler 6zel saglik
kuruluslariin yayginlasmasinin oniinii daha fazla agmak suretiyle kamu hastaneleri ile 6zel saglik
kuruluslarini bir nevi rekabet eder hale getirerek arzulanan amaclar1 gergeklestirmeye calistigindan
genel olarak piyasaci-ticari mantigin yansimalari olarak ifade edilmistir (Aksoy, 2007; Kog, 2012).
Dolayistyla, 2003 sonrasi donemde bir tarafta kamucu hizmet mantig1 6zellikle kamu hastanelerinde
varligini baskin bir sekilde siirdiiriirken, diger tarafta hizmet kalitesi odakli ticari mantik 6zellikle 6zel
hastaneler arasinda kendine daha fazla yer bulmaya baslamistir.

Tiirk Saglik alaninda 2006 yilindan itibaren ortaya ¢ikan diizenlemeler kamucu hizmet mantig1
ve ticari mantigin izlerini siirdiiriirken, sanki yeni bir kurumsal mantigin isaretlerini de tagimaktadir.
Bu yiizden, 2006 yili sonrasi ortaya c¢ikan diizenlemeleri ayri bir baslik altinda toplamak gelisimin
daha iyi anlasilmasi agisindan faydali olacaktir.

Tiirk Saghk Alaninda Yeni Bir Kurumsal Mantiga Dogru
Tirk Saglik alaninda 2006 yili sonras: yapilan degisikliklerle, performans ydnetmeligi, tam giin
yasasi, 663 sayil1 KHK, verimlilik degerlendirmesi hakkinda ydnerge ve 5510 sayili Sosyal Sigortalar
ve Genel Saglik Sigortast Kanunu yiiriirlige girmistir. Saglik Bakanligina Baglh Saglik Kurum Ve
Kuruluslarinda Gérevli Personele Déner Sermaye Gelirlerinden Ek Odeme Yapilmasma Dair
Yonetmelikte Degisiklik Yapilmasi Hakkinda Yonetmelik ile saglik personelinin performansa dayali
ek 6deme almasinin saglanmasi amacglanmigtir. Bu yOnergenin, 8. maddesinin 5. fikrasinda, uzman
hekimlerin performanslarinin hesaplanmasinda, aktif calisilan giin sayis1 bir 6l¢iit olarak dikkate
alinmaktadir. Performans yonetmeliginin yani sira, uzman hekimlerin kamu hastanelerinde ¢alisma
oranlarini artirmaya yonelik ¢ikarilan bir diger diizenleme de, tam giin yasasidir. Tam giin yasasi ile
kamu hastanelerinde calisan hekimlerin 6zel saglik kuruluslarinda ¢alismalar1 yasaklanmistir. Tam
glin yasasi ve performans yonetmeligiyle beraber, uzman hekimlerin kamu hastanelerinde tam zamanli
calisma oran1, 1995 yilinda ytizde 7 iken, 2010 yilinda 13,2 kat artarak yilizde 93°e ulagsmistir (Akdag,
2011, 250).
2006 yilindan sonra, yapilan diizenlemeler arasinda, en kapsamli degisiklige, 663 sayili KHK yol
acmistir. 663 sayili KHK ile Tiirk saglik alaninda yeni kurumlar kurulmus ve var olan kurumlar
arasindaki iliskiler ve baglantilar degisiklige ugramistir. 2006 yilindan sonra, Tiirk saglik alaninin
kurumlarla 6rgiitlenmesi ve bu kurumlar arasindaki iliski Sekil.3’te gosterilmistir

663 Sayili KHK ile saglik hizmetlerinin iller diizeyinde daha etkili yonetilebilmesi icin Kamu
Hastane Birlikleri ve 11 Genel Sekreterlikleri kurulmustur. iller diizeyindeki Kamu Hastane Birlikleri,
Saghk Bakanligi biinyesinde kurulmus olan Tiirkiye Kamu Hastaneleri Kurumuna baglanmistir. i1
Genel Sekreterlikleri il diizeyinde saglik kaynaklarinin kullanimindan ve saglik hizmetlerinin
sunumundan sorumlu iken, Kamu Hastane Birlikleri, kamu hastanelerinin ydnetimine yonelik,
performans hedefi belirlemekte, bu hedefleri denetlemekte ve merkeze geri bildirimde bulunmaktadir.
Bu iki kurum, daha 6nceden il saglik miidiirlerinin yerine getirmis oldugu, saglik insan kaynaklarinin
ve saglik malzeme ve techizatlarinin kullaniminin planlanmasindan ve kamu hastanelerinin
performansindan sorumlu olmuslardir. 663 sayili KHK ile getirilen baska bir yenilik ise, kamu
hastanelerinin yonetimi ile ilgilidir. Buna gore, hastane yonetimi, bashekim, idari ve mali isler mudiiri
ile saglik bakim hizmetleri miidiiriinden olusacaktir. Hastane yoneticiligi uygulamasinin getirilmesiyle
birlikte, saglik bakanligr ve SSK hastanelerinde var olan, merkeziyet¢i yapinin ortadan kaldirilmasi ve
saglik personeli ve bakim hizmetlerinin etkili ve verimli bigimde kullanilmasi hedeflenmistir (Akdag,
2011, 59). 2006 sonrast donemde, ¢ikarilan bir diger diizenleme ise, Yonetici Birim Performans
Katsayisimin Uygulanmasina Dair Yonergedir. Bu yonergenin uygulamada basarisiz olmasi sonucunda
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Sekil. 3 2006 Sonrasi Tiirk Saglik Alani
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yerine getirilen, Kamu Hastane Birlikleri Verimlilik Degerlendirmesi Hakkinda Yonergesiyle, kamu
hastanelerinin 6zel hastaneler gibi etkili ve verimli yonetilmesi amag¢lanmistir. 2006 sonrasi donemde
cikarilan dikkat cekici son diizenleme ise, 5510 sayili Sosyal Sigortalar ve Genel Saglik Sigortasi
Kanunudur. Bu kanun ile herkesin saglik sigortasinin olmas1 hedeflenmistir.

Ozetle, tiim bu diizenlemeler ve rakamlar, 2006 yilindan sonra saglik alanindaki isleyis ve
uygulamalarin, daha 6nceden var olan hizmet¢i ve ticari kurumsal mantiklardan (Kog, 2012), ayri
olarak yeni bir kurumsal mantigin olustuguna yonelik isaretler tasimaktadir. Buradan hareketle, 2006
yilt sonrasinda ortaya ¢ikan diizenlemelerin dayandig: kurumsal mantig1 anlamak i¢in hem dokiiman
incelemesine bagvurulmus, hem de diizenlemelerin hazirlanmasinda rol alan ve diizenlemeleri savunan
ve bunlara muhalif aktérlerle ayr1 ayri goriigmeler yapilmustir. zleyen béliimde bu baglamda yapilan
arastirma hakkinda bilgiler sunulmakta ve aragtirma sonuglar1 raporlanmaktadir.

Arastirma Yontemi ve Veri Kaynaklar

Tiirk saglik alaninda yeni bir kurumsal mantigin izlerini siirmek amaciyla bir tarafta hem 2006
sonrasinda gergeklestirilen diizenleme ve uygulamalarin hazirlanmasinda rol almis ve bu uygulamlari
savunan aktorlerle hem de bu uygulamalara mubhalif aktorlerle goriisiilmiis, diger tarafta dokiiman
incelemesi yapilmistir. Goriisiilen aktorler arasinda Adana i1 saglik Miidiirii, Adana il Genel Sekreteri
ve Gaziantep 11 Genel Sekreteri yer almaktadir. Muhalif aktorler olarak Tiirk Tabipler Birligi Merkez
Konsey tiyesi (2012-2014) ve Adana Tabip Odas1 Bagkan1 (2010-2012) ile goriisme yapilmistir. Her
gorlisme ortalama 40 dakika siirmiistiir. Dokiiman incelemesinde 6zellikle egemen aktor olarak Saglik
Bakanliginca hazirlanan degerlendirme raporlari, muhalif aktdr olarak on plana ¢ikmis olan Tiirk
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Tabipler Birligi tarafindan cikarilan yayinlar ve Diinya Tabipler Birligi dergisi olan “World Medical
Journal” incelenmistir.

Kilit aktorlerle yapilan goriismede 6nceden hazirlanmis olunan yar1 yapilandirilmis goriisme
formu kullanilmistir. Bu goriigme formu, ilgili kanun ve yonetmelik, teblig ve kanun hiikmiinde
kararnamelerinin ¢ikarilmasinda temel kayginin ne oldugu ve alanda uygulamasinin nasil olduguna
yonelik, ¢esitli sorular igermektedir. Muhalif aktorlerle yapilan gdriigmede ise, muhalif aktorlere bu
diizenlemelere neden kars1 ¢ikildigina yonelik sorular yonetilmistir.

Bulgular

Gortismeciler ve dokiiman incelemeleri sonucunda, ¢oklu kurumsal mantiklarin yer aldig: Tiirk saglik
alaninda (Aksoy, 2007; Kog, 2012), 2006 sonrasi ¢ikarilan diizenlemeler ile yeni bir kurumsal mantik
ortaya ¢ikmaya baslamistir. Daha dnce ifade edildigi lizere, 2006 yilina kadar kamu hastanelerinde
biirokratik hizmet¢i mantik baskin ve yaygin iken 6zel hastanelerde ticari mantik daha belirleyici idi.
2006 yili sonrasi yapilan diizenlemeler ile 6zellikle kamu saglik hizmetlerinin sunumunda ticari ve
biirokratik hizmet¢i kurumsal mantiklardan farkli olarak isletme benzeri kurumsal mantik olugma
yoluna girmistir.

2006 sonrast cikarillan tam giin yasast ve 12.05.2006 tarihinde kabul edilen ve 25.08.2007
tarihinde degisiklige ugrayan Saglik Bakanligina Bagh Saghik Kurum Ve Kuruluslarinda Gdérevli
Personele Doner Sermaye Gelirlerinden Ek Odeme Yapilmasina Dair Yonetmelikte, kamuda uzman
hekimlerin calismalarint tesvik eden diizenlemelerdir. 05.11.2010 tarihinde kabul edilen Yénetici
Birim Performans Katsayisinin Uygulanmasina Dair Yonerge ve daha sonralar: uygulamada meydana
gelen eksikliklerden otiirii giincellenerek yerine getirilen Kamu Hastane Birlikleri Verimlilik
Degerlendirmesi Hakkinda Yonergesi de kamu saghk kurulusunda gorevli personelin performansa
gore degerlendirmesinin yapilmasimi saglamistir. Bu diizenlemeler, saglikta insan kaynaklarmin
yonetiminde etkililik ve verimliligin saglanmasini amaglamaktadir. Tam giin yasasiyla beraber net
performansa dayali 6deme yapilmasini tesvik eden yonetmelik ile kamu saglik kaynaklarini etkin ve
verimli bicimde kullanilmasini saglayarak hasta memnuniyetinin artirilmasi saglanmistir. Bu goriisii
destekleyecek bicimde, goriisme yapilan uygulayici aktorlerden birisi konuyla ilgili sunlari ifade
etmistir:

“...Performans yonetmeligi ile beraber, hekimler, muayenehaneleri kapatmis ve
kamu hastanelerinde istihdam edilmislerdir. Fakat bu yonetmelikle beraber, hastane
kaynaklarinin kullanimi artmistir. Ornegin, ameliyathanelerin kullanim oranlart iki
katina ¢ikmistir... Ayrica hekimlerin hastalarla ilgilenme oranlarimin artmast da

hasta memnuniyetinin artmasini saglamistir...”

Gorlisme yapilan uygulayici aktdrlerden bir digeri ise, performans yonetmeligi ve tam giin yasasinin
insan kaynaklarinin etkili ve verimli kullanilmas: ve hasta memnuniyetinin artirilmasi ile ilgili su
ctimleleri kullanmistir:

..... Tam giin yasasiwla hekim tim konsantrasyonunu kamu hastanesine
odaklanmigtir...Hekimin hastayla ilgilenme diizeyi degiserek, hastanin tedavisi igin
ilgilenme diizeyi artmistir. Tam giin yasasiyla birlikte, ameliyat bakim hizmet
noktasinda hasta talepte bulunmaktadir...Hekim ise, bunu yapmak icin gayret
gostermektedir. Ciinkii bunu yapacag: baska yer yok. Eskiden olsa muayenehane
veya ozel hastaneler de bunu yapiyordu. Buna gore de performansa goére de iicret
alwyor...”

Gorilisme yapilan uygulayici aktorlerden birisi performans yonetmeligi ile insan kaynaklarinin etkili ve
verimli kullanilmasinin saglanmastyla ilgili olarak sunlar1 ifade etmistir:
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“..Performansin ana ¢ikis noktasi, performans ydnetmeligi oncesinde etkili
olmayan, insan kaynaklarimin kullanimidir... Yonetmelik oncesi ¢alisan vicdani ile
calisiyordu. Az ¢alisan da ¢ok calisan da aymi maagsi oluyordu. Ve kaytarma
mevcuttu. Performans ile ¢alismaya yonelik bir tegvik oldu. Bu yonetmelikle birlikte,
calisanlar daha fazla ¢alismaya tesvik edilmistir. Yonetmelik sonrasi, daha fazla
calisanin emeginin karsiligini almasi hedeflenmigtir...”

Tam giin yasasina muhalif aktorler de ticarilesmeyi destekledigi icin karst olduklarini
belirtmektedirler. Ornegin, Tiirk Tabipler Birligi Merkez Konsey Baskani, bu konuyla ilgili olarak
Tiirk Tabipler Birliginin yaymlamis oldugu Tip Diinyas: dergisinde su sozleri dile getirmektedir
(Subat, 2010, 6):

“..TTB’nin her zaman ilke olarak tam giin ¢alismadan yana oldugunu, ancak
tasarida soz konusu olan durumun tam giin caliyma degil, hekimlerin ve saglhk

>

calisanlarinin ticarilestirilmis bir ortamda, kélelik kosullarinda ¢calismasidir...’

663 sayil1 Saglik Bakanligi ve Bagli Kuruluslarinin Teskilat ve Gorevleri Hakkinda Kanun Hiikmiinde
Kararname ile saglikta insan kaynaklarinin etkili ve verimli bi¢imde kullanilmasina yonelik
degisiklikler yapilmistir. 663 sayili KHK ile kamu saglhk orgiitlenmesinde il genel sekreterlikleri ve
kamu hastane birlikleri kurularak, kendi bolgeleri icerisinde, hemsireleri ve doktorlar: ihtiya¢ duyulan
yerde gorevlendirebileceklerdir. Uygulayict aktor olan bir goriismecinin konuyla ilgili diisiinceleri
sunlardir:

“...6063 sayili KHK ile Metropol iller olusturulmakta ve yatirnmlar da o interlanta
gore ayarlanmaktadir. Insan kaynagini da bu interlanta gére ayarliyoruz. Kamu
hastane birliklerinin kurulmasiyla ashinda tek bir bashekim ve tek bir yapi
bulunmaktadir. Tiim personel, ¢anak icerisinde bulunmaktadir. Yapinin subesi gibi
ihtiyag olan yerlerde, iist yapi tarafindan doktor istenilen yere sevk edilmektedir.
Clinkii insan kaynagimiz eksik. Buna gore, mevcut insan kaynagini dogru kullanmak
istiyoruz. Hemgire ve doktorlarin on bin kigiye diisen sayisi, Avrupa ortalamasinin
altinda. Doktor ihtiyacimiz var. Bunun merkezden koordinasyonu ile bu sorun
¢oziilecektir. Doktorlar bir havuzun icinde... Doktorlar tek bir bashekime bagl yani
genel sekreterlige bagli... Hakkaniyete gore, hizmet puanmina gore, siraya gore,
duruma gére miisait olan arkadaglar swrali ilan edilecektir. Herkes de artik ihtiyag
oldugunda nereye nasil gidecegini bilir. Kimse de artik ben niye demez. Yer degisimi
yok. Malzeme ihtiya¢ olan yerde kullanilarak insan kaynagimn etkili ve verimli
kullanilmasi saglanacaktir. Dogrusu da bu! Gitmek istemeyen doktor ihtiyag¢ olan

1

yerlere gitmek zorunda kalyor...’

Performans yonetmeligi, tam giin yasasi ve 663 sayili KHK’nin kamuda insan kaynaklarina
etkisi, etkililik ve verimliligi artirmaya yonelik iken ayni zamanda da, hasta memnuniyetini de
artirmay1 amaglamaktadir.

2006 sonrasi yapilan diizenlemeler, saglik alaninin orgiitlenmesine yonelik degisiklikler de
getirmistir. Bu alanda en kapsamli etkiyi yapan diizenleme 11.10.2011 tarihinde kabul edilen 663
sayilli Saglik Bakanhigi ve Baglh Kuruluslarinin Teskilat ve Gérevieri Hakkinda Kanun Hiikmiinde
Kararnamedir. Bu kararnamenin amaci, 1. maddesinde de belirtildigi tizere:”...Saglik bakanligi ve
bagh kuruluslarimin teskilat, gérev, yetki ve sorumluluklarin diizenlemektir.” Buna gore, 663 sayil
KHK ile mevcut kurumlarin yetki, gérev ve sorumluluklar: degisirken, Sekil.3’de de goriildiigii tizere,
yeni kurumlar ortaya ¢ikmistir. 663 sayili KHK nin 29. maddesi ile saglik bakanligina bagli Tiirkiye
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Kamu Hastaneleri Kurumu, 30. maddesi ile Kamu Hastaneleri Birlikleri, 31. maddesi ile il genel
sekreterlikleri ve hastane yoneticilikleri kurulmustur. 663 sayili KHK ile kurulan bu kurullar ve
hastane yoneticilikleri, kamu saglik Orgiitlenmesinde, radikal degisikliklere yol acmustir. Genel
sekreterler, olusturulan bolgelerde kurulan kamu hastane birliklerinin bagkanidirlar. Hastane
yoneticileri ise, kamu hastane birliklerinin altinda bulunan, her bir kamu hastanesinin yonetiminde yer
alan, tibbi, idari ve mali igler, saglik bakim hizmetleri miidiirliikklerinden olusmaktadir. Hastane
yoneticilerinin performanslarinin, Kamu Hastane Birlikleri Verimlilik Degerlendirmesi Hakkinda
Yonergesine,  gore degerlendirilmesi Ongoriilmiistiir. Bu yonerge, kamu hastane birlikleri
baskanlarinin performanslarinin degerlendirilmesini de Ongoérmektedir. Yonergeyle, il genel
sekreterlikleri ve kamu hastane birliklerinde gorevli idari ve mali, tibbi hizmetler ve saglik bakim
hizmetleri miidiirleri, kendi alanlarinin etki orani %70 olan karne puanlariyla degerlendirilecegi
ongoriilmektedir. Yonerge,  hastane yoneticilerinin de performanslarinin degerlendirilecegini
icermektedir. Bu yoOnergeye gore, belirli donemde hastane yoneticileri ve il genel sekreterleri
puanlarina gore denetlenecek ve istenilen hedefe ulasamayan yonetici gorevinden alinacaktir.
Uygulayicr aktor olan gériigmecinin, yonergenin isleyisiyle ilgili diislinceleri sunlardir:

“...6 aylik donemlerle yilda iki defa kontrol edilecek olan personele ilk basta asgari
ulagsmas: istenen hedefi ne kadar Oolgiide yakaladigi tespit edilecektir. Bu

kirmizigizgiye ulasamayan yénetici gérevinden alinacaktir...”

Idari ve mali, saglik bakim hizmetleri ve tibbi karne puanlariyla hastane ydneticilerinin
degerlendirilmesiyle, kamu hastanelerinin etkinlik ve verimlilik acisindan kontroliinii saglamay1
amaglamaktir. Goriisme yapilan uygulayict aktorlerden birisi, bu konuya iliskin su ifadeleri
kullanmustir:

“..Yoneticinin goreve basladigi mevcut durum (fotografi ¢ekilecek) mali, kalite,
hasta memnuniyeti parametreleri ddhil bir¢ok parametreyi iceren parametreler
mevcut performansi ortaya konulmaktadir. Daha sonra bu parametrelerde
ulasilmast istenen asgari hedefler belirlenmektedir. Alti ay sonra denetleme
yapilacaktir. Bu denetlemeler yoneticinin maksimum élgege ne kadar yaklastigi
agisindan onemlidir. Can egrisi olusturulacaktir. Tiirkiye ortalamasimin altinda
kalanlarla ¢alisilmayacaktir. Eskiden atama olurdu ve adami olan orada kalird:.

1l

Ama artik simdi oyle degil. Simdi yonetici sézlegmeli yapilmistir...’

Bu goriise karsi ¢ikan muhalif aktorler, performansa gore yonetmeligin hastanelerin bir ticari isletme
gibi yonetilmesine sebep olacagini savunmaktadirlar. Muhalif aktorlerle yapilan gériismede, konuyla
ilgili su sozler dikkat cekmektedir:

“...Kamu hastane birlikleri icin bir A,B,C,D ve E gibi bir simiflamaya gidildi.
Mesela, sizi bir kamu hastanesinin yoneticisi olarak atadilar. Eger, siz bu kamu
hastanesini bir iist kademeye (C’den D’ye) yiikseltemezseniz, o teknoloji ve gelir
seviyesi itibariyle sizi gérevden alacaklar. Sizin hastanenin gelir seviyesini
artirmaniz gerekiyor. Yani, bu kamu hastanesinin hizmetinin kalitesinden ziyade,
hastanenin teknolojik veya gelir seviyesi olarak itist swmifa atlamasi esas
alinmaktadir. Boyle olunca gelirlerin artirdmas: gerektigi icin bu durum
calismalara da yansiyarak hastanelerde ne gelir getirir, bunlar yapilacak. En fazla
gelir nasil getiriliv. Bunun icinde bir sey diisiiniilmiis ve doktorlarin iistiine bir
isletmeci ve ekonomist getirilmistir ve bu yoneticiler dogrudan genel sekretere
baglanmistir. Idari ve Mali islerden sorumlu hastane yéneticisi olabilmek icin 6
yillik tip egitim sarti yok. Doktor olmasin! 4 yil egitim yeterli. Genel sekreter (CEO)
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olabilmek igin; 8 yullik hastane miidiirii, idari ve mali hizmetler miidiirii olabilmek
icinse herhangi bir igletmede (kamu da veya ozelde) 4 yil gérev almak yeterli...
CEO ’ya kurtarmazsa, kamu hastanelerine satma yetkisi veriliyor...”

663 sayili KHK ile kurulan, kamu hastane birlikleri ile o bolgede saglikla ilgili tek sorumlu
kisi olacak olan genel sekreterlik uygulamasi, mali yonden kaynaklarin etkili ve verimli kullanilmasini
ongormektedir. Uygulayict aktor olan goriismeci, saglikta bolgelendirmelerin olmast ve bu bolgedeki
kamu hastanelerinden tek bir kisinin sorumlu olmasiyla ilgili olarak su s6zleri dile getirmistir:

“..Birincisi, tiim hastanelerin tek havuzda toplanmasi mali bir avantaj
saglayacaktir. Neden? Eger, bir hastane enjektor ihtiyaci olursa, ihaleye ¢ikarsa,
bunu 5’e alryorsa, kamu hastane birligi bunu tiim hastaneler adina alirsa, bunu 1’e
satin alir. Elinde gii¢ vardwr. Yani alim giicii vardir. Ikinci olarak, talep etmenin
dogrulugunu tek basina ogrenmis olacak.. Ciinkii etkin ellerde degilse talep yanlis
yapilabilir... Dogru ihtiyag, dogru malzeme uygun maliyette alimi ve dogru yerde
kullanimini tek elden yénetiyorsunuz... Il tamami igin bu ¢ok énemlidir. Bu yéntem
dogru kullanmilirsa giderlerimizi yiizde 30 azaltacaktir. 5 trilyonluk bir tutar: géz
ontinde bulundurursaniz bu rakam ¢ok biiyiik bir meblagdir. Bu ¢ok énemli mevzu
¢linkii para yoksa yonetemezsiniz...”

Mubhalif aktorler, kamu hastane birlikleri uygulamasi kanunlasmadan 6nce, bu uygulamanin
yasalagsmas1 halinde kamu hastanelerinin 6zel bir isletme gibi kar-zarar durumuna gore isletilecegini
savunmaktadirlar. Tiirk Tabipler Birliginin yayinlamis oldugu Tip Diinyas1 dergisinde (Ekim, 2007,
4) yer alan bir haberde su ifadelere yer verilmektedir:

“...Birlikler halinde orgiitlenecek olan kamu hastanelerinin tiimiiyle kendi gelirleri
ile ayakta duran kurumlar olmaya zorlanmaktadir... Bu arada ¢aliyma ve
iicretlendirme rejimi de degistirilmektedir... Kisacasi kamu hastaneleri isletme

>

haline doniistiiriilerek, piyasaya a¢ilmaktadir...’

663 sayilli KHK’ya kars1 ¢ikan muhalif aktorler, bu yasa ile kamu hastanelerinin 6zel bir
isletme gibi, ticari mantikla idare edilecegini ve amacinin kamuya hizmet sunmak degil, gelir elde
etmek olacagii diisiinmektedirler. Bu goriislere paralel olarak muhalif goériismecilerden birisi su
elestirilerde bulunmustur:

“...663 sayiuli KHK, “kamu hastaneler kurumu kurulur ve kamu hastaneler kurumu
illerde kamu hastane birlikleri kurarak isletir” diyor. Bakin. Isletme! Isletme
mantigt! Ama bu isletmenin kamu isletmesi mi yoksa farkli bir sey mi onu
ontimiizdeki siirecte gorecegiz!...”

Saglik bakanm1 Akdag, Kamu Hastane Birliklerinin kurulmasinin amacini ise, sdyle acgiklamaktadir
(2011, s.215):

“...Ozerk yénetim birimlerinin yetkileri ile birlikte sorumlulugu da artacak, bu
yonetimler kaynaklarini, personel yatirimlarini, isletme giderlerini, biit¢e ve
hedeflerini, bulunduklart sorumluluk alamindaki stratejik is yiikiinii dikkate alarak
planlamaya yonlendirilecektir. Bu sorumlu otonominin, kaynaklarin daha akilci
yonetimi, verimlilik ve ozellikle biitcenin olgiilii  kullanimina yol agacagini
beklemekteyiz...”



Ozseven, Danigman ve Bingol 15

Tiirkiye saglik alaninin orgiitlenmesinde bolgeler olusturulmasi, o bdlgeler igerisinde mevcut durumun
daha agik goriilmesini ve idari, mali ve tibbi bakimindan yonetimde etkililik ve verimliligi arttirmay1
amaglamaktadir. Bu goriise paralel olarak, goriigme yapilan uygulayici aktdrlerden birisinin
diistinceleri sunlardir:

“.Ikinci ve iiciincii basamak tedavi hizmetlerine odaklanilarak, kisilerin
ilgilenecegi is daha net olacaktir. Kamu hastane birliklerinin kurulmasi ve genel
sekreterlik uygulamasiyla birlikte, verilecek yatirim kararlari, personel atamalari,
sekreterlik biinyesinde yapilacaktir. Kisi hastanelerin il bazinda, biitiin hastanelerin
idari yonden, mali yonden, tibbi yonden mevcut durumunu daha net gérecektir.
Boylece, il bazinda daha tbbi, idari ve mali yonden daha yiiksek performans
rakamlarina ulasilmasina yonelik planlama yapilmasi saglanmistir...”

Yeni uygulamalar1 savunan goriismecilerin belirtmis olduklar1 ortak nokta, saglik hizmetlerinin
bolgelere ayrilmasiyla birlikte mali avantajin yakalanacag: ile ilgilidir. 663 sayilt KHK saglik alaninda
adem-i merkeziyetci Orgiitlemeyi getirmistir. Konuyla ilgili uygulayici aktdr olan goériismecinin dile
getirdigi climleler sunlardir:

“..663 sayili KHK ile saghk bakanlhg: politika yapict olarak kalacak ama yerel
kademeler, bélge bazinda hastane yonetiminden veya o ildeki saghk
uygulamalarindan sorumlu olacakuir....”

Buna gore, saglik bakanligr il bazinda saglik uygulamalarinda yetkilerini kamu hastane birliklerine
devrederken, merkezde sadece politika yapict olarak gorevlerini getirecektir. Saglikta doniisiim
programinin ilkelerinden bir digeri olan siirekli kalite gelisimi ilkesinin uygun maliyetle yerine
getirilmesi de, 663 sayili KHK’ nin bir diger amacidir. Goriisme yapilan uygulayici aktorlerden birisi
asagidaki ifadeleriyle bu goriisii desteklemistir:

“...Bu maliyetle en kaliteli hizmetin sunulmasi noktasinda bir sikinti vardi. Ciinkii
biz isletmeci degiliz. Kalite bir siirectir... Mali kontrole gore kalitede daha fazla yol
kat ettik. Ciinkii, en kaliteli hizmeti en pahaltya vermen énemli degil... En kaliteli
hizmeti uygun maliyete vermen énemli. Ciinkii bizim biitcemizde olan para ortada.
Kaliteyi belli dlgiide yakaladik... Kalite siirecinde maliyete fazla odaklanamadik...

s

Kaliteyi zaten artirdik... Bundan sonra da maliyete biraz odaklanalim...’

Saglik hizmetlerinin sunumunda yiiksek kalitenin yakalanmasinin yaninda maliyetlerin
asagiya c¢ekilmesi temel gayelerden birisi olmustur. Ancak, mubhalif aktorler, bu duruma elestirel
yaklasarak bu durumun tip ile bakim arasinda kopukluga yol agacagini ileri siirmektedirler. Muhalif
aktor olarak, Diinya Tabipler Birligi bagkan1 Dr. Kloiber 663 sayili KHK hakkinda (2012, 1) su
ifadeleri kullanmaktadir:

“...Biirokratik yapimin ortaya ¢ikmasi maliyet etkinligiyle ilgili iken, tip ile bakim
arasindaki baglantyr koparmaktadir. Tiim bu zorluklar ve korkular yaminda en

>

onemli korku ise, saygin bir meslegin teknik hizmete doniistiiriilmesidir...’
Tiirk Tabipler Birligi Baskani Bilaloglu (2012, 29) da elestirilerini su sekilde yapmaktadir:

“...Hiikiimetin verimliligi artirmaya yonelik olarak sahip oldugu bakis agisi, hasta

>

haklari, miisteri haklarina, saghk talebi ise miisteri talebine denk gelmektedir ...’
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Goriismelerde ve dokiimanlarda ortaya g¢ikan goriislere genel olarak bakilacak olursa, kamu
hastanelerinde biirokratik hizmet¢i mantigi ile ticari mantigin karigimi seklinde isletme benzeri
kurumsal mantiga dogru bir doniisiim oldugu goriilmektedir. Yeni kurumsal mantigin ortaya ¢ikisi
Thornton vd. (2012) tarafindan tanimlanan karisim yoluyla kurumsal mantik olusumunu
desteklemektedir. Tiirk Saglik alaninda ortaya ¢ikmaya baslayan yeni kurumsal mantikta, bir tarafta
saglik hizmetlerinin kamu araciligryla sunumu korunurken, diger tarafta, ticari kurumsal mantiktaki
gibi, hizmette hasta memnuniyetinin saglanmasina, performans yonetimine ve kaynaklarin etkili ve
verimli kullanilmasina odaklanilmaktadir. Tiirk saglik alaninda biirokratik hizmetci, ticari ve igletme
benzeri kurumsal mantiklarin dzellikleri Sekil 4’te goriilmektedir. Isletme benzeri kurumsal mantigin
dayanmis oldugu temel noktalar, saglik alaninda insan kaynaklarinin kamuda istihdami ve tek elden
yoOnetimi, orgiitlenmede adem-i merkeziyetgilik ve kaynaklarin etkili ve verimli kullanilmasidir.

Sekil 4. Isletme Benzeri Kurumsal Mantigin Olusumu

Biirokratik Hizmet¢i Kurumsal Mantik Ticari Kurumsal Mantik

Mali giice gore saglik hizmetlerine
erigsim ve bireysel finansman

Herkesin saglik hizmetine erisiminin
saglanmast

. Kamuda ve 6zelde birlikte calismak
serbest

. Saglik harcamalarinin kamu
tarafindan finansmani

. Saglik hizmetlerinin sunumunda
kalite, etkililik ve verimlilik

. Hizmet sunumunda esitlik
. Saglikli toplum oncelikli hedef

. Performansa dayali denetim
N Hasta memnuniyeti
Performansa gore iicretlendirme

. Koruyucu saglik hizmetlerine 6ncelik

. Saglik kamu hizmetidir

. Mesleki norm ve kurallar temel
belirleyici

. Kamuda ¢aligmak oncelikli bir tercih
Sabit ticret

isletme Benzeri Kurumsal Mantik

Herkesin kaliteli saglik hizmetine erigimi
oncelikli hedef

o Kaynaklarin etkili ve verimli big¢imde
kullanimi

. Orgiitsel kaynaklarin bolgesel diizeyde tek
elden yonetilmesi

. Performansa dayali terfi ve atama sistemi

. Hastalar1 sahiplenme ve yiiksek kalitede

hizmet sunumu
. Yonetimde profesyonel anlayig

o Performansa gore iicretlendirme

o Hasta memnuniyeti

Kamuda ve 6zelde birlikte calismak yasak
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Tiirk saglik alaninda hizmetci kurumsal mantik varligini siirdiiriirken, ticari kurumsal mantik
bir yandan frenlenmeye ¢alisilmakta, diger yandan da devamini saglamaya yonelik adimlar
atilmaktadir. Uygulamadan bir gériismecinin asagidaki sdylemi bu durumu iyi yansitmaktadir:

“....0zel saghk kurumlarimin sayisi artarken, kamu saghk hizmetinin sunumunda
tamamen Yyetkiyi ozele birakmak istememektedir. Ama bir yandan da 6zel’in saglik

1

hizmeti vermesini istemektedir...’

Su halde, Tiirk saglk alaninda Cumhuriyet’in kurulusundan bu yana uzun yillardir varligini
stirdliiren kamu hizmeti kurumsal mantig1 ile sonradan alan giren ticari kurumsal mantigin etkilesimi
sonucunda kamu saglik hizmetinin sunumu isletme benzeri kurumsal mantik olarak ifade edilebilecek
bir kurumsal mantiga dogru doniisiim yasamaktadir. Yeni ortaya g¢ikan igletme benzeri kurumsal
mantik ile diger mantiklarin 6zelliklerindeki farklilasmanin detaylar1 Tablo 3’te goériilmektedir.

Tablo 3. Isletme Benzeri Kurumsal Mantik ile Hizmetgi ve Ticari Kurumsal Mantiklarin Ozellikleri

Ozellik

Biirokratik Hizmetgi
Kurumsal Mantik

Piyasac1 Kurumsal
Mantik

Isletme Benzeri
Kurumsal Mantig1

Ekonomik Sistem

Genel biit¢e ve kamu
fonlar1

Ozel harcama ve 6zel
sigorta kuruluslar1

Genel biit¢e ve kamu
fonlar1

Kimlik Esitlik Kar ettiren saglik Verimlilik ve esitlik
Kaynaklan sunumu

Mesruiyet Etkili hizmet sunumu  Etkili, kaliteli ve Etkili ve verimli hizmet
Kaynaklari verimli hizmet sunumu  sunumu

Otorite Yasal Diizenlemeler Piyasa kurallar1 Yasal diizenlemeler
Kaynaklan

Misyon Temelleri

Kamu tarafindan
sadece saglik hizmeti

Kaliteli ve diigiik
maliyetli hizmet

Kaliteli ama uygun
maliyetli hizmet sunumu

sunumu sunumu
Yogunlasma Saglik hizmetlerine Maliyeti diisiik hizmet ~ Saglik kaynaklarinin
erisimin saglanmasi sunumu miisteri (Insan kaynaklar1, mal ve
ve sunumu memnuniyeti techizat) etkili ve verimli
kullanim1
Stratejik Odak Saglik hizmetlerinin Uzun donemli Saglik hizmetlerinin

sunumunda etkililik

surdirilebilir kar elde
etmek

sunumunda etkililik ve
verimlilik

Yatirim Mantigi

Saglik hizmetleri
sunumunun yapilmasi

Maksimum kar elde
etmek

Siurdirilebilir kaliteli
hizmet sunumu

Yonetim Devlet Piyasa Devlet
Mekanizmasi
Kurumsal Devlet Piyasa aktorleri Devlet

Girisimciler
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Sonug

Arastirma kapsaminda gergeklestirilen goriigmeler ve yapilan dokiiman incelemeleri, Tiirk saglik
alaninda, biirokratik hizmet¢i ve ticari kurumsal mantiklardan ayri olarak, kamu hastanelerinin
yonetiminde yeni bir kurumsal mantifin ortaya ¢iktigini gostermektedir. Yeni olusan kurumsal
mantik, isletme benzeri kurumsal mantik olarak ifade edilebilecek tiirden bir mantiktir. Isletme benzeri
kurumsal mantik, goriildiigi kadartyla onceki biirokratik hizmetg¢i ve piyasact kurumsal mantiklarin
etkilesimine dayanmaktadir. Diger bir deyisle, dnceki kamu hastanelerinin yonetiminde karsilasilan
sorunlar ve celiskiler, Tiirk saglik alaninda temel aktdr olan devleti yeni arayislara itmis ve bunun
sonucunda onceki kurumsal mantiklarin izlerini tagimakla birlikte, ¢esitli acilardan onlardan 6nemli
Olclide ayrisan yeni bir kurumsal mantigin Oniinii aralamistir. Bu sekliyle, kamu hastanelerinin
yonetiminde isletme benzeri kurumsal manti§in olusum bi¢imi, Thornton vd. (2012)’nin tanimlamis
olduklar1 karisim yoluyla kurumsal mantiklarin olusumuna yonelik argiimanlar: desteklemektedir.

Orgiitsel alanda yer alan farkli kurumsal mantiklarim, etkileserek, kendi 6zelliklerinin izlerini
tastyan, yeni bir kurumsal mantiga nasil doniistiiklerini gosteren ¢alismalara paralel olarak Tiirk saglik
alaninda kamu hastanelerinin yonetiminde de hakim kurumsal mantik olan biirokratik hizmet¢i mantik
piyasa mantigiyla etkileserek isletme benzeri kurumsal mantiga doniismektedir. Bu doniisimde,
Korczynski ve Ott’in (2004) ortaya koydugu iizere, orgiitsel alanda ortaya ¢ikan sorunlarin ve etkililik
ve verimlilik bazli beklentilerin karsilanamamasinin 6nemli bir rol oynadig1 goriilmektedir. Soyle ki,
biirokratik kurumsal mantik ve ticari mantik birlikte alana hakim oldugunda saglik harcamalar: yiiksek
bir seyir izlerken kaynaklarin yeterince etkili ve verimli kullanilmadig1 egemen aktor olan devletge
tespit ediliyor ve bu sorunlarin halledilebilmesi i¢in isletme benzeri kurumsal mantik bir ¢6ziim olarak
ortaya ¢ikiyor.

Kamu hastanelerinin y6netiminde ortaya ¢ikan isletme benzeri kurumsal mantik, biirokratik
hizmetg¢i ve piyasact kurumsal mantiklarin bazi o6zelliklerini tasimakla birlikte, biitlin olarak
bakildiginda, her ikisinden de ayrismaktadir. Isletme benzeri kurumsal mantik, biirokratik hizmetci
kurumsal mantifin degisimi ig¢in yapilan bazi diizenlemelerin, piyasaci kurumsal mantiga benzer
sekilde hayata gecirilmesiyle ortaya cikmis bulunmaktadir. Isletme benzeri kurumsal mantigin,
biirokratik hizmet¢i kurumsal mantigin izlerini tasimaya devam etmesi, Goldstone’nun (1998) ifade
ettigi iizere, eski kurumlarin yok olmadan bazi izlerini yeni ortaya c¢ikan kurumlara ilettiklerini
gostermektedir. Bunun yaninda, Tiirk saglik alanindaki diger kurumsal mantik olan piyasaci kurumsal
mantik, isletme benzeri kurumsal mantifin ortaya ¢ikisinin ardindan yerini korumaya devam
etmektedir. Ancak, isletme benzeri kurumsal mantik, piyasact kurumsal mantigin basarisizliklarini da
meydan okuyacak niteliktedir. Soyle ki, 2006 yilindan sonra hayata gecirilen diizenlemeler, piyasaci
kurumsal mantig1 da etkilemektedir. Fakat piyasaci kurumsal mantik, biirokratik hizmetci kurumsal
mantigin ugramis oldugu doniisiime gore nispeten daha az degisime ugramaistir.
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TAKING THE STATE SERIOUSLY:
THE EFFECTS OF THE STATE ON INSTITUTIONAL
CHANGE AND THE FIELD-LEVEL LOGICS
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Abstract

The modern nation-state, as the prime ruler in the modern world, widely accepted as the main source of
institutionalization. Moreover, the state is one of the ideal types of interinstitutional system in institutional logics
perspective. However, the state is also an actor and plays significant roles in institutional fields. The purpose of
the study is investigating the effects of the states on creation and change of institutional fields through playing
active roles in emergence and evolution of field-level logics. I have designed a historical multiple-case study and
purposefully selected the German, British, Canadian, and American health care fields because of their distinctive
characteristics and since they are the typical examples of major types of health care systems. I analyze the cases
of the health care fields and show the basic values, dominant ideologies, and institutional logics of each of them.
The research shows that despite different health care systems (material aspect), basic values and dominant
ideologies (symbolic aspects), states have the leading role in health care field. Although in different styles, the
state regulates the health care field in Germany and the United States, administrates health care in Canada and
both administrates and operates health care in the Great Britain

Introduction

Institutional theory, as a macro organizational approach, has reached its adulthood stage (Scott, 2008).
According to the institutional theory, institutions are the product of common understandings and
shared interpretations of acceptable norms of collective activity (Suddaby et al., 2010). The taken-for-
grantedness and resistance to change of institutionalized practices had used to be one of the basic
elements of institutional theory between 1970s and early 1980s (Greenwood et al, 2008). Beginning
with the calls for investigating institutional change (DiMaggio, 1988; Powell, 1991), scholars have
started to be interested in strategic actions of organizations (Oliver, 1991), positions of the
organizational actors (Leblebici et al, 1991), the role of the professions (Edelman, 1992) and the state
(Edelman and Suchman, 1997). Organizational institutionalists have investigated the role of states in
institutional fields (e.g. Baron, 1986; Edelman, 1992; Dobbin and Dowd, 1997; 2000). They have
clarified the relationships between organizations and the law. However, this work is marginalized in a
sense that dealing with the state seems appropriate for resource dependence or political economy
perspectives (Greenwood et al, 2008) and left to the economic historians, who view institutions as
standing on the “regulative pillar” (Scott, 2008).

This trend seems to continue in the research program of institutional logics. Institutional logics
are defined as “the socially constructed, historical pattern of material practices, assumptions, values,
beliefs, and rules by which individuals produce and reproduce their material subsistence, organize
time and space, and provide meaning to their social reality” (Thornton and Ocasio, 1999: 804). They
are “the cultural schemata, rules, scripts, models of causality, and patterns of behavior that make up
social arrangements and institutional frameworks” (Creed et al, 2010: 1337). The institutional logics
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approach stresses the coalescing of material and symbolic elements. While rules, laws, and governance
systems are some of the examples of the material elements, ideologies, values, and categories are some
instances of the symbolic elements. The material and symbolic elements have a recursive relationship
in which they mutually stabilize each other, providing cultural cohesion (Thornton et al., 2012).
Thornton and Ocasio (2008) indicate that institutional logics remain at multiple levels, although
linked overall to the societal logics of the inter-institutional systems, which are the market, state,
democracy, family, religion (Friedland and Alford, 1991), professions (Thornton and Ocasio, 1999),
and community (Thornton et al, 2012). While there is a relative stability of the logics of the inter-
institutional systems, the logics of institutional fields change more frequently. The societal logics of
the inter-institutional systems and external logics from the other fields shape field-level logics
(Thornton and Ocasio, 2008). However, these changes concrete through the actions of institutional
entrepreneurs (DiMaggio, 1988), “who leverage resources to create new institutions or transform
existing ones” (Maguire et al, 2004). Although there is sufficient attention both on the individual (e.g.
Fligstein, 2001, Kraatz and Moore, 2002; Lawrence and Phillips, 2004) and on the organizational (e.g.
Leblebci et al, 1991; Greenwood et al, 2002) entrepreneurs, the state is neglected as an institutional
entrepreneur, mostly. I aim to research the institutional entrepreneurship of the state with institutional
logics perspective in the health care fields.

Since the publication of Scott et al.’s (2000) award-winning study, the health care field has
been popular between the researchers with institutional logics perspective (e.g. Reay and Hinings,
2005; Nigam and Ocasio, 2010; Danigsman and Ocaiso, 2012). The advantage of the institutional view
is its convenience on studying the social, political, cultural as well as economic aspects of the health
care field (Mendel and Scott, 2010). The rapid growth of health care spending, the increasing
pressures on the management of long-term care, the health inequalities, and the size and quality of
health workforce are the main concerns in the developed and developing countries (Glied and Smith,
2011). Since 1960s, the health of populations has improved greatly, especially in the OECD countries.
Life expectancy has increased on average across the OECD countries by more than eleven years,
reaching nearly eighty years in 2010 and infant mortality rates have declined sharply in all of these
countries. However, an important trend observed over the past fifty years among health care fields in
the OECD countries has been the steady rise in health spending, which has tended to grow faster than
GDP. In 1960, health spending had accounted for fewer than 4% of GDP on average across OECD
countries. By 2010, it reached to 9.5% and health spending accounted for over 10% of GDP in a dozen
countries (OECD, 2012). On the other hand, the world is still a long way from universal coverage.
When people use services, they often incur high, sometimes catastrophic costs in paying for their care.
In some countries, up to 11% of the population suffers this type of severe financial hardship each year,
and up to 5% is forced into poverty (WHO, 2010), and nearly one-third of world population has no
access to any health facilities or services at all (ILO, 2010).

The key actors of the health care field are population/patients, providers of services (individual
actors such as physicians, nurses, technicians, and social workers and organizational actors such as
hospitals), financial intermediaries (public and private insurance organizations), and
government/professional bodies which regulate the field (Mills, 2011). Although health care systems
can be analyzed in various ways, the focus of this study is the financial intermediaries and the
governance of provision of services, purchasing, revenue collection, and pooling because of the
increasing economic pressure both on developed and on developing countries as indicated above.
Three ownership structures co-exist within and across countries: public, private for-profit, and private
not-for profit, with distinct shares in each case. The central or local government owns the public
hospitals, corporations or associations of physicians own private for-profit hospitals, and the NGOs
such as foundations or religious organizations own private not-for-profit hospitals (Barros and
Olivella, 2011). Purchasing is the process of paying for health services and there are three main ways
to do this. The first is for government to provide budgets directly to its own health service providers
(integration of purchasing and provision). The second is for an institutionally separate purchasing
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agency (e.g. a health insurance fund or state authority) to purchase services on behalf of a population
(a purchaser-provider split). The third is for individuals to pay a provider directly for services. Many
countries use a combination. Revenue collection is the way money is raised to pay health care system
costs. Money is received from households, organizations or companies, and sometimes from
contributors outside the country. Resources can be accumulated through general or specific taxation;
public or private health insurance contributions; direct out-of-pocket payments, such as user fees; and
donations. Pooling is the collection and management of financial resources to ensure that the financial
risk of having to pay for health care is borne by all members of the pool and not by the individuals
who fall sick. The main purpose of pooling is to spread the financial risk associated with the need to
use health services. If funds are to be pooled, they have to be prepaid, before the sickness occurs
(WHO, 2010).

All health care systems are more or less depended on public financing. In some countries (e.g.
the Great Britain, Canada, Medicaid in the United States) general tax revenue, which is collected
either nationally and/or locally, is used largely for health care costs. In the others (e.g. Germany,
Japan, Medicare in the United States), a system of income-related contributions of employees to the
health insurance is used. Beside public plans, the private health insurance (PHI) is diffusing widely in
developed and developing countries. In the supplementary PHI, when significant categories of health
spending are excluded from public-plan coverage (e.g. outpatient pharmaceuticals and dental care),
individuals may sign up insurance plans that cover these expenditures (e.g. Canada). In countries
where the public plan requires a significant degree of patient-cost sharing, private insurers may also be
allowed to offer plans that cover the shares that patients are responsible for under the public plan (e.g.
Medicare in the United States). This is complimentary coverage (Colombo and Tapay, 2004). In a few
countries, private insurers can offer plans that cover the same types of services as those covered by the
public plan (e.g. the Great Britain). In other cases, the private plans cover persons who have opted out
of their public-coverage (e.g. Medicare in the United States). They are the duplicate and substitute
PHIs, respectively (Blomqvist, 2011).

In this study, I have adopted a historical multiple-case study approach. Historical methods
bring the advantages of seeing institutional change as the result of multiple causes, understanding that
past events shape and limit the range of choices of present-day actors, and becoming aware that the
present taken-for-granted social arrangements are historically contingent (Suddaby and Greenwood,
2009). On the other hand, cross-case analysis can make the basis from which to develop theory
inductively (Eisenhardt and Graebner, 2007). It is obvious that comparative-historical methods allow
the researchers to analyze and offer important insight into the social issues which lack of clarity of
meaning (Lange, 2012). I have purposefully selected the German, British, Canadian, and American
health care fields because of their distinctive characteristics and since they are the typical examples of
four major types of health care systems. I have analyzed four cases and tried to show how the states
affect creation and change of institutional fields through playing active roles in emergence and
evolution of field-level logics, which seems a neglected area in the literature.

In Figure 1, four types of national health care systems are shown. This typology is based on
governance and financing of health care services. Basic value, dominant ideology, and institutional
logic of each model is detailed below. Beside, some important indicators of each health care system
are in Table 1.

In the next section, I briefly report the history of the health care field until the end of the
nineteenth century. Then, I analyze the cases of the German, British, Canadian, and American health
care fields historically and show the basic values, dominant ideologies, and institutional logics of each
of them. Finally, I conclude with some important points.
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Figure 1. National Health Care Systems
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Table 1. Major Health Care Indicators of Each Countries and Systems (2009)

Germany The G.B. Canada The U.S.
(SHI) (NHS) (SHI) (PHID)
Life expectancy
at birth 80.3 80.4 80.7 78.2
Infant mortality
per 1000 live births 3.5 4.6 >.1 6.5
Health 1nsur..ance coverage 100! 100 100 31 .32
of total public
Out-of-pocket expenditure
as a share of household consumption (%) 24 1.6 2.9 3.1
Total health expenditure 11.6 9.3 11.4 174

as a share of GDP (%)

Source: OECD (2011)

189.2% of the residents of Germany were covered by the SHI, while 10.8% of them were covered by the PHI in

2009 (OECD, 2011).

*54.9% of the residents of the United States were covered by the PHI, while 26.4% of them were covered by the
public programs in 2009 (OECD, 2011).
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The Emergence of Modern Medicine and Public Health

The researchers have discovered the first records on medicine from ancient Egypt, Babylonia, Mexico,
Peru, India, and Greek. The Indian medicine developed an extensive collection of drugs. The earliest
hospitals in India were founded because of the influence of the Buddhist religious movement of the
sixth century B.C. The Greek medicine was different from all the other historical form of medicine
since disease was no longer regarded as a supernatural phenomenon. By the seventh century B.C., a
medical tradition, which concerned primarily with the diagnosis of disease by developing a somewhat
elaborate system of classification, developed in Cnidus, a Greek settlement in Anatolia. The name of
Hippocrates (460-379 B.C.)-the “father of medicine”- was a symbol of the creative period of Greek
medicine. The Greek medicine dominated in the Roman Eras though the greatest medical contribution
of the Romans was an indirect one: They built aqueducts, sewage systems, and bathing installations,
which increased general health and well-being, everywhere they went. Christianity affected the
founding of hospitals under Constantine after 335 (Ackerknecht, 1982). Leontius of Antioch, who was
the bishop from 344 to 358, erected the first known Christian hospital for strangers or migrants in
Antakya, modern southeastern Turkey (Horden, 2005). A wave of hospital founding, probably because
of Islam influence (the first Islamic hospital was founded in ninth-century Baghdad), started with the
spread of Holy Ghost hospitals from Montpellier in 1145. Those hospitals were not medical
organizations primarily however philanthropic organizations offering “hospitality” and refuge to the
old, disabled and the homeless pilgrims. The transformation from charitable hospital into medical
organization was speeded greatly during the thirteenth century when city administrators gradually took
the hospitals’ administration out of the hands of the orders (Ackerknecht, 1982).

By the development of the modern mathematics and fundamental sciences, the Christianity-
based care evolved during the sixteenth and seventeenth centuries into a secular health care. The Royal
College of Physicians, the oldest English medical society, was founded in 1518 by a charter of King
Henry VIII. The charter set up a college, which was to exercise four functions in London and for seven
miles about it. They were to grant licenses to those who were qualified to practice; they were to punish
pretenders to medicine; they were to punish malpractice, whether by the licensed or the unlicensed;
and, finally, by inference they were to have an undefined authority over apothecaries (Clark, 1965). In
the same year, the British Government introduced first public safeguards and regulations against
plague; however, the plague orders were received in 1578. Although the Great Britain was not the first
country regulating against the plague, for the first time, regular taxation was introduced for meeting
the cost of supporting the sick, and the isolation of the infected was unusually strict. There were
complex interplays between theological considerations, experience of plague, government policy, and
popular behavior. Before new policies could be generally accepted and popular behavior modified,
the uncertainties arising from theology and experience had either to be resolved or hidden, if necessary
by the force of authority. The issues raised by infection and providence had to be fudged since
resolution proved impossible. In 1604, the Plague Act played up the strictness, when the government
provided the first penal sanctions to support the policy of isolation. The government gave security
guards the right to use force to keep people pent, and anyone with plague sores found wandering
outside their homes in the company of others was guilty of felony and might be hanged; anyone else
going out could be whipped as a drifting knave (Slack, 1985).

In the late seventeenth and eighteenth centuries, numerous methods of counting the subjects of
the government and measuring its size and strength in terms of their number and their health had been
introduced. The political philosophy of mercantilism, which viewed the monarch’s subjects as his
paternalistic property and equated the entire wellbeing of society as coextensive with the well-being of
the state, supported counting and evaluating the strength of the state. This basic form of statistics
enabled the state to measure its strength in terms of the size of its healthy population and which guided
the administrative aims. In Germany, Gottfried Wilhelm Leibniz, who was a leading philosopher and
mathematician, and various court physicians had requested the setting up of a “Collegium Medicum”
to regulate the medical profession and the sale of drugs. The Collegium was created in 1685 and it
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imposed new regulations on medical practice and pharmacy. The Collegium Medicum decided who
should be accepted to the medical profession, established a state examination system and preparative
courses, and policed unlicensed practice through a legal system administered by local health
bureaucracies. Medical police was extended throughout the eighteenth century in Germany, but its
focus continued to be the legal regulation of the medical profession and drug sales. French
revolutionaries added health to the rights of man for the first time and the Constituente Assembly’s
Committee on Salubrity added health to the state’s obligations to its citizens in 1791. On the other
hand, French ideologues argued that the right to health also implied obligations for democratic
citizens. They raised the issue of the citizen’s responsibility to maintain his own health for the benefit
of the state. Democratic rhetoric on health citizenship failed to translate into reality in any eighteenth
century state (Porter, 1999).

Because of the Industrial Revolution and rapid urbanization, the death rate in the big cities
reached extremely high levels in the first half of nineteenth century. In 1842, the Poor Law
Commission, which was appointed to examine the organization and financing of poor relief by the
British Government, prepared a report known as Chadwick Report since Edwin Chadwick, at the time,
a high-level civil servant, promoted the report. The Chadwick Report declared that diseases among the
working class were related to filthy environmental conditions caused by the lack of water supplies,
drainage, and sewers, and any effective means of removing dirt and refuse from houses and streets.
The Report provided an argument that the problem of public health was largely an environmental
rather than a medical problem. However, what the report promoted was the consensual position that
there was little disputes about the importance of cleanliness of water, streets, housing, and people
while there was no consensus about how to do it. Ideas about the arrangements for ensuring cleaning
were controversial and partisan (Jenson, 2009). Watching the spread of a new epidemic of cholera
across Europe, the British Government passed the Public Health Act establishing a General Board of
Health to create local boards of health for a provisional five-year period in 1848. For the first time, the
government became the guarantor of standards of health and environmental quality and provided
resources to local units of government for making the necessary changes to achieve those standards
(Fee and Brown, 2005). In fact, the Act was passed after a lengthy struggle between the supporters of
the Act and commercial interests, who were able to make money out of insanitary conditions, and
anxious ratepayers, who were afraid of the public expense that would be involved (Ham, 2009). When
Chadwick pushed the first General Board of Health towards greater centralization, the editors at The
Times expressed their view that they would rather take their chances with cholera than be bullied into
health by government (characterized and demonized in the person of Chadwick) (Carroll, 2002).

The National Health Care Models: From the Beginning to the Present Day

The association of people to provide mutual assistance in the case of personal and family emergencies
was traced back to the Middle Ages in Europe. The early development of health insurance in many
European countries was in connection with the guilds. Each guild generally established one health
insurance organization for its members. After the guild system was abolished or fell into disuse
(except in Germany and Austria), it was small farmers and employees themselves who created their
health insurance agencies (Abel-Smith, 1988). Despite the prevalence of the friendly societies, the
Industrial Revolution accelerated sicknesses, industrial accidents, and disability, all of which disrupted
continuity of income, and it forced the European countries to compulsory sickness insurance as a
general program of the social health insurance (SHI). Many early voluntary funds and some
governmental programs included only a sickness benefit, to compensate for lost wages; paying for
medical care came later. Furthermore, industrialization generated growing complaints about the effects
of local communities’ assistance to poor on the free circulation of labor and incentives for work, and
governments acted in this direction by restricting public assistance to poorhouses and forcing the able
poor to work or emigrate (Starr, 1982).
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1. Germany: Social Health Insurance

Rudolf Carl Virchow, a German pathologist and later a socialist politician, announced his theory of
epidemics, which influenced the world deeply and emphasized the social circumstances permitting
spread of sickness in 1848, the year that socialist movements stood out all over Europe. According to
him, infectious agents and other specific causal factors - none of which alone was sufficient to produce
an epidemic, inadequate social condition increased the population's susceptibility to climate. He
attacked structures of oppression within medicine, particularly the policies of hospitals that required
payment by the poor rather than assuming their care as a matter of social responsibility. He argued that
the state’s responsibilities included providing work for "able-bodied" citizens. Employees could obtain
the economic security necessary for good health only by guaranteed employment (Waitzkin, 2006).
Beside Virchow’s ideas, which affected the public view on health care, the specific event that
triggered the SHI was the Paris Commune of 1871, in which the Parisian working class had taken over
Paris. The Paris Commune had an enormous impact on Otto von Bismarck, who was the first prime
minister of German Empire, and his major concern was to avoid a similar occurrence in Germany
(Navarro, 1989).

Before the German Parliament passed the Socialists Act, which deprived all socialist groups of
freedom of assembly, freedom of the press, and practically strangled all their activities in 1878,
Bismarck had started to realize that the workers had good reasons for being opposed to the
government and for seeking a different social order. The protection of working people in Germany
was provided mainly from mutual benefit societies, which were organized by the wage earners
themselves in the German states. For centuries, they were voluntary organizations, but a statute of
1854 made membership in such a benefit society compulsory. Contributions amounted to a percentage
of the wages and were deducted by the employer who himself had to contribute an amount equal to at
least one-half of the sum paid in by the workers. Employers and employees jointly administered the
funds. However, the ghost of unemployment in the second half of the nineteenth century, contagious
diseases and accidents affected the strength of the funds atrociously. Bismarck set out to give the
people security, and in so doing, he expected to obstruct of the socialist movement and to destroy it
even more effectively than by the Socialists Act (Sigerist, 1999).

A small, voluntary, and risk-sharing sickness insurance scheme for fund administration was
the starting point in German health reform for the Bismarck System. Before the Health Insurance Act
of 1883, the Bismarck government started to enact the incremental legislative changes for achieving
compulsory universal coverage and the government continued the enactments after the Act. The
regulations made membership in one of a network of sickness funds compulsory for a large class of
workers and required employers to contribute to sickness funds. The state effectively enforced
coverage requirements by inspecting employer records, crosschecking fund membership listings, and
threatening employers of uninsured workers with fines (Murray, 2007). Within one sickness fund,
vertical equity is achieved through contributions according to ability to pay (a fixed proportion of
members’ paychecks determined by age, wage, and health condition was deducted each month), while
horizontal equity is realized by guaranteeing access to care based on need. At first, miners, blue collar
workers, craftsmen, people employed by lawyers, notaries, bailiffs, industrial cooperatives, and
insurance funds was covered with the minimum benefit package of a sickness benefit (63% of all
benefits), restricted in- and outpatient care, free pharmaceuticals and medical aid devices, a death
benefit, and maternity support. Individual physicians contracted to provide care for sickness fund
members, and employees had free choice of those non-salaried physicians. The physicians could be
remunerated a capitation or a fee-for-service basis (Baringhausen and Sauerborn, 2002). German funds
and their members both enjoyed the right to demand a second opinion from a variety of “confidential
medical advisors”, either fund employed physicians or committees composed of both physicians’ and
insurers’ representatives (Murray, 2007). The principles of the Bismarck System were applied to
relieve the risks of work-related accidents and disability in 1884, old age and disability in 1889. For
the statutory work-related accident insurance, employers accepted the 100% contributions to self-
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administered accident funds as an alternative to third-party liability insurance schemes. Thus, they
increasingly introduced and controlled preventive safety measures and rehabilitative care that were to
predate financial compensation. The statutory insurance for old age and disability, to which employers
and workers contributed equally, also offered health care services according to the principle of
“rehabilitation before compensation” (Busse and Riesberg, 2004).

The Bismarck System was the most advanced in the world at the time. The longevity of the
policies and programs first developed and implemented under Bismarck evidenced the success of the
new health care system. Bismarck avoided the impression of making radical changes to the existing
structure while he was introducing his system. However, physicians had grown increasingly
disappointed; they began to seek autonomy and and to exert effect several through several strikes and
lobbying. They formed a professional association called the Harthmann Union in 1900 (Leith et al.,
2010). In 1913, the struggle of the Union leaded to the Berlin Agreement, which would regulate the
relationship between physicians and sickness funds. The Berlin Agreement made joint commissions
between physicians and funds obligatory in order to channel the conflict into constructive negotiations.
The ratio of doctors to fund members was legally fixed at a minimum of 1:1350, to be put into practice
by joint registering committees. Contracts with physicians had to be agreed with all funds collectively
(Busse and Riesberg, 2004).

The SHI system was applied to alleviate the risks of work related accidents and invalidity in
1884, and old age and disability in 1889 (Busse and Riesberg, 2004). Transport workers in 1885,
agricultural and forestry workers, domestic servants, itinerant workers, civil servants, and the
unemployed in the years between 1911 and 1918 were covered. The duration of sickness benefits was
increased from 13 to 26 weeks, a relative allowances to family in a case of hospitalization, maternity
support, and sickness benefits of high wage employers were increased; sickness benefits were started
earlier, and family support for spouses and children, midwife services, obstetric services, pregnancy
allowance, nursing mother’s allowance were begun between 1901 and 1918 (Barnighausen and
Sauerborn, 2002). In 1901, the national government stepped in to separate the rising white-collar
movements from the blue-collar by introducing a separate string of statutory health insurance for
salaried employees. The existing substitute funds provided almost exclusively for white-collar
employees from that time to 1995 since white-collar workers received greater rights to choose. The
1911 Imperial Insurance Regulation introduced a common legal framework for the SHI and these
regulations covering health insurance remained in force with changes until 1988. The prominence and
structural continuity of the SHI is one of the central characteristics of the historical development of
Germany’s health care system to the present day (Busse and Riesberg, 2004).

Austria in 1888 (Hofmarcher and Rack, 2001), and Hungary in 1891 (Starr, 1982) established
the systems in German style. Beside the German style, there were more systems of sickness insurance
from the mid-1880’s to the World War I in Europe. France in 1898 and Belgium in 1900 set up health
insurance (Therborn, 1984). Under the influence of classical liberal ideology, membership in sickness
funds was generally voluntary and required mainly in railroads and shipping industries (though the
program in France is expanded in 1910), many funds operated without government supervision, and
they were contributed by the bourgeoisie agreeing not to make claims in order to balance their budgets
in both countries. In Denmark, although membership was also voluntary, state provision of subsidies,
which started in 1892, to encourage workers to join funds gave the government a greater role and
funds in rural areas reimbursed members for the cost of transportation to a physician (Murray, 2007).
Rising rates of population coverage characterized this period of growing state activity. The legislation
passed during this period established the principle of state supervision and regulation of sick funds. It
also required certain segments of the population (typically various groups of workers) to obtain
coverage — hence the application of the term “compulsory” (Saltman and Dubois, 2004). Norway in
1909, the Great Britain in 1911, Russia in 1912, and the Netherlands in 1913 adopted compulsory
sickness insurance and Sweden in 1891, and Switzerland in 1912 started to support extensively the
voluntary funds and to provide other strong incentives for membership (Starr, 1982). Japan in 1927
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(Fukawa, 2002), Italy in 1929 (Lo Scalozo et al., 2009), France in 1930 (Dutton, 2007), Spain in 1931
(Menendez-Navarro, 2008), Greece in 1934 (Economou, 2010), and Portugal in 1946 (Barros et al,
2011) established the SHI system.

The office-based physicians went on strike several times after the Berlin Agreement expired
because of the high inflation in 1923. The government responded to the strikes and created the
Imperial Committee of Physicians and Sickness Funds as the joint body responsible for decisions
regarding benefits and the delivery of outpatient care. As part of emergency regulations, the
supervision of physicians through a medical service of the sickness funds and a physician/fund-
member ratio of 1:600 were also introduced. In return, outpatient physicians were granted a legal
monopoly for outpatient health care in 1931. The regional physicians’ associations obtained the right
to negotiate complex contracts with statutory sickness funds and to distribute their payments among
their members. The regulations reflected a major collective victory of outpatient physicians over
sickness funds, hospital physicians, medical officers in community health, and other health care
professionals (Busse and Riesberg, 2004).

The conservative Christian Democratic Party won the first elections after World War II and it
restored the health care system in coalition with the employers by continuing the incrementalism in the
terms of coverage.. The legal ratio of physicians to fund members was first increased to 1:500 and was
abolished completely in 1960 in favor of professional self-regulation by the declaration of
Constitutional Court. The 1972 Hospital Financing Act introduced the “dual financing” principle in
the hospitals, which means that federal and state taxes would finance investment costs and the sickness
funds or private patients (who might be reimbursed by private health insurers) would pay running
costs. Hospitals had to be listed in the hospital plans set by the state level, in order to be eligible for
investment. Public, owners of both private non-profit and private for-profit hospitals would have tax
money for investments in their hospitals through this mechanism as long as these investments were
according to the hospital plans and as long as money allocated for this purpose was available (Busse
and Riesberg, 2004).

Since the end of 1980s, there have been many interventions of the federal government in
health care and cost restraint has been the major objective. The major health care reform of the 1990s,
the Health Care Structure Act was passed through a compromise between the governing Christian
Democratic- Liberal coalition and the opposing Social Democrats in 1992. The Act introduced a shift
for regulated competition. The focus of the transformation was the formation of a competition system
for health care, aiming to form a regulated market for managed care. Yet, competition has been largely
for members between funds. A risk structure compensation mechanism attached to the introduction of
free choice of sickness fund to appreciate the differences in age, gender, number of co-insured family
members and number of members receiving invalidity benefits. The sickness funds were allowed
additional resources for sufferers of particular chronic conditions who signed on for disease
management programs in 2002 and expensive conditions were added to the mechanism in 2009
(Gerlinger and Schmucker, 2009). On the other hand, the SHI started to cover artists and publicists
during 1980s (Barnighausen and Sauerborn, 2002).

The Case Fees Act of 2002 specified the regulatory framework and schedule for the
introduction of the diagnosis-related groups (DRG) reimbursement system. The introduction of the
DRG-payment system was the most important reform for hospitals since the introduction of dual
financing in 1972. By 2004, there was a general agreement that reform was needed because of
increasing expenditure of the SHI contribution rates and lacks in the quality of health care. The
Statutory Health Insurance Modernization Act of 2004 was a result of a compromise between the
Social Democratic-Green government and the Christian Democratic opposition. The stated objectives
were to improve the efficiency and quality of health care, and to stabilize the SHI contribution rates in
order to avoid deterrence for employers to invest in job-creating activities without rationing. The
Federal Joint Committee was introduced, charging functions of the Federal Committee of Physicians
and Sickness Funds, the Federal Committee of Dentists and Sickness Funds, the Committee for
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Hospital Care and the Coordinating Committee, for improving the coordination of decision-making
across sectors (Busse and Riesberg, 2004). The patients’ representatives advise and participate but had
no vote (Schoen et al., 2009). The presence of the patients’ representatives increases the pressure on
doctors and sickness funds to justify their decisions even without voting rights. The Act formed the
Institute for Quality and Efficiency in Health Care with wide-ranging powers to evaluate the benefit
and efficiency of diagnosis and treatment methods (Gerlinger and Schmucker, 2009).

In 2007, the Statutory Health Insurance Competition Strengthening Act was passed (Lisac et
al., 2008). All health insurers were required to accept all applicants and all inhabitants have been
required to take out health insurance as well. If individuals were to be covered by private health
insurance, they would have access to basic contracts if they were unable to afford risk-rated premiums.
Mandatory acceptance and flat-rate (income- independent) premiums would characterize these
contracts. The Federal Health Insurance Fund (FHIF), which was financed by the federal government
tax revenues, employee contribution (8.2% of income), and employer contribution (7.3% of wage),
would distribute financial resources to health insurers. The FHIF would allocate the revenues to
sickness funds according to a risk-equalization scheme based on age, sex, and health status of
enrollees (Schoen et al., 2009). Health insurers had to charge flat-rate premiums to cover the
difference between financial resources received by the FHIF and health care expenditures. In contrast
to the uniform income-dependent contribution to the central fund, flat-rate premiums might differ
between health insurers. Moreover, low-income individuals were not required to pay the full amount
of the flat-rate premiums. Health insurers could close selective contracts with general practitioners and
medical specialists, as well as within the area of integrated care (Leiber et al., 2010). By 2011, the SHI
of Germany has 180 competing sickness funds and high income can opt out for private coverage. The
SHI is funded by employer/employee earmarked payroll tax and general tax revenue. Approximately
half of the hospitals are publicly owned, one-third of the hospitals are on the base of private not-for-
profit and one-sixth of hospitals are on the base of private for-profit owned by 2011 (Thomson et al.,
2011).

The Industrial Revolution and Socialist Movements of 1883 prepared the suitable context for
the SHI. Correspondingly, Germany’s health care system has been based on the basic value of
solidarity since the introduction of the SHI in 1883. Since, “every group engaged in social conflict
requires solidarity” and “ideologies generate solidarity” (Berger and Luckman, 1967: 124), the
principle of solidarity was a core dogma of the Christianity, socialism, trade union movement and
nationalism (Saltman and Dubois, 2004).Solidarity refers to “being ready of individuals to suffer on
behalf of the larger group and their expecting other individual members to do as much for them”
(Douglas, 1984: 1). It takes shape either vertically: The ‘advantaged’ helps the ‘disadvantaged’ by
redistributing benefits and burdens, or horizontally: The ‘advantaged’ and the ‘disadvantaged’
contribute to the common weal by risk-sharing. Solidarity increases the more the ‘advantaged’ support
the ‘disadvantaged’, and the more both the ‘advantaged’ and the ‘disadvantaged’ contribute to the
general interest (Arts and Gelissen, 2001). The prevailing principle of solidarity in the SHI is that
insured with low earnings (and/or family members without income) are not denied full medical
coverage because they are unable to pay higher contributions. Healthy, young, male, single and high-
wage earners supported for paying the benefits of the others. Solidarity is also exclusive: “Only those
persons who have not always been poor or outside gainful employment and have made prior
contributions are entitled to benefits from the solidarity funds when they are presumed to be in need”
(Hinrichs, 1997: 10).

Solidarity has been the core component of statist-corporatism in German health care field.
Corporatism is composed of “an ongoing, integrated system of representation, policy-formation and
policy implementation, which is organized in terms of the function in the divison of labor of those
involved” (Schmitter, 1974: 93). In Germany, the state-corporate polity form, which represents both a
corporate organization of society and a statist organization of collective agency, is institutionalized.
Although the particular realization of the state-corporate form changes over time, the state-corporate
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form persists throughout the modern history in Germany. In the state-corporate polity, while existing
segmental corporate structures (e.g. occupations, classes, and elites) are rationalized and integrated
with polities that deinstitutionalized earlier corporate orders, collective authority is located in a
differentiated, insulated, and charismatic organizational center (Jepperson, 2002). The government
both involves in economic development and encourages business associations, trade unions, and
organization of representation considerably (Whitley, 2007). The networks among organized social
actors may balance state centralism, and diffusion-oriented policies take advantage of preexisting
networks and norms of collaboration (Spencer et al., 2005).

The coverage has expanded from a small number of employees in particular occupations to all
occupants. In addition, the central concept of the SHI has evolved from wage replacement and a death
benefit into payment for and/or the provision of both outpatient and inpatient health care and
pharmaceuticals. Lastly, the administrative lineament of SHI has changed over time, having begun as
voluntary employee funds but from 1883 in taking on a government-mandated legislative structure
(Saltman and Dubois, 2004). Beside solidarity in population coverage, funding, and benefits package,
risk-independent and transparent contributions, nationally regulated not-for-profit sickness funds as
payers/purchasers, pluralism in actors/organizational structure, corporatist model of negotiations,
participation in shared governance arrangements, and individual choice of providers and (partly)
sickness funds are the basic characteristics of the SHI (Saltman, 2004). While the SHI has been largely
incremental in the mode of decision-making, decisions are reached the structure which is characterized
by a self-governance of corporatist organization, operating within the framework set by the federal
government. Non-profit funding and provider organizations, which perform a triple role between
interest representation of their membership, self-administration and a steering function, enacted the
self-governance (Barnighausen and Sauerborn, 2004).

On the provider side, statist-corporatism is represented by the SHI-affiliated physicians’ and
dentists’ associations and on the purchasers’ side, the sickness funds and their associations. These
bodies are based on mandatory membership and they have assumed the status of a quasi-public
corporation. “Joint self-regulation”, in which at least two actors come together for negotiations leading
to contracts and decisions by joint committees, is an important aspect of self-regulation. A joint
committee for the hospital sector consisting of representatives of sickness funds and the German
Hospital Organization, a Coordinating Committee for the committees for outpatient physician care and
hospital care, and the Federal Joint Committee are the most important bodies. The federal government
regulates the issues of equity, comprehensiveness and the rules for providing and financing social
services. The state governments are responsible for maintaining hospital infrastructure and for
provision of public health services (Busse and Riesberg, 2004). As a result, the dominant institutional
logic behind the SHI can be called the regulated public.

2. The Great Britain: National Health Service
In the Great Britain, the largest category of health insurers involved "friendly societies", which had
been formed during the seventeenth century on a fraternal, craft, or religious basis by the start of the
seventieth century. The industrial revolution, with its resultant shift of rural populations to urban
centers, gave impulse to the friendly society movement. By the ends of the eighteenth century, these
organizations were sufficiently numerous and important that they were deserving legislative
recognition, protection, and control. In the Great Britain, the Friendly Societies Act of 1793 gave
encouragement to, and instituted elementary controls over these societies (Perrott and Mountin, 1947).
These societies provided coverage for employee families for an additional fee and employee
participation in these programs became compulsory in the mid- to late —ninetieth century (Lopes et al.,
2010).

The Great Britain transited from a heavily subscribed (two-thirds of employees approximately)
voluntary network, in which friendly societies provided sickness benefits and medical attention, to a
system of compulsory insurance under the National Insurance Act (NIA) of 1911 (Murray, 2007).
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Partly similar to Germany, the Liberal Party of the Great Britain had designed the National Insurance
Act of 1911, which passed against the background of widespread labor ferment and increasing Labor
Party strength. The Act had created a compulsory and contributory social insurance program providing
general practitioner insurance and a sickness benefit for wage earners while it had not covered hospital
care, and had applied only to manual employees and lower-income non-manual employees, and
excluded employees’ dependents from medical coverage (Hacker, 1998). Employees had enjoyed
twenty-six weeks of sickness coverage, as well as disability and maternity benefits, in exchange for
their compulsory premiums. The system had established an actuarial reserve, which over time paid the
full price of an employee’s sickness during his or her life span. The actuarial approach had marked a
departure from German vertical equity style and this approach had stemmed from the choice to rely on
the country’s many friendly societies, for-profit commercial insurers alike, as insurance carriers
(Dutton, 2007). The compulsory premiums of the employees had made up 4:9 of the NIA revenue, the
employers had provided 3:9 of necessary revenue, and the government had fulfilled 2:9 of the revenue
(Murray, 2007).

A consensus emerged in the end of 1930s that the provision of health care was inadequate, in
terms of both coverage and quality, and irrational, in terms of both distribution and financial problems.
Although the NIA of 1911 had provided coverage for general practitioner services, this coverage was
limited to manual employees, excluding their families. The general practitioner was isolated from the
hospital sector. He was operating usually on the small tradesman principle of running his own practice
without the help of the other physicians and was gaining income mainly from the capitation fees of his
insured patients. On the other hand, the quality of specialist care varied greatly in the hospital sector.
There were no officially agreed criteria of who was a specialist and moreover, in many of the smaller
voluntary hospitals, general practitioners were accomplishing both medical and surgical procedures
and they were not checked on their qualifications. Specialists were attracted to the parts of the country
where the population was well-fixed enough to pay for private care, since hospital consultancies were
unearned and they were dependent on private care. Instead of logic of the distribution of sickness,
historical hazard determined the distribution of beds across the country. While the voluntary hospitals
were regularly duping chronic cases onto the public sector, public hospitals refused admission to
patients coming from outside their local authority area. The voluntary hospitals gained income from
charges to patients —on a 50:50 basis- either out of their own income or out of contributory insurance
schemes. The original aim of the most prestigious of the voluntary hospitals, which was providing care
for the poor, could not be fully accomplished because of financial pressures so that they relied upon
pulling in the patients who could afford to pay (Klein, 1995).

The trade unions were complaining about the confusing variety of different provisions for
sickness and disability and their relationship to other social security provisions, and demanding a
properly balanced scheme for the insured people. In 1942, the Unemployment Insurance Statutory
Committee published a report, later would be known as the Beveridge Report, since the name of the
chairperson of the committee was Sir William Beveridge, who was one of the former directors of the
London School of Economics. The report advocated family allowances, a free health service and full
employment, and that all the SHI benefits should be at flat rate and at subsistence level with the aim of
abolishing poverty (Abel-Smith, 1992). The White Paper was written for setting out the plans for a
new health care system. The Paper had two basic principles, which were to remain the foundation of
the new system: First, the service should be comprehensive, and second, the service should be free
(Klein, 1995). The White Paper represented the starting-point for a possible Conservative health
service after 1945 that it gave more freedom for voluntary hospitals and doctors, partly due to
Conservative ideology, since the stronger part of the Coalition Government was the Conservative
Party, and partly in response to professional pressure (Powell, 1994).

The Labor Party took a parliamentary majority for the first time in the party’s history in 1945
election, which gave the unions a new position of authority in relation to the British state and brought
into parliament a unified and committed band of MPs (Hacker, 1998). The National Health Service
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Acts of 1946 (England and Wales) and 1947 (Scotland) significantly increased cash benefits for wage
loss during sickness and cash benefits for other social security purposes. They increased the adequacy
of these benefits by providing supplementary payments for dependents of insured people; and
provided for regional and local offices of the Ministry of National Insurance to administer cash
sickness as well as other types of social security benefits. Under these acts, the approved societies
would no longer participate in the administration of compulsory health insurance; their reserves,
together with all their other assets derived from national health insurance sources, would be turned
over to the new Ministry. Other legislation in 1945 and 1946 increased the scope of cash benefits to be
administered by the Ministry of National Insurance. The Acts of 1946 and 1947 provided for
comprehensive medical benefits for all persons with no restrictions based on age, sex, income,
dependency status, or existing or preexisting physical or mental condition (Perrott and Mountin,
1947). The acts established the National Health Service (NHS), which included universal,
comprehensive and free hospital and physician services at the point of use. NHS was funded by
general taxation; the voluntary hospitals were nationalized and managed by unselected Regional
Hospital Boards together with ex-local government institutions, while general practitioners were
administered separately and local authorities were left with residual public health and social care
functions (Gorsky, 2008).

In 1945, the BMA had announced “seven principles” for supporting the proposed service.
They were no salaried service, clinical freedom, free choice of physicians for patients, free choice for
physicians of form and place of work, freedom of every registered practitioner to join the public
service, a hospital service centered on universities, and adequate professional representation on all
administrative bodies (BMA, 2012). After the passage of the bill, the Ministry of Health entered into
negotiations with the BMA to try to ensure that the plan would be implemented without a physicians’
strike. The profession’s political stance was extremely weak that the enactment and implementation of
the NHS Act revealed. First, the profession’s official position of the support of extended public
coverage but being wholly against a salaried service was reflected exactly its unenviable dependence
on the government for expanded revenues and patients. Second, the concessions to doctors were
hardly dramatic when viewed within the overall context of the NHS Act. In the final days before the
NHS was to begin operating, the Minster made what many saw as a dramatic concession to the BMA:
an amendment to the legislation declaring that he would not create a full-time salaried service.
However, the effect of the NHS even with this concession was to bring virtually all British doctors
into contract with the government for the provision of medical services (Hacker, 1998). The NHS was
founded in 1948, bringing together the hospitals, physicians, nurses, pharmacists, opticians and
dentists under one umbrella organization. It was the first health care system, which would offer free
medical care to the whole population, in any Western society, and it was the first comprehensive
system that would base on national provision of services available to everyone by taxation rather the
insurance principle with entitlement following contributions (Klein, 1995).

The NHS would have a tripartite structure. First, executive councils, which took over from the
old insurance committees, would administrate the services of family practitioners, which were the
generic term for general practitioners, dentists, opticians, and pharmacists. Local professionals, local
authorities, and the Ministry of Health would charge executive councils and the Ministry would fund
them. Although executive councils were not administrative bodies, they would administrate the
contracts of family practitioners, hold lists of local practitioners and handle complaints by patients.
Second, local authorities vested responsibility for a range of environmental and personal health
services including maternity and child welfare clinics, health visitors, midwifes, health education,
vaccination and immunization, and ambulances. Central government grants and revenues raised by
local authorities would provide funding of the services. Third, Regional Hospital Boards (RHBs),
Hospital Management Committees (HMCs), and board of governors, which were completely new
bodies, would administrate hospitals. The teaching hospitals would have special status of organizing
under boards of governors under direct contact with the Ministry of Health. The Minister of Health
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would charge RHBs, which successively would charge HMCs. Money for the teaching hospitals
would be allocated straight from the Ministry to boards of governors (Ham, 2009).

The legislation of the NHS prescription charges, which were a form of co-payment operating
in the NHS in England (these charges were abolished in Wales and Northern Ireland, and were started
to phase out in Scotland in 2011), was passed in 1949 giving the power to charge for prescriptions.
However, in 1952, user charges for prescriptions were first introduced and have been in place since
then, apart from a period between 1965 and 1968 when there was no charge (Boyle, 2011). On the
other hand, general practitioner pay was based on the “pool system”, a given amount of money setting
aside as the pool from which all payments would be made to general practitioners, during the 1950s.
Before the NHS, there was a commercial logic behind the relationship between general practitioners
and consultants: General practitioners were the gatekeepers; all referrals to hospital had to come
through them, and so they were assured of patients. Once patients passed the gate, consultants took
over and they were assured of patients, too. While the NHS removed the commercial logic behind the
system, general practitioners were started to frustrated. In 1966, after months of negotiations between
the BMA and the Ministry of Health, the compromise finally emerged. The pool was abolished, an
agreement for encouraging investment in general practice was established, and various modifications
on calculating earnings were agreed. A salary element was introduced, as were new incentives for
general practitioners in under-provided areas of the Great Britain (Klein, 1995). Spending on the NHS
increased, determined both by demand and by recognition of the need for investment in improved
facilities and new technologies. The 1962 Hospital Plan of the Ministry of Health established a
national vision of new, larger hospitals (known as district general hospitals, DGHs) providing services
to geographically based populations of up to 150 000 people (Ham, 2009). In 1968, the Medicines Act
described three types of drug as available: those on the General Sale List, which could be supplied by
someone other than a pharmacist; those that could be supplied usually only through a pharmacy (or
other health care professionals such as doctors, dentists, nurses) and could be bought by direct
payment of individual; and prescription-only medicines. At the same year, the merger of the Ministry
of Health and the Ministry of Social Security formed the Department of Health and Social Security
(Boyle, 2011).

The problems of securing coordination between the three different parts of the NHS, the poor
quality of care provided to certain patient groups like elderly and mental disabled people, and the
difficulties of administrative control of NHS leaded to the reorganization of the NHS. In England, the
National Health Service Act came into operation in 1974. Regional Health Authorities (RHAs) took
over from the RHBs, with slightly wider responsibilities and somewhat modified boundaries, their
main function would be the planning of health services, and the Secretary of State for Social Services
would charge their members. Below the RHAs there were Area Health Authorities (AHAs). The
Secretary of State would charge the AHA chair. The RHAs, local authorities, and members of non-
medical and nursing staff would charge the members of the AHAs. One of the AHAs’ most important
functions was to develop service jointly with their matching local authorities. Family Practitioner
Committees (FPCs), which would administrate the contracts of family practitioners, were alongside
the AHAs and the AHA, local professionals, and local authorities would charge their members. The
Department of Health and Social Security would fund both the AHAs and the FPCs. Most areas were
divided into health districts. District Management Teams would administrate the districts, which
became the lowest grades of the NHS. Community Health Councils, which were located at district
level, introduced to represent the views of the public to health authorities. Somewhat different
arrangements were made in the rest of the Great Britain until the reorganization had similar structures
to the English structures (Ham, 2009). Turkey in 1961 (Savas et al., 2002) established the NHS
system. Sweden in 1968 (Rico et al., 2001), Norway in 1970 (Johnsen, 2006), Denmark in 1973
(Strandberg-Larsen et al., 2007), Italy in 1978 (Lo Scalzo et al., 2009), Portugal in 1979 (Barros et al.,
2011), Greece in 1983 (Economou, 2010), and Spain in 1986 (Garcia-Armesto et al., 2010) and left
the SHI and adopted the NHS system.
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Since the allocation of NHS resources between different parts of England was unequal, the
Conservative government created District Health Authorities (DHAs) in England and combined the
functions of the existing areas and districts in 1982 (Boyle, 2011). The FPCs were separated from the
mainstream NHS administration and achieved an independent status in 1985. Moreover, Special
Health Authorities were established to run the postgraduate teaching hospitals in London (Ham, 2009).
The focus of the Conservative Government policy was, coupled with the emergence of major funding
pressures, to increase the NHS efficiency and make the NHS businesslike during the first half of the
1980s. In 1989, Secretary of State for Health published Working for Patients, the Prime Minister’s
Review of the NHS. The government proposed to maintain the public finance of the NHS and on the
supply side of health care, to create an internal market for achieving greater efficiency through
increased competition. The main assumption was that the introduction of market incentives would
change the economics and politics of health provision. In 1991, the Conservative Government
implemented the NHS and Community Care Act. The reforms were based on three main principles.
First, the large public hospitals, if they preferred to become NHS Trusts, while they stayed still
publicly owned, were freed from the main rules governing their activity. Second, each district became
a buyer of services rather than supplier and could look for services from the private as well as public
sector. FPCs became Family Health Services Authorities (FHSAs). Third, larger general practices,
called general practitioner fund holders (GPFHs), were able to hold budgets to buy services and were
encouraged to consider carefully the services they demanded and to choose the most cost-effective
ones. As the reforms were applied, a variety of patterns of service developed, based on local
conditions thus there was no standard practice (Allsop, 1995). Furthermore, it was understood that a
contract-based system was more expensive to administer than the integrated system it replaced. In
1996, a new reorganization of the NHS took place. The functions of RHAs and the regional outposts
in regional offices merged under the name of NHS Executive. The roles of DHAs and FHSAs were
combined under unified health authorities (Ham, 2009).

In 1997, the election of the Labor Government led to further changes to the NHS structures,
although the fundamental division between buyers and suppliers was retained (Boyle, 2011). While
fund holding would be abolished, the principles of fund holding would broaden to all family
physicians and community nurses through a system of primary care groups (PCGs). On the other hand,
the regulation agencies like National Institute for Clinical Excellence (NICE) were created for
reducing variations in performance. In 1998, the implementation of the reforms were started. In 1999,
it seemed that the government could not achieve its goals of reducing waiting lists financing for new
drugs and medical technologies despite serious funding increases (Ham, 2009). Primary Care Trusts
(PCTs) and Strategic Health Authorities (SHAs) replaced PCGs and Health Authorities, respectively
(DH, 2001). The new structure was implemented in 2002. In 2003, Centers Quality Commission
(CQC) was introduced to maintain nationally set quality standards. On the other hand, there has been a
marked increase in private sector participation in the provision of services to the NHS since 1997.
Although, a small but significant private sector had always provided services to the NHS, this has been
formalized since 2000. Private Finance Initiative (PFI), which contracts private companies to build
facilities and operate them for the NHS over periods of thirty years or more, and Independent Sector
Treatment Centers (ISTCs), through which the private sector compulsory introduces into NHS
provision has been the most typical practices on this way. In 2004, the NHS Employers was set up to
devolve decision making about policies with respect to human resources, including negotiations about
pay and conditions, away from the Department of Health. At the same year, a collective agreement
was reached on a new pay system, which adjusted the pay scale for all directly employed the NHS
staff except senior managers and those covered by the Doctors’ and Dentists’ Pay Review Body.
Contracts for consultants passed through significant reforms in 2003 and those for general
practitioners in 2004. New contracts were also introduced for dentists in 2006 and community
pharmacists in 2004. Moreover, a new approach to services called “payment by results” (PbR) were
introduced in 2004. The PbR is a form of activity-based funding involving ‘“healthcare resource
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groups” (HRGs), the English equivalent of the DRGs. Contracts between PCTs and providers reflect
this new way of measuring services or activities (Boyle, 2011).

The creation of the NHS was the result of a new logical shift towards universality, which went
beyond either party or interest politics in the Great Britain. Universalism was the outcome of new
perceptions of the relationship between the economic structure of society and government (Porter,
1999). The White Paper of 1944 had described universality as “...the availability of necessary medical
services shall not depend on whether people can afford to buy them, or any other factor irrelevant to
real need...to bring the countries full resources to bear upon reducing ill-health in all its
citizens...money should not be allowed to stand in way of providing advice, early diagnosis and
speedy treatment” (Allsop, 1995: 29). “All” was the key word that the government would offer
comprehensive, free, and unlimited health care for everybody whatever their need (Evans, 2008).
Moreover, health has started to be accepted as one of the basic human rights since the end of World
War II. In 1945, the United Nations Conference on International Organizations in San Francisco voted
to establish a new international health organization. A year later, the International Health Conference
in New York approved the Constitution of the World Health Organization (WHO). Delegations were
from all fifty-one members of the United Nations, thirteen non-member states were represented, and
Germany, Japan, and Korea were represented as observers. In 1948, the WHO Constitution obtained
enough signatures to bring it into force (McCarthy, 2002). The Constitution (1948: 2) defined health
as a fundamental human right and “a state of complete physical, mental and social well-being and not
merely the absence of disease or infirmity”. The necessity of governments-individuals cooperation for
health of people and governments’ “responsibility for the health of their peoples...fulfilled only by the
provision of adequate health and social measures” were stressed.

Although, the Great Britain is a “liberal” polity, and “government activity and even an
elaborated welfare state, need not indicate a move from societal to statist collective agency”
(Jepperson, 2002: 71), compulsory health insurance was justified through re-forging liberalism and
approaching on alternative statist currents. Statism situates collective purpose and authority in a
differentiated and isolated organizational center, which is the “state”. According to statism,
government officials must govern individuals’ or groups’ access to the public arena and politics are
founded on pursuit of objective national interest (Jepperson, 2000). If the system is successful in
protecting all actors from domination by external actors and in affording equitable and predictable
treatment to all, it works (Helderman, 2007). While public’s acceptance of, and demand for,
government involvement in the provision and finance of health care was a bequest of commonality
and mobilization of World War II, these opinions were largely rooted in the public’s prior experiences
with government health programs. Especially, the NIA of 1911 stipulated the public to accept
government involvement and supported free government health care (Hacker, 1998).

As mentioned previously, there was a public consensus that health care system was inadequate
and irrational, and the voluntary hospital system was no longer feasible financially, before the NHS.
There were two main strands within this consensus. The first strand was the opinion of those intolerant
to clutter, inefficiency, and incompetence. This was a tradition going back to the days of Chadwick. It
was moreover, the opinion of practical men of affairs, who were trying to find solutions to immediate
problems. The second strand was the opinion that the public hospital services provided by local
government would have to be integrated into any national scheme that might emerge. When the people
considered about the possible solutions for health care, they had before the two models: The SHI, an
import from Bismarck’s Germany, and the public health services, developed by and based on local
authority provision in the nineteenth century. The first model was consistent with medical care in the
strict sense, in which physicians provided care and intervention with the aim of curing sickness, and
the second model was consistent with health care in the larger sense, which was all forms of care and
intervention influencing health of the members of community (Klein, 1995). Finally, in 1948, the NHS
was established to be the tool “for delivering health care in a rational, efficient and fair way across the
country” (p. 26).
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The NHS was organized along formal bureaucratic logic and decision making were centralized
(Allsop, 1995). As a result of the internal market reforms of 1990s, the reforms of 2000s about
formalization of the involvement of private sector, and new quality, rationing, corporate bodies for the
NHS employees, the dominant logic has evolved to the hybrid logic of managerialist bureaucracy.
Most regulatory activity is independent self-regulation through a range of bodies and the NHS
hospitals are in the process of attaining greater autonomy from the Department of Health through
achieving the funding trust status, although they remain subject to a system of external audit and
inspection. PCTs operate within a target-based framework, reflecting their responsibility for the use of
public funds to meet the health needs of their local populations. The CQC regulates the health care
through registration, annual inspection, monitoring complaints and enforcement. The NICE
determines whether interventions provided within the NHS (drugs and other technologies, procedures,
clinical guidelines, and to some extent, systemic interventions) are safe, effective and cost-effective.
Health care professionals have retained a significant degree of autonomy in regulating their practice
through their professional associations. However, the system of statutory professional regulation had
been called into question by a number of high-profile failures. As a result, a series of reforms of the
regulation of health care professionals were enacted. Those reforms were designed to address key
areas of concern, particularly the independence of the regulators and the need for revalidation of all
professionals. The independence of the regulators was to be enhanced by including equal numbers of
nonprofessional and professional membership on bodies and by introducing more accountability to
parliament. The responsibility for publicly funded health care still rests with the Secretary of State for
Health, who is accountable to parliament. The Department of Health is the central government body
responsible for setting policy on the NHS (Boyle, 2011).

3. Canada: National Health Insurance

At the end of 1940s, Canada started the efforts for compulsory health insurance. Canadians were
optimistic and encouraged for social policy developments and Canadian leaders were also influenced
by the progress toward the NHS in Britain (particularly by the Beveridge Report) at the end of World
War II (Hacker, 1998). The federal government put forward a broad package of social security and
fiscal changes, part of which included an offer to cost share 60% of public hospital and medical care
insurance in the 1945/1946 Dominion-Provincial Reconstruction Conference. The provinces rejected
this offer because of concerns about the administrative and tax arrangements that would have
accompanied the comprehensive social security program (Marchildon et al., 2005). Later, the most
influential incentive on the Liberal Government, similar to the Bismarck of Germany and NIA of
Great Britain cases, was the growing impact of the socialist party, Cooperative Commonwealth
Federation (CCF). The CCF came to power in province of Saskatchewan in 1944 and started a
subversive campaign for federal health insurance (Hacker, 1998). Saskatchewan’s government
initiated a tax-funded plan that paid for the hospital care of all residents in 1947. In 1949 British
Columbia and in 1950 Alberta implemented universal hospitalization schemes. In 1955, the
Government of Ontario announced its willingness to implement public coverage for hospital and
diagnostic services if the federal government would agree to share the cost with the province
(Marchildon et al., 2005). In 1957, the federal government passed the National Hospital and
Diagnostic Services Act, under which services in provinces were insured and eligible for 50% federal
cost sharing only for hospital care. The terms of the Act accepted by all provinces by 1961 (Vayda et
al., 1979). The insurance for both diagnostic and therapeutic medical care gained popularity all over
the country and perceived as a success. In 1962, Saskatchewan took the stage one more time,
ordaining the Medical Care Insurance Act, under which universal coverage was provided. After a
provincial strike of the physicians, it was compromised that universal health insurance within the
province administered under government control, in exchange, physicians were allowed to balance bill
patients for any charged amounts above the government fee schedule (Duncan et al., 2010).
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The reform in Saskatchewan generated even more serious professional resistance by the
Canadian Medical Association (CMA) to the national insurance than had existed before the reform.
Furthermore, the reform contributed to the adoption of alternative health insurance plans in other
provinces. Alberta, Ontario, British Columbia, and Quebec began introducing programs designed to
encourage voluntary insurance and physician-controlled prepayment programs. Finally, the difficulty
of implementing medical care insurance in Saskatchewan generated considerable concern in federal
government. On the other hand, the Liberal Government faced an emerging threat from the left by the
New Democratic Party (NDP) that, having being formed out of CCF in 1962. Nevertheless, the Liberal
Minority Government elected in 1963. One year later, the Royal Commission on Health Services
prepared a report that recommended universal public insurance for medical care based mainly on the
Saskatchewan model and a system of federal-provincial cost sharing for achieving this coverage.
According to the report, it was imperative all programs for personal health services lodged at the same
level of government so that they would be integrated. In 1965, the Liberal Minority Government
reelected and persisted pursuing a national plan since they were forced to do so because of their need
to support of the NDP (Boychuk, 2008). One year later, the federal government passed the Medical
Care Act with federal cost-sharing transfers to begin flowing in 1968 to the provinces conforming to
the four general principles of universality, public administration, comprehensiveness and portability.
By 1972, all the provinces and territories had implemented national health insurance (NHI) for
physician care. Historically, provincial governments encouraged hospitals by subsidies to admit and
treat all patients, irrespective of their ability to pay. Private-for-profit hospitals were excluded, thus
limiting the already small number of such hospitals in although there were few state-owned and
controlled hospitals (Marchildon, 2005).

One of the most distinctive aspects of the NHI was the prominent role that federalism played
in its development. Federalism pushed toward the NHI and it played a role in the development of
Canadian health policy. Although the provinces had control over the administration of health
programs, the federal government made widespread use of federal grants and standards to shape
provincial policies (Hacker, 1998). During the 1970s, there were a rapid expansion of public coverage
and subsidies for health care services well beyond hospital and medical care. These included
prescription drug plans, and programs, services and subsidies for home care and long-term care. These
initiatives varied considerably across the country depending on the fiscal capacity and policy
ambitions of the region in question. The federal government replaced federal cost-sharing with federal
tax and cash transfers to provinces tied to growth in GNP and population by the Established Programs
Financing (EPF) Act in 1977. Provinces no longer required spending federal money on hospitals and
medical care and they could apply transfer money to health expenditures in general including drug
plans and home care. On the other hand, the federal government was able to cap its growth in health
transfer to the growth in the economy (Marchildon, 2005). These arrangements seemed to satisfy both
the federal and provincial governments in the short term (Boychuk, 2008). Australia in 1975 (Healy et
al., 2005), and South Korea in 1977 (Chun et al., 2009) adopted the NHI.

In spite of the EPF, the physicians continued to charge extra to patients and hospitals went on
charging patients user fees. As a result, the federal government enacted the Canada Health Act of
1984, which replaced the Hospital Insurance and Diagnostic Services Act and the Medical Care Act.
The federal government was required to deduct (dollar-for-dollar) from a provincial government’s
share of the federal transfer the value of extra charges or user fees imposed by any physician or health
facility in that province (Marchildon, 2005). Accessibility, as the fifth national principle, was added to
the previous four principles and it announced in the Act (Boychuk, 2008). Until the mid-of-1990s, the
federal government had transferred funds to provinces under three major programs: equalization, the
EPF, and the Canada Assistance Plan (CAP). These fiscal arrangements involved not only a
substantial amount of revenue sharing from the federal government to the provinces but also a
significant amount of redistribution across provinces. In 1996, the federal government replaced the
EPF and the CAP with the Canada Health and Social Transfer (CHST) and argued that block granting
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offers provinces more flexibility in the provision of social assistance and provides greater
predictability and financial sustainability of transfers (Snoddon, 1998). The federal government
announced the Health Care renewal Accord of 2003 after the negations with the provinces. The report
ingeminated the principles of the CHA with a renewed focus on timeliness of access, quality of
services, and sustainability of the system. The main thrust of the Accord was the extension of the NHI
to home care and catastrophic drug care by the end of 2006 (Boychuk, 2008).The further reforms were
announced in A 10-Year Plan to Strengthen Health Care in 2004. The Plan included work toward
reforms in key areas such as waiting times; human resources; Aboriginal health; home care; primary
health care; a national pharmaceutical strategy; health care services in the North; medical equipment;
prevention, promotion and public health; and enhanced reporting on progress made on these reforms.
The federal government increased health care cash transfers including annual increases to the CHST
from 2006-07 until 2013-14 to provide predictable growth in federal funding to support the Plan (HC,
2012). In 1983 New Zealand (French et al., 2001), and in 1995 Taiwan (Wagstaff, 2007) adopted the
NHI.

Universality, which was defined as “ensure entitlement to all insured health services on
uniform terms and conditions” in Canada Health Act of 1984, has been the basic value of the NHI, like
the NHS. However, this principle met the ideology of statist-liberalism, which can be considered as a
hybrid of liberalism and statism, both of which are associational models. Associational models are
about the commitment and capacities of public actors, rather than about functions and roles. They
increasingly underline mass and group activity as the basis of social and political organization, and
decreasingly underline religious, occupational, communal, and familial representation (Jepperson,
2002). According to statist-liberalism, liberty is about the state’s securing the best possible conditions
for human prospering (Pierson and Leimgruber, 2010). Statist-liberalism tends to assume the moral
primacy of the state over society: the state is looking after the public interest, while society is the place
where sectional, particularistic interests tend to prevail (Guarnieri, 2007). Statist-liberalism in health
care has mixed with “New World federalism” (Jepperson, 2000) in Canada, also. Regional integration
has always been one of the central issues, and ethno-linguistic and economic tensions among regions
have remained powerfully. While federal intervention in health care provided a direct relation with the
citizens in the disparate regions, and furthered a sense of fond regard, recognition of the potential role
of health policy in nation building incited straining resistance on the part of certain provinces to new
federal health insurance programs (Boychuk, 2008).

The dominant logic of the NHI can be named as administrated market. As mentioned
previously, the NHI has four more national principles beside universality. According to these
principles, each provincial plan must be administered and operated on a non-profit basis by a public
authority (public administration), the plans must cover all insured health services
(comprehensiveness), each provincial plan must be portable among provinces (portability), and the
plans must not impede or preclude, whether by charges made to insured persons or otherwise,
reasonable access to insured health services (accessibility) (HC, 2012). The relationship between
provincial governments through regional health authorities (RHAs) and the actual providers of health
services combines relations based on hierarchical integration with relations based on contract. In this
sense, RHAs are responsible for the “make or buy” decision. RHAs allocate global budgets to most
hospitals and clinics providing medically necessary services. Although the majority of physicians
continue to be paid based on fee for-service, some provinces have e alternative payment contracts with
family/general practitioners, some of whom have accepted variations on a combined system of salary,
capitation and fee-for-service. Despite the major shift towards a regionalized system of administration
and delivery in most provinces, health facility accreditation through the Canadian Council on Health
Services Accreditation remains voluntary and nongovernmental in nature. There is no single national
agency responsible for system-wide national planning, because of the constitution and the
decentralized nature of health administration and delivery. Most system-wide planning is done within
the ministries of health at the provincial level (Marchildon, 2005).



42 Taking the state seriously ...

4. The United States: Private Health Insurance

In the United States, the political conditions and institutions were different since classical liberalism
had been extremely dominant in the relations between state and society. In 1798, Congress set up a
system of compulsory hospital insurance for merchant seamen since the group was commercially and
epidemiologically strategic because of its role in foreign commerce, but this was an exception (Starr,
1982). Commercial insurance developed hardly although many fraternal societies and industrial
sickness funds, which included the ones operated under the auspices of a particular company for (and
often by) its employees called establishment funds, and the ones operated by labor unions for their
members (Murray, 2007), provided the sickness and medical benefits. These were less common ways
of spreading the costs of sickness in the United States than they had been in Germany and the Great
Britain before government intervention (Starr, 2011).

The American Association for Labor Legislation (AALL), a small, primarily academic group
of reformers proposed a bill, which aimed compulsory health insurance, in 1915 (Quadagno, 2005).
The AALL called the initiative “health insurance” rather than the more German “sickness insurance”
since the United States was going to the World War I against Germany (Dutton, 2007). The proposal
called for medical aid, including all physicians’, nurses’, and hospital services; a sickness benefit;
maternity benefits; and a modest death benefit. The reformers proposed dividing the costs among
employees and employers, each to pay two-fifths and the government, to pay the remaining fifth. The
AALL argued that compulsory health insurance would relieve poverty caused by sickness through
distributing the uneven wage losses and medical costs that individual families suffered. The
compulsory insurance would reduce the total costs of sickness and insurance to society by providing
effective medical care, creating monetary incentives for disease prevention, and eliminating wasteful
expenditures on industrial insurance. These concerns were typical of the Progressives and reflected the
political conditions of democratic capitalist society, which made it incumbent upon reformers to gain
the support of both public and powerful business interests (Starr, 1982). The most implacable
opponent of the bill was the insurance industry since the AALL’s bill struck at the death benefit,
which was one of the most profitable lines of business for some big insurance companies. Employers
objected to the provision of the sickness benefit because it may increase skulking and to accept
responsibility for the costs of all sicknesses of their employees. The American Association of Labor
(AAL) opposed the bill because of the argument that employees should look to unions for protection,
not to the government. The reformers enjoyed the cooperation of the American Medical Association
(AMA) at first because of financing medical care for many people would benefit physicians. However,
the AMA turned against compulsory health insurance later on because of the idea that the government
would force the physicians to compete for contracts to care for groups on capitation basis (Starr,
2011). The bill was not legislated in any states and the AALL announced that they backed away the
compulsory health insurance bill in 1921 (Dutton, 2007).

The focus of reform shifted from stabilizing income and increasing efficiency to financing and
expanding access to medical care, although the broad objective of health insurance continued to be
relieving the economic problems of sickness during the 1920s. At that time, the middle class started to
feel the rise in medical costs, which includes the increase in the costs of both physicians and hospitals.
In 1921, Congress created the Veterans’ Bureau and in 1930, the President signed the executive order
establishing the Veterans Administration (VA). By World War II, the VA was operating the largest
hospital system in the country with ninety-one hospitals (Starr, 1982). In the late 1920s, individual
hospitals and hospital associations started to use the plans, which were later called “Blue Cross”, for
groups of employees to buy insurance for hospital expenses. Furthermore, commercial insurance
companies started to achieve their eventual dominance over industrial sickness funds by developing
better actuarial technology (Murray, 2007). Reformers saw public and nonprofit health insurance as a
response to growing medical needs as well as medical costs. The standard argument of reformers was
that as result of improvements in science, all Americans needed more medical than they were
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receiving beginning with the report of the Committee on the Costs of Medical Care in 1927 (Starr,
2011).

In 1933, the new elected President Franklin D. Roosevelt introduced the New Deal, which was
the general name of the package of programs for curing the defects of Great Depression. The
Committee on Economic Security, considered national health insurance in a preliminary report in
1934. AMA members sent numerous letters, postcards, and make phone calls to members of Congress
condemning compulsory health insurance. As a result, the Social Security Act of 1935 created a wide
range of programs but not compulsory health insurance (Quadagno, 2005). In 1938, the Technical
Committee on Medical Care announced the propositions for the nation’s health needs to the public.
The Committee proposed expanded public, maternal, and child health services; expansion of hospital
facilities; increased aid for medical care for those on relief and others who had no funds for health
care; consideration of a general medical care program supported by taxes, insurance, or both; and
federal action toward a program of compensation for wage losses due to temporary or permanent
disability. After one year, a bill was introduced incorporating the recommendations of the Committee
and leaving health insurance as an option to the states; it passed by the Senate but could not pass in the
committee for lack of support from the President (Starr, 1982). Another effort was launched to enact
compulsory health insurance in 1943, but once again, the President objected, refusing to invest
presidential prestige in the campaign. This proposal was the United States’ first truly compulsory
health insurance legislation, since the federal government played a dominant role unlike the previous
attempt (Dutton, 2007). Meanwhile, the War Labor Board permitted firms to offer marginal benefits to
attract employees in the tight wage-controlled labor market in 1942. Enrollment in employer-
sponsored hospital insurance plans rose quickly from that time on. After the war, unions won the right
to bargain collectively for health benefits and employee health benefits were freed from federal
taxation, hospital insurance plans expanded (Hacker, 1998).

After death of Roosevelt, Harry Truman became the President in 1944 and became the first
president who called for national health insurance in a message to Congress in 1945. His program,
which would modeled on Social Security, was to be federally run, compulsory, and nearly universal
(Starr, 2011). Although public reaction to the plan was sympathetic at the beginning, the AMA started
to struggle. The agencies of the federal government such as the Children’s Bureau, Veterans
Administration, and Public Service did not support the President’s plan (Starr, 1982). At that time, the
exceptive legislation relating to health care was the Hospital Survey and Construction Act of 1946,
which provided federal funding for hospital construction. The Act brought a federal-state program,
which states were not required to participate, and it directly included a separate but equal provision in
the legislation. As long as the general result did not lead to the inequitable distribution of health
services because of race, facilities built using federal funds could be racially segregated (Boychuk,
2008). The Republicans took control of Congress in 1946 and had no interest for national health
insurance. Truman and the Democrats won the election in 1948 and the AMA started a massive
campaign against the “socialized medicine”. The AMA used the ideological arguments of the early
Cold War extensively when opponents of the national health insurance chaired key committees within
Congress (Starr, 2011). Furthermore, AMA itself was a highly segregated organization. Support and
opposition to compulsory health insurance were classified along segregationist and anti-segregationist
lines implicating the link between national public health insurance and civil rights. Congressional
representatives of the southern states became a critical side of the opposition (Boychuk, 2008).
Consequently, the reform failed again. In 1950, Congress ordained a small program of federal aid
partly reimbursing the states for the medical costs of welfare receivers in 1950, and a commission,
which was created by the federal administration in response to the defeat on national health insurance,
introduced a proposal for sixty days of hospital coverage of elderly on Social Security in 1951 (Starr,
2011).

In 1964, the Democrat President Lyndon B. Johnson won the election and an opportunity for
health care reform emerged again. Because of both the President’s determination and the great
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majority of Democrats in Congress, the AMA introduced its own plan for elderly for expanding
voluntary insurance and stressed that its program would provide the elderly broader benefits, including
physicians’ services (Starr, 1982). Unlike the previous periods, trade unions took the lead in
promoting national health insurance for elderly because this program could both show what an
incorporate labor movement could achieve and solve the problem of insuring retired members, whose
high costs created problems when the unions tried to negotiate wage increases and other benefits for
working members (Quadagno, 2005). Last but not least, the developments relating to civil rights
played a key role. Three important developments affected the debate of health insurance. First, a court
found the separate-but-equal provision of the Hospital Survey and Construction Act of 1946
unconstitutional in 1962. Second, the Civil Right Acts, which had Title VI stating that “no person in
the United States shall, on the ground of race, color, or national origin, be excluded from participation
in, be denied the benefits of, or be subjected to discrimination under any program or activity receiving
federal financial assistance" (Nash, 1968: 246), was passed in 1964. Third, the southern campaign of
massive resistance to preclude integration in public education was failing evidently (Boychuk, 2008).

In 1965, Congress enacted the Medicare for elderly and Medicaid for poor. In Medicare,
hospital insurance was funded by an increase in the Social Security wage levy and physicians services
was provided by voluntary insurance which would be paid by beneficiary premiums and the federal
treasury. Medicaid was was a more ample version of the Kerr-Mills Act of 1960 (Dutton, 2007).
Medicare and Medicaid originated from different traditions. Broad grassroots support upheld
Medicare, which was attached to Social Security and had no class differentiation. Medicare had
uniform national standards for eligibility and benefits and it covered anyone at or over the age of 65
years. On the other hand, Medicaid carried the stigma of public welfare, varied from state to state in
terms of eligibility and benefits, and limited eligibility to people below a predetermined income level
(Shi et al., 2010). Hereafter, the federal government became the largest single purchaser of health care
services (Scott et al., 2000).

Around 1970, the federal government was not being able to control rising costs and the
arguments of renovating the health care system entirely and giving the responsibility in the hands of
the federal government as the only purchaser rose (Quadagno, 2005). As the 1972 election neared, the
President Richard Nixon became confident that his own health insurance proposal was needed to
compete with Edward M. Kennedy’s, who would be seen as the Presidential candidate of the
Democrats (Starr, 2011). In 1971, the President announced his health strategy composed of two parts.
The first part was about a national health insure which based on an employer mandate. Employers
would provide a minimum package of health insurance benefits under Social Security. A federally
administrated Family Health Insurance Program would provide a more limited package of benefits for
low-income families. The reductions in Medicare would pay part of the added costs. The poor would
have a second-class standard of coverage and their coverage would reduce in some states (Starr, 1982).
Congress and the Nixon administration could not reach an agreement on universal coverage since the
1972 election was very near. At the beginning of the second term, Nixon prioritized national health
insurance for winning back the public support, which was dissolving since the Watergate scandal.
However, he resigned in 1974. Interesting that, Nixon was the first president to submit legislation
although he was a Republican (Starr, 2011).

The second part of Nixon’s strategy was about a new payment and financing alternative called
“health maintaining organization” (HMO). The core idea was that the providers (physicians or
hospitals) would share responsibility with insurers for their patients’ health. In public, Nixon
emphasized that traditional medical approaches like fee-for-service entertained an “illogical
incentive”: the physicians gained from sickness rather than health. In 1973, the HMO Act was signed
into law. The Act defined the HMO so broadly that simple networks of independent physicians or
associated hospitals, even if reimbursed on fee-for-service basis could measure up. The government
subsidies would be available to for-profit insurers wherever they operated. Lastly, all employers of
more than twenty-five employees, who already provided a health insurance plan, were required to
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offer an HMO option also if it were available in their area. This guaranteed HMOs access to the
employment-based health insurance market. Reciprocally for government subsidies and freedom from
state legislative mandates, HMOs had to apply community rating of their plans. In spite of the federal
intervention, HMOs did not become popular in the 1970s. Even if the name had changed, the bad
reputation of prepaid group practices, which explicitly limited patient choice of physician and
implicitly restricted physicians’ clinical freedoms, remained a major obstacle (Dutton, 2007).

Several states had obtained federal blessing for experimenting with rate setting for hospital
care of Medicare beneficiaries as well as other patients during the late 1970s. Hospitals started to
receive a flat payment per admission adjusted for the patient’s diagnosis, under a system introduced in
1980 in New York. In contrast to Medicare, which reimbursed hospitals retrospectively on the basis of
the costs they occurred, this system of prospective payment by “diagnosis-related groups” (DRGs),
which was developed by researchers at Yale University, aimed to give hospitals an inducement to
control costs (Starr, 2011). The primary objective in the construction of the DRGs was a definition of
case types, each of which could be expected to receive similar outputs or services from a hospital.
Congress ordained the Prospective Payment System (PPS) in 1983. PPS tied Medicare payment for
hospital services to diagnostic categories that pointed which types of patients were to be allowed in for
care and provided hospitals with a set amount of funds per patient (weighted by diagnostic category)
to cover treatment rather than reimbursing them for costs entailed. The PPS was similar to capitation
payment except that the reimbursement level took into account the type and sereneness of sickness
(diagnosis) (Scott et al., 2000).

The variations of HMOs emerged and grew in an innumerous way in the 1980s by creation of
a broader set of alternatives to the conventional fee-for-service insurance. Here was the era of
“managed care” which referred to the form of health coverage, which would regulate treatment
decisions or contract selectively with the physicians or more likely do both (Starr, 2011). In the classic
staff or group HMO, the physicians were employed by the health plan (staff) or have exclusive
contract with the plan (group). Although salary was common, mixed financial incentives could be used
in staff or group model. In independent physicians association (IPA) or network model, the physicians
maintain independent practices and they non-exclusively contract with the plan. Some capitation and
withhold pools or bonus arrangements were able to be included in IPA or network model. In preferred
provider organization (PPO), the physicians maintain independent practices and non-exclusively
contract with the plan. Although fee-for-service by using fee schedule was common, withhold pools or
bonus arrangements could be included. While in both group or staff and IPA or network model the
patients had to see group or staff and IPA or network physicians, in PPO the patients were encouraged
to see PPO providers (e.g. with more favorable cost sharing) and out-of-PPO care was sometimes
covered with less favorable cost sharing (Baker, 2010). On the other hand, self-insured employee
health plans that effectively operated free of regulation were spread broadly in the 1980s. In 1986,
Congress extended to employees a right to buy group health coverage for up to eighteenth months
after being furloughed. In the same year, Congress enacted the law that gave individuals an explicit
right to emergency medical treatment by hospitals that participate in Medicare (Starr, 2011).

Bill Clinton, the President of the Democratic Government, was the first president of the United
States, who proposed legislation for universal coverage in 1993. Clinton’s reform choice was
“employer mandate” that either providing health insurance or pay a substitute tax to cover employees
by other means, also known as “play or pay”. Regional health alliances, quasi-governmental
organizations through which employers, even small ones, could purchase community-rated insurance
at competitive prices, would be created. Insurance companies would themselves control prices by
managed care, in competition to sell their policies to the health alliances, called “managed
competition”. The President also proposed “backstop” premium caps, which could have been activated
if prices rose too quickly. However, since organizations, which had more than five thousand
employees, could cop out of health alliance participation, the plan permitted maximum maneuvering
room for employers and the unions’ funds (Murray, 2007). However, the reform failed again because
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of two main reasons. First, while the administration moved too slowly to enact reform and spent too
much time designing its own plan without input from Democrats in Congress (who were confused
over different reform options), it overreached in trying simultaneously to secure universal insurance,
enforce robust controls on health care spending, and transform the health care delivery system
(Marmor and Oberlander, 2011). Second, although the plan had broad support from the public and
from business when it was introduced, both of them turned out vulnerable to erosion, countermining
the administration’s capacity to drive a final compromise (Starr, 2011).

In 2010, when Barack Obama was the President of the Democratic Government, the Patient
Protection and Affordable Care Act (PPACA) was enacted. Since Medicare and Medicaid, the Act will
realize the most significant transformation of the American health care system. Businesses with fewer
than fifty employees will get tax credits covering up to 50% of employee premiums. The bill
establishes a temporary program for companies that provide early retiree health benefits for those ages
55-64 in order to help reduce the often-expensive cost of that coverage. The cut-off age for young
adults to continue to be covered by their parents' health insurance rises to the age twenty-seven
(DHHS, 2012). Direct tax penalties if people have no health plan through their job or have not
purchased one on their own (“individual mandate”); indirect penalties for individual plans with new
taxes on high-end health plans; indirect expenses for job-based plans with lower coverage levels
and/or diverted wages, capped flexible spending accounts and health spending accounts, and indirect
expenses for all with increased costs for drugs and medical devices in order to cover new fees will
finance the reform (Manchikanti et al., 2011). 16% of adults ages 19-64 were underinsured in 2011.
Thanks to the PPACA, it is estimated that the number of underinsured people will be under 5% by
2015 (Schoen et al., 2011), and by 2019, it is estimated that the percentage of people without health
insurance would be about 6% under the legislation (Elmandorf, 2009). In 2012, the Supreme Court
will decide on the constitutionality of the individual mandate. By 2011, approximately 70% of the
hospitals were under private not-for-profit, 15% of the hospitals were under private for-profit and 15%
of the hospitals were under public ownership (Thomson et al., 2011).

In the United States, health care has been accepted as an individual benefit rather than a
universal human right, mostly. Individualism is “a worldview that centralizes the personal—personal
goals, personal uniqueness, and personal control—and peripheralizes the social (Oyserman et al.,
2002: 5)”. Individualism is at the center of American culture, and some researches show that the
United States is the most individualistic country (e.g. Hofstede, 1980). Americans “believe in the
dignity, indeed the sacredness, of the individual” (Bellah et al., 2007: 142). American individualism
was linked with democracy, equality, and open society (de Tocqueville, 1835/2002). In all health
reform attempts, individualism, dominated over collective equality. The proponents of compulsory
health insurance argued that to obligate a forfeit on the part of the individual in the form of a small tax
or insurance, would free him or her from fear of health care pauperism. On the other hand, opponents
encouraged voluntary measures, personal responsibility, and employee autonomy (Dutton, 2007).

Individualism has a very close relationship with liberalism. There are two kinds of liberalism,
one “classical” and the other “modern”. While classical liberalism “focuses on the idea of limited
government, the maintenance of the rule of law, the avoidance of arbitrary and discretionary power,
the sanctity of private property and freely made contracts, and the responsibility of individuals for
their own fates” (Ryan, 1993: 293), the aims of modern liberalism are “to emancipate individuals from
the fear of hunger, unemployment, ill-health and a miserable old age” and “to attempt to help members
of modern industrial societies to develop their individualities in all their ‘manifold diversity’ (Mill,
1861/1974)” (p. 294). The United States institutionalized the liberal polity form, which has
associational organization and societal agency (Jepperson, 2002). Collective authority is legitimately
located within civil society (Luo, 2007). Relatively fragmented and issue focused interest groups,
relatively weak state, independence and competition among business organizations and interest groups
are the characteristics of this polity form (Spencer et al., 2005). The government generally involves in
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economic development at a low degree, and it limitedly encourages business and labor associations,
and organization of representation (Whitley, 2007).

Scott et al. (2000) comprehensively shows that there has been three institutional “era”s in
American health care: from 1945 to 1965 “professional dominance”, from 1966 to 1982 “federal
involvement”, and from 1983 to 2000s “managerial control and market mechanisms”. “Professional
authority” and “quality of care”, “equity of access”, and “managerial-market orientation” are the
dominant institutional logics; the independent physicians, federal government, and health care
corporations are the dominant actors; “professional associations”, “regulatory controls” and “market
building” are the dominant governance mechanisms of the each era, respectively. It is possible to
argue that the dominant ideology in health care has been alternated between classical and modern
liberalism. If the Supreme Court decides that the individual mandate is constitutional, then we can call
the dominant logic of health care as regulated market. According to the Act, health insurers cannot
deny any one because of pre-existing conditions. Lifetime caps on the amount of insurance an
individual can have will be banned, and annual caps will be limited, and banned. New insurance plans
must include checkups and other preventative care without co-pays. Insurance companies can no
longer cut someone when he or she gets sick. Insurers must reveal how much money is spent on
overhead. Any new plan must implement an appeals process for coverage determinations and claims.
New screening procedures will be implemented to help eliminate health insurance fraud and waste.
Non-profit Blue Cross organizations will be required to maintain a medical loss ratio -money spent on
procedures over money incoming- of 85% or higher to take advantage of tax benefits (DHHS, 2011).

Conclusion

The state, if not the most, is an important actor of the organizational life. It determines the rules about
the behaviors of organizations, and even what the “organization” is (Scott and Davis, 2007). Although
“the state must surely be the major force affecting organizational formation in the twentieth century”
(Aldrich, 1979: 164), the organizational institutionalists have not given sufficient attention the role of
states in the institutional fields. In this study, I have tried to investigate the impacts of the state on
institutional change and the field-level logics in the context of health care field. The research shows
that the states are the protagonists in four historical case studies. Despite different health care systems
(material aspect), basic values and dominant ideologies (symbolic aspects), states have the leading role
in health care field since the Industrial Revolution. The state regulates the health care field in Germany
and the United States, it administrates health care in Canada and it both administrates and operates
health care in the Great Britain.

Until the end of the nineteenth century, the community logic seems dominant via the guilds
and/or friendly societies in the health care field. In the first stage, there is the unhealthy repercussion
of the Industrial Revolution, which can be labeled as an environmental shock (Haunschild and
Chandler, 2008), and there are socialist movements at different tones in all the cases that make
pressure for change, which can be considered under the internal contradictions (Seo and Creed, 2002).
In the second stage, we see the dominant actorhood of the states because of the widely acceptance of
the health care both as a human right and a collective value. As various groups in the societies urged
for privileges and rights (Fligstein and McAdam, 2012), the states started to involve the health care
field. The states favor the logics of regulated community in Germany, bureaucracy in the Great
Britain, and administrated market in Canada. Why the states choose these logics? It seems the
availability and accessibility of the community, state, and market logics has the greatest role.
Germany’s polity started to be state-corporatist before Bismarck, the statist currents gained power in
the Great Britain in the World War 11, and Canada was trying to solve the problems through hybrid
policies originated from its European and American heritage. In terms of institutional change, we can
talk about both rapid and incremental change. We see blending (Thornton et al., 2012) as combining
dimensions of state and community in Germany. Basis of norm and ideology changed from guild
membership to citizenship in nation, and from corporatism to statist-corporatism, respectively. In



48 Taking the state seriously ...

Canada, there is hybridization of state and market logics. There is citizenship in nation and self-
interest of the shareholders of health facilities, and statism and liberalism, together. The bureaucracy
logic replaced regulated community logic in the Great Britain. In the third stage, we see both
institutional change processes and continuing power struggles between the states and the physicians.
In this stage, the physicians, who choose the professional logic, started the resistance. They used the
strategies of defying and avoiding, but finally they compromised (Oliver, 1991) with the states. In the
third stage, Germany and Canada have maintained their logics mostly and this stage continues. In the
Great Britain, the logic of bureaucracy evolved to the logic of managerial bureaucracy in the 1980s.
Because of the increasing interaction of liberal currents and its liberal polity, statist ideology
assimilated (Thornton et al., 2012) liberal ideology and private ownership in health care facilities has
accelerated. The case of the United States is completely different. There has not been a unified health
care system, which covers all people. Moreover, the United States ranks under the OECD average
among the key indicators of health care quality, although it spends more money on health care than
any other OECD countries. The state has never been administratively strong in the United States. The
physicians have tried to protect their autonomy. The protected and organized groups of society such as
elderly in Medicare, employees have the PHI, and the veterans, have believed that they earned and
deserved their protection thus they have fought for it. The health care corporations and insurance
companies have used the market logic since 1980s and they have won the power struggle. However,
since the resent reform attempt has accomplished, we may talk about the logic of regulated market and
assimilation of the dimensions of state logic by market logic through strict control of transactions and
price mechanisms in the United States.

Although the health care systems stem from different conditions and develop on different
routes, there is some convergence between them. The states concern to control health care costs while
at the same time to improve the effectiveness and efficiency of the system; to reduce the health care
inequalities and differences in access; to promote the patient participation and to improve patient
satisfaction; to reduce the fragmentation of services and the promotion of continuity of care (Stevens,
2010). As we mention above, the SHI of Germany had been funded by premiums paid and controlled
by employers and labor unions for a long time. However, the pools have been integrated and general
taxing has been added to revenue collecting. Germany now also makes room for public and private
actors, thereby squeezing the traditional system of self-regulation. Looking at the British NHS, we
find a bureaucratic health care system that has introduced market elements to improve efficiency and
profit. The NHS is still in a centralized funding mode however, the dominant logic has shifted from
formal bureaucracy to the managerialist bureaucracy. While, the NHI of Canada is a hybrid structure,
in the United States, for the first time in the history, compulsory health insurance will be started
although it bases on private coverage. On the other hand, there is a more clear convergence in the
payment of provision. Prospective funding methods of provision, such as under capitation and DRGs,
are gaining dominance in all systems.
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Kurumsal Mantiklar, Orgiitsel Degisim ve Bireysel Aktorler:
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Ozet

Bu calismada, Tiirk Milli Egitim sisteminde faaliyet gdstermekte olan bir 6zel okulda yasanmakta olan
degisim sirasinda, oOrgiitte yer alan aktorlerin degisime dair davranis ve uygulamalarinin alandaki
kurumsal mantiklar1 6rgiit icindeki giigleri ¢ergevesinde ardil davranis ve uygulamalara ne bigimde
yansittiklart belirlenmeye ¢alisiimistir. Calismada, oncelikle, tarihsel siire¢ ve toplumsal yapi iginde
gerceklesen hakim uygulamalar, deger yargilar1 ve inang¢ Oriintiileri degerlendirilerek Tiirk Milli
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Egitim alaninda, “yurttas yetistirme mantig1”, “ticari mantik”, “dindar nesiller yetistirme mantig1”,
“kiiltiir ihrac1 mant1g1”, “siav basaris1 mantig1” ve “insan kaynagi yetistirme mantig1” olmak iizere
alt1 farkli kurumsal mantik tespit edilmis, daha sonra sdylemlerde somut hale gelen bu kurumsal
mantiklarin, aktorlerin 6rgiit icindeki gii¢leri ¢ercevesinde ardil davranig ve uygulamalara ne bi¢cimde
yansidigi calisilan 6zel okulda yapilan derinlemesine miilakatlar ve sdylem analizi yontemleriyle
belirlenmistir. Elde edilen bulgular 1s18inda, degisim konusunda inisiyatif {istlenen degisim
ajanlarinin, yerlesik olduklari kurumsal mantiklar ve birey olarak kendileri toplumsal ve orgiitsel
baglamda giic kazandik¢a, “genis hareket kabiliyeti’ne ulastiklari, diger taraftan inisiyatif tistlenip
istlenmemelerine bakilmaksizin tiim Orgiitsel aktdrlerin degisime dair sergiledikleri uygulamalarin
oncelikle alanda hakim kurumsal mantiklarin ¢izdigi c¢erceve icerisinde yerlesik sodylemlerle
mesrulastirilirken ikincil bir faktdr olan “gii¢” olgusuna bagh olarak da farklilastig1 ve “karst koyma”,
“erteleme” ve “uyma” bigiminde somut hale geldigi anlasiimistir.

Anahtar Sozciikler
kurumsal mantiklar, bireysel aktorler, 6rgiitsel degisim, Tiirk Milli Egitim alan

Giris

Belirli bir orgiitsel alanda olusan farkli kurumsal mantiklar (Alford ve Friedland, 1985; Friedland ve
Alford, 1991; Reay and Hinings, 2005; Thornton vd., 2005) o alandaki bir orgiitte yasanan degisim
siirecinde  Orgiitsel aktorlerin degisim karsisindaki davranis ve uygulamalarini ne derece
belirlemektedir? Bireysel aktdrlerin degisim siirecinde davranis ve uygulamalarina yansiyan daha
genis diizeydeki kurumsal mantiklar1 algilama, yorumlama ve benimseme diizeyi (Dacin vd., 2002;
Battilana, 2006; Suddaby ve Greenwood, 2005; Kog, 2012) &rgiit icindeki goreceli giiclerine (Ozen,
2007: 314) gore ne derece farklilasmaktadir?

Orgiitlerde yasanan degisim esnasinda bireysel aktorlerin degisim karsisindaki davranis ve
uygulamalar1 6rgiit ¢alismalarinda siklikla islenen bir konudur ve 6zellikle, degisim siirecinde yasanan
basarisizliklar, bireysel aktoriin merkezi roliiniin yeterince 6nemsenmemesine baglanmaktadir (Hall ve
Hord, 1987; Isabella, 1990; Armenakis, vd., 1993; Lau ve Woodman, 1995; George ve Jones, 2001;
Greenhalgh, vd., 2004). Bu goriiste birey, orgiitsel degisim siirecinin merkezine yerlestirilmekte (Choi,
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2011), ancak bireyin i¢inde bulundugu sosyal ve kurumsal baglam goz ardi edilmektedir. Oysaki yeni
kurumsal kuram perspektifinden bakildiginda, bireylerin davranis ve uygulamalar1 i¢inde bulunduklar:
kurumsal baglamin yansimasi olarak ortaya ¢ikar (DiMaggio, 1986; Thornton vd., 2012). Bu durumda,
belirli bir oOrgiitsel alandaki bireysel aktorlerin davranislari gercekte nasil olusur sorusu onem
kazanmaktadir.

Yeni kurumsal kuram ilk gelisim yillarinda aktorlere atfettigi sinirli rollerle oOrgiitler
iizerindeki yapisal etkiler iizerine yogunlasarak, orgiitsel degisimlerden ziyade “benzerliklerin” ve
“duraganliklarin™ teorisi olarak bilinirken (Meyer ve Rowan 1977; Zucker, 1977; Scott ve Meyer
1983; DiMaggio ve Powell, 1983; Greenwood ve Hinings, 1996), sonraki ¢alismalarda gerek orgiitsel
degisim modellerine gerekse kurumsal siireglerde aktoriin 6nemine dikkat ¢ekmektedir (Zilber, 2002;
Greenwood ve Hinings, 1996; Hallett ve Ventresca, 2006; Powell and Colyvas, 2008; Battilana, Leca
ve Boxenbaum, 2009; Thornton vd., 2012). Bu c¢alismalarda, genel olarak, oOrgiitsel degisim
stireglerinde aktoriin eylemselliginin, mikro ve makro diizeyler arasindaki etkilesimler, tarihsellik ve
siiregsellik unsurlar1 ile birlikte “sosyal baglam” ile degerlendirilebilecegi vurgulanmaktadir
(Pettigrew, Woodman ve Cameron, 2001; Palmer ve Biggart, 2002; Ozen, 2002; 2007). Son yillarda
ozellikle “kurumsal mantiklar” perspektifinin 6ne ¢ikarak (Galvin, 2002; Hinings, vd., 2004; Reay and
Hinings, 2005; Scott, vd., 2000; Thornton, vd., 2005; Thornton and Ocasio, 1999, 2008) bireysel
aktoriin davramiginin sosyal, kiiltiirel ve politik baglam igerisinde “yerlesik, gdmiilii ve smirh
maksatli” olarak tanimlandigi ve aktdrlerin maksatlarinin sinirliliginin “sosyal kimlikleri, bireysel
cikar ve amaclar ile biligsel limitlerine” baglandig: goriilmektedir (Thornton vd., 2012). Buna gore,
bireysel davranis ve uygulamalar, kurumsal mantiklara gore “sosyal, kiiltiirel ve politik baglam
icerisinde yerlesik, gomiilii ve sinirli maksatli” nitelik tasirken “sosyal kimlikler, bireysel ¢ikar ve
amagclar ile bilissel limitlere” bagl olarak ortaya ¢ikacaktir (Thornton vd., 2012). Su halde, belirli bir
orgiitsel alanda olusan kurumsal mantiklarin o alandaki bir 6rgiitte yasanan degisim siirecinde orgiitsel
aktorlerin degisim karsisindaki davranis ve uygulamalarini ne derece ve nasil belirledigi merak konusu
olmaktadir. Burada, bireysel aktorlerin oOrgiit icindeki goreli giici ve pozisyonu da cesitlilik
gostereceginden, kurumsal mantiklara bagl olarak ortaya ¢ikacak davranis ve uygulamalarin sahip
olduklar giice gore ne derece farklilasacagi da 6nem arz edecektir. Bu sekilde, bu calisma, bir tarafta
orgiitsel degisim siirecinde ortaya ¢ikan bireysel davranis ve uygulamalarin ne derece kurumsal
mantiklara gémiilii oldugunu belirlemeyi amaclarken, diger tarafta, kurumsal mantiklarin orgiitsel
aktorlerce degisim siirecinde algilanma, yorumlanma ve igsellestirilme diizey ve yansimalarinin
orgiitsel gilice gore ne derece sekillendiginin anlasilmasina katki saglayabilecektir.

Bu baglamda ¢alismanin, bir yandan, belirli bir 6rgiitsel alanda faaliyet gosteren bir orgiitteki
aktorlerde cesitli orgiitsel siire¢ ve uygulamalara karsi olusan davranis ve uygulamalarin, o orgiitsel
alan1 bicimlendiren kurumsal mantiklara dair ipuglarini ne kadar ve ne sekilde yansittigini ortaya
koyarak kurumsal kuramda bireysel aktoriin roliinlin anlasiimasina, diger yandan, orgiitsel degisimin
karsisindaki tutum ve davraniglarin ne derece bireysel ya da ne derece baglama gomiilii oldugunun
ortaya konulmasina, boylelikle kurumlarin ve kurumsal mantiklarin mikro temellerine ve kurumsal
mekanizma-bireysel aktor iliskisine dair yazina katki saglamasi beklenmektedir.

Calismada, Tiirk Milli Egitim sisteminde faaliyet gostermekte olan bir 6zel okulda yasanmakta
olan degisim sirasinda, Orgilitte yer alan aktorlerin degisime dair davranis ve uygulamalarinin egitim
alaninda hakim kurumsal mantiklar1 Orgiit icindeki gili¢leri ¢ergcevesinde ardil davranig ve
uygulamalara ne bi¢gimde yansittig1 belirlenmeye calisilacaktir.

Bu baglamda o©ncelikle, kurumsal kuram ve bireysel aktorlerin kuramdaki konumu ile
kurumsal mantiklar, degisim ve bireysel aktorler kavramlari iizerine yazinin mevcut durumu
inlenmigtir. Akabinde tarihsel siire¢ ve toplumsal yapr ve bunlara bagli olarak alanda yapilanmis
hdakim uygulamalar, deger yargilart ve inang oriintiilerinin degerlendirilmesi sonucunda Tiirk Milli
Egitim alaninda hakim olan kurumsal mantiklar tespit edilmistir. Daha sonra séylemlerde somut hale
gelen bu kurumsal mantiklarin, aktorlerin Orgiit icindeki giicii ¢ercevesinde ardil davranig ve
uygulamalara ne bi¢imde yansidigi ¢alismanin uygulama asamasinin gergeklestirildigi okulda yapilan
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derinlemesine miilakatlar ve soylem analizi yontemleriyle tespit edilmistir. Calisma, elde edilen
bulgular ve sonug boliimleriyle son bulmaktadir.

Yeni Kurumsal Kuram ve Bireysel Aktorler

“Toplumsal kurmacilik” paradigmasi, diinyay1 kurumlardan oriilii bir yap1 olarak goriir ve bu yapinin,
bireye her ne kadar biiyiik ve anlasilmasi gii¢ goriinse de, insani olarak {iretilmis ve insa edilmis bir
nesnellik icerdigini 6ne siirer. Bu noktada, insani olarak iiretilmis ve tarihsel siire¢ igerisinde
nesnellesmis kurumlarin varlig1 ontolojik olarak insandan bagimsiz bir statiide diisliniilemez. Bireyin
iiretmeye yetkin oldugu yapilar1 daha sonra nesnel ve hatta insaniistii kurumlar olarak algilamasi her
ne kadar paradoksal bir duruma isaret ediyorsa da bir bireyin dmriiniin ¢ok ama ¢ok Otesine varan
tarihsel bir nesnellesme siireci, bireysel aktor ile kurumlar arasindaki {iretim-yeniden iiretim esasina
dayal:1 diyalektigin gormezden gelinmesini engellemektedir (Berger ve Luckmann, 1967).

Orgiitsel analizde de yeni kurumsal paradigma (YKK) kékenlerini dayandirdigi “toplumsal
kurmacilik” (Berger ve Luckmann, 1967) yaklasimina ragmen aktorlere sinirli bir dnem atfetmis ve
bireysel aktorii sosyal yapi icerisinde yalnizca “yerlesik/gomiilii eyleyen” (embedded agency) olarak
konumlandirmis (Thornton ve Ocasio, 2008), bu suretle orgiitler {izerindeki yapisal etkiler iizerine
yogunlasarak, “benzerliklerin” ve “duraganliklarin” teorisi olarak gelismistir (Meyer ve Rowan 1977;
Zucker, 1977; Scott ve Meyer 1983; DiMaggio ve Powell, 1983; Greenwood ve Hinings, 1996). Bu
perspektif, belirli bir sosyal baglam i¢inde benzer alanlarda faaliyet gosteren ve ayn1 kurumsallasmis
uygulamalarin ¢izdigi ¢erceve igerisinde varliklarini silirdiirmekte olan Orgiitleri ve bu oOrgiitlerde
gozlemlenen es bi¢imli (isomorphism) uygulamalar1 agiklamakta yeterlidir. Oysaki ayn1 sosyal baglam
ve ayni kurumsal sinirlar icinde de olsalar orgiitlerin tamaminda her konuda esbi¢cimli uygulamalara
rastlanamadig1 da bir gergektir. Bu noktada elestirilen YKK, orgiitlerdeki farkliliklari, degisimleri ve
hatta her tiirlii uygulamanin sinirlandiricisi olarak konumlandirdigi kurumlarin olusumunu ve
degisimini de agiklayamamakla itham edilmistir (Zucker, 1988). Bundan 6tiirii, daha sonra,
kurumlarin olusumu ve degisimi ile ayn1 alanda yer alan orgiitlerdeki farkli uygulamalar ile orgiitsel
degisimleri kurumcu perspektiften agiklamaya ¢alisan caligsmalar yapilmistir. Bu ¢alismalarda
gozlemlenen ortak nokta, gerek kurumsal gerekse Orgiitsel diizeyde olusum, degisim ve farklilagma
gibi olgularin incelenmesinde aktorlerin ve onlarin tercihlerinin de inceleme nesnesi olarak kabul
edilmek zorunda kalmmmasidir. Bu yeni perspektif bir yandan kurumcu yaklasimin temel
varsayimlarindan biiyiik bir kopus olarak degerlendirilirken, diger yandan YKK’in kdkenlerini
dayandirdig1 “toplumsal kurmacilik” yaklasimina yeniden geri doniis ve “korii koriine islevselcilikten”
uzaklasma olarak yorumlanmistir.

Bu baglamda, 6ncelikle orgiitsel, daha sonra alansal ve en nihayetinde de kurumsal diizeyde
gozlemlenen farkli uygulamalari, degisimleri ve olusumlar, tarihsellik igerisinde nesnellesen
kurumlarin yeniden iiretilmesi siirecinde bireysel aktdriin de bizatihi rol aldigi fenomenler olarak
degerlendiren ve bu suretle bireysel aktoriin roliiniin de anlasilmasina ¢aba gdsteren g¢alismalarin
yapilmas: “toplumsal kurmacilik” kdkeni ile uyumlu ve gerekli goriinmektedir.

Kurumsal Mantiklar, Degisim ve Bireysel Aktorler

“Toplumsal kurmacilik” koékeni ile uyumlu bir yaklasimla “bireysel aktdéri” ve onun kurumlarin
olusumu ve degisimindeki roliinii inceleme nesnesi olarak kabul eden yeni perspektifin kurumsal
esbicimlilikten ayrilan uygulamalar1 aciklamak {izere olusturdugu olgulardan biri “kurumsal
mantiklar” kavrami olarak karsimiza ¢ikmaktadir. Kavrami ilk kez Alford ve Friedland (1985; 1991)
modern bati toplumlarindaki c¢elisik uygulamalar1 acgiklamak {izere kullanmislardir. Alford ve
Friedland’a gore, bat1 toplumlarinda , piyasa, biirokrasi, toplu 6rgiit, meslekler, aile ve din her biri
kendilerine 6zgli kurumsal mantiklara sahip ve potansiyel olarak birbirleriyle celisik merkezi
kurumlar1 olusturmaktadirlar (Thornton, 2004). Bu merkezi kurumlar sahip olduklari mantiklar
araciligi ile orgiitsel ve bireysel davraniga rehberlik etmekte ve onu sinirlamaktadir. Aktorlerin s6z
konusu kurumlar1 algilamalari, onlara anlamlar yiiklemeleri ve bdylelikle olusan sinirlamalar
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cercevesinde kendi davraniglarinin olusumu ve bigimlenmesi, kolektif kimliklerin tanimlanmasi, gii¢
ve statii i¢in ortaya konulan miicadele, siniflandirma, kategorize etme ve odaklanma gibi
mekanizmalar1 bigimlendiren kurumsal mantiklar aracilifi ile gergeklestirilmektedir (Thornton ve
Ocasio, 2008). Bu siirecler boyunca aktorler, kurumsal mantiklar aracilig: ile bir yandan kurumlari
algilayip bunlara anlamlar yiiklerken diger taraftan davramislarini cergeveleyen bu kurumlari
eylemleriyle yeniden iiretmektedirler (DiMaggio, 1997; Greenwood vd., 2002; Suddaby ve
Greenwood, 2005; Battilana, 2006).

Boylelikle YKK, orgiitler ve bireyler bazinda ortaya ¢ikan farkli davranislara ve uygulamalara,
sosyal baglam i¢cinde gomiilii de olsa aktorii inceleme nesnesi olarak kabul ederek, modern toplumu
olusturan merkezi kurumlara ait ve birbirleriyle g¢elisik farkli kurumsal mantiklarin varlig: ile agiklama
getirmeye ¢alismaktadir. Buna gore, belirli bir 6rgiitsel alanda yer alan aktorler ve drgiitler, alandaki
algilamalari, davranislari, uygulamalar1 smirlandiran celisik kurumsal mantiklardan biri yahut bir
kacinin etkisi altinda farkli davranislara ve uygulamalara yonelebilecek ve bu suretle gesitli orgiitsel
uygulamalar ile degisim siire¢leri agiklanabilecektir.

Yeni kurumsal kuram perspektifinden orgiitsel ve kurumsal bazda gozlemlenen degisimleri ve
olusumlar1 agiklarken inceleme nesnesi olarak aktorii 6n plana alan bir diger kavram da “kurumsal
girisimci” (Institutional Entrepreneurs) olarak karsimiza c¢ikmaktadir. DiMaggio (1988)’ya gore,
kaynaklar1 elinde bulunduran kurumsal girisimciler kendi ¢ikarlarina yonelik firsatlar gordiiklerinde
harekete gecebilir ve yeni kurumlar insa etmeye ve mevcutlar1 degistirmeye yonelik faaliyetlere
girigebilirler. Bunlar, orgiitler, orgiit gruplari, bireyler yahut birey gruplar: olabilirler (Greenwood vd.,
2002; Maguire vd., 2004; Battilana vd., 2009). Kurumsal girisimciler sosyal baglam igerisinde
varhigin siirdiiren kimi kurumsal mantiklar ¢ergevesinde gelistirdikleri soylemlerle mesafe kat ederler.
Bu kurumsal mantiklar, kurumsal girisimcilerin ortaya ¢ikartmaya c¢aba gdosterdikleri yeni
uygulamalarla uyum gosteren ve onlarin olasi miittefiklerini ve karsitlarini etkilemelerinde temel
olusturabilecek sdylemsel altyapiya sahip 6zellikler tagirlar (Suddaby ve Greenwood, 2005; Battilana
vd., 2009).

Diger taraftan, kurumsal girisimcilerin kendi ¢ikarlarma yonelik firsatlar gordiiklerinde
harekete gecebilmeleri ve mevcut kurumsal ve Orgiitsel uygulamalarin disinda kalacak kimi
uygulamalar konusunda inisiyatif alabilmeleri sosyal baglamdaki pozisyonlar1 (6rgiit dis1 ve ici giic)
ile de dogrudan ilgili olacaktir. Bu baglamda, i¢inde yer aldiklar1 orgiitiin alandaki durumu, birey
olarak kendilerinin alandaki ve o6rgiit icindeki konumlar1 ve orgiitler aras: hareketlilik unsuru kurumsal
girisimciler ile orgiitsel degisim ajanlarinin olas: miittefiklerini ve karsitlarini etkilemelerinde en az
kurumsal mantiklar kadar 6nem arz edecektir (Battilana, 2007).

Modern bati toplumlarinda karsilagilan celigik uygulamalar1 agiklamak iizere her biri kendine
0zgli ve potansiyel olarak birbirleriyle ¢elisen kurumsal mantiklara sahip merkezi kurumlardan biri de
“meslekler”dir (Friedland ve Alford, 1991; Thornton, 2004). Battilana (2007), hékim kurumsal
cerceveden ayrik uygulamalarda “bireysel aktorlerin kurumsal girisimci davranisi gésterme
ihtimalini” orgiit i¢i ve dis1 baglam i¢inde sahip olduklar1 konumlar ve ait olduklar1 meslekler gibi
sosyal gruplarla iliskilendirerek aciklamaktadir. Buna gore bireysel aktorlerin kurumsal girisimci
davranig1 gosterme ihtimalini arttiran etkenlerden birinin meslekler gibi ait olduklari sosyal gruplarin
statiisii oldugu anlasilmaktadir.

Boylelikle kurumsal mantiklar ve kurumsal girisimci kavramlari ile yeni kurumsal kuram, bir
yandan bireysel aktdr nezdinde ussal-stratejik se¢im unsurunu inceleme konusu olarak kabul etmekle
elestiri konusu edilirken, diger yandan aktorii sosyal baglam icerisinde yerlesik, gomiilii ve
sinirlandirilmis da olsa kaynaklara ve uygulamalarini giiclendirecek sdylemsel altyapiy1 saglayacak
kurumsal mantiklara olan yakinlifi ve sosyal baglam (6rgiit disi ve ici) icerisindeki giicii ile de
iliskilendirerek kendilerini sinirlandiran mevcut kurumlardan ayrilan kimi uygulamalar1 yapmaya ve
bu suretle orgiitsel ve kurumsal degisimleri, olusumlar1 ve yeniden iiretimi gergeklestirmeye muktedir
bir konuma yiikseltmis bulunmaktadir.
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Sekil 1. Orgiitsel Alanda Kurumsal Girisimci Olarak Bireysel Aktorler
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Kaynak: Battilana (2006), s. 669.

Gelinen noktada, mevcut ¢alismalarin bireyi, ancak belirli bir 6rgiitsel alanda kurumsal yahut orgiitsel
baglamda degisim inisiyatifini dogrudan iistlenen aktorler olarak inceledigi goriilmektedir. Oysaki
YKK kokenini olusturan “toplumsal kurmacilik paradigmas1” ile de tutarli bir perspektifle kurumlarin
ontolojisini incelerken degisim inisiyatifini dogrudan iistlenmeyen diger bireylerin insani olarak
tiretilmis ve tarihsel siire¢ igerisinde nesnellesmis kurumlar karsisindaki davranmiglarini da gdrmezden
gelmemelidir. Bu baglamda, degisim inisiyatifini dogrudan iistlenmeyen bireylerin degisim karsisinda
gostermis olduklar1 davranislarin yerlesik bulunduklar: kurumsal mantiklarin ¢erceveledigi sinirlar
icerisinde ve orgiit ici (bigimsel ve bicimsel olmayan pozisyon ve pozisyon saglamligi) ve orgiit disi
baglamdan (sosyal gruplarin statiisii, orgiitiin statiisti, orgiitler arasi hareketlilik) beslenen giic
olgusunun etkisi ile olugacagi diistiniilmektedir.

Sekil 2. Kurumsal Mantiklar ve Orgiitsel Alanda Bireyin Durumu
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Kaynak: Battilana (2006), s. 669’dan degistirilerek olusturulmustur.
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Bu c¢alisma ile Tiirk Milli Egitim Sistemi i¢inde faaliyette bulunan bir 6zel okulda, orgiitsel
alandaki hakim kurumsal mantiklardan iraksak bir bigimde gergeklesen orgiitsel degisim siirecinde,
tim bireysel aktorlerin davranislar1 yerlesik olduklar1 kurumsal mantiklar ve sahip olduklar giicle
iligkilendirilerek anlasiimaya ¢alisilmaktadir.

Tiirk Milli Egitim Sistemi
14.06.1973 tarih ve 1739 sayil1 Milli Egitim Temel Kanunu’na gére;

“Tiirk Milli Egitim Sistemi, orgiin egitim ve yaygin egitim olmak iizere, iki ana
boliimden kurulur. Orgiin egitim, okul oncesi egitimi, ilkogretim, ortadgretim ve
yiiksekégretim kurumlarini kapsar. Yaygin egitim, orgiin egitim yamnda veya
disinda diizenlenen egitim faaliyetlerinin tiimiinii kapsar. (Md. 18)”

Buna gore, orgiin egitim, belirli bir yas grubundaki ve seviyedeki bireylere belirlenmis
programlar dahilinde ve okul binalarinda verilen diizenli egitim faaliyetini, yaygin egitim ise, halk
egitimi, ¢iraklik egitimi ve uzaktan egitim yontemleriyle gerceklestirilen acik 6gretim kurumlari,
meslek edindirme, ana-¢ocuk egitimi ve okuma yazma kurslar1 gibi kurumlar aracilig: ile 6rgiin egitim
sistemine hi¢c girmemis yahut orgiin egitim siteminin herhangi bir kademesinde bulunan ya da bu
kademelerden birinden ayrilmak zorunda kalmis bireylere sunulan egitim faaliyetlerini kapsamaktadir
(Giir ve Celik, 2009). Bu faaliyetlerin yiiriitiilmesini saglamak tizere her asamadaki politika belirleme,
planlama, organize etme, koordine etme, yiirlitme ve denetim faaliyetlerinden sorumlu kurum Milli
Egitim Bakanligi (MEB), mevcut goriiniimii ile son derece merkeziyet¢i ve dev bir yapiya sahip
goriinmektedir. Oyle ki 2011 yili verilerine gore kamu idarelerinin tamaminda toplam 2.274.041
personel (memur, sézlesmeli personel, siirekli is¢i ve kapsam disi personel) caligmaktayken bunun
992.130’u, yani yaklagik olarak % 44’1 tek bagina MEB’nda yer almaktadir (Devlet Personel
Bagkanlig Istatistikleri, http://www.dpb.gov.tr/dpb_istatistikler.html, 05.01.2012).

1739 sayil1 Milli Egitim Temel Kanununda tanimlanan egitim faaliyetleri icerisinde ilk ve orta
ogretim MEB’in denetimi ve gozetimi altinda “parasiz devlet 6gretim kurumlart” ve “ozel 6gretim
kurumlari’nda yiiriitilmektedir. 14.02.2007 tarih ve 5580 sayili Ozel Ogretim Kurumlari Kanununa
gore, 6zel 6gretim kurumlant “Tiirkive Cumhuriyeti uyruklu gercek kisiler, 6zel hukuk tiizel kigileri
veya ozel hukuk hiikiimlerine gére yonetilen tiizel kisilerce agilan o6zel ogretim kurumlart ile
yabancilar tarafindan agimis bulunan 6zel ogretim kurumlarini kapsamaktadir” (md.1). Kanuna gore,
Tirk Milli Egitim Sistemi igerisinde orgiin ilk ve orta 6gretim faaliyetlerinin gergeklestirildigi 6zel
ogretim kurumlar1 yabanct okullar, azinlik okullari, milletler arasi okullar ve diger ozel okullar olarak
siniflandiriimaktadir. Yabanci okullar, yabancilar tarafindan agilmis 6zel okullar1 kapsarken, azinhk
okullari, Rum, Ermeni ve Musevi azinliklar tarafindan kurulmus, Lozan Antlagmasi ile giivence altina
almmis ve kendi azinligina mensup Tiirkiye Cumbhuriyeti uyruklu 6grencilerin devam ettigi okul
oncesi egitim, ilkdgretim ve ortadgretim 6zel okullarindan ve Milletleraras: 6zel 6gretim kurumlari da,
yalniz yabanci uyruklu 6grencilerin devam edebilecekleri 6zel 6gretim kurumlarindan olugmaktadir.
(md. 2). Bu baglamda, Tirk Milli Egitim Sistemi icerisinde ilk ve orta dereceli orgiin 6gretim
faaliyetlerinin mevcut yapisin1 Tablo 1°de gosterildigi bicimde 6zetlemek miimkiindiir.

Meyer ve Scott’a (1983) gore, 6zellikle piyasa kontroliiniin siirli oldugu sektorlerde, orgiitler,
kaynaklara ve mesruluga ulagabilmek adina genis kurumsal ¢evrece tayin edilen bigimsel uygulamalari
takip ederler. Bu tespit ayn1 zamanda hangi hallerde kurumsal girisimcilerin ve Orgiitsel degisim
ajanlarinin hareket kabiliyetlerinin arttigini da gostermektedir. Bir sektérde veya oOrgiitsel alanda,
piyasa kontroliiniin rolii artinca mevcut kurumlarin ve kurumsal mantiklarin yeniden ingasi yahut
bunlarin sinirladig1 ¢erceve igerisinde de olsa es bigimlilik paradigmasini desteklemeyen uygulamalar
ile orgiitsel degisimler konusunda elleri giiclenen ve firsatlarla karsilasan kurumsal girisimciler yahut
orgiitsel degisim ajanlar1 daha rahat davranabileceklerdir.
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Tablo 1. Tiirk Milli Egitim Sisteminde 1k ve Orta Dereceli Orgiin Ogretimin Yapisi

Devlet Okullan Ozel Okullar
Hizmet Devlet Ozel
sunucusu
Hl.ZmE.)fl.ll Parasiz Parah
niteligi
Parasiz devlet Milletleraras1 6zel| Diger 6zel 6gretim
Kuruml Yabanci Okullas Azmnlk Okulla
urdmiar okullart abanct g & 6gretim kurumlari kurumlari
Osrenciler Tiirkiye Cumhuriyeti | Tiirkiye Cumhuriyeti| Tiirkiye Cumhuriyeti| Yalniz yabanci | Tiirkiye Cumhuriyeti
& uyruklu bireyler uyruklu bireyler uyruklu azmlklar [uyruklu 6grenciler|  uyruklu bireyler

Bu baglamdaki kurumsal girisimcilerle orgiitsel degisim ajanlarindan, ortaya koymaya ¢aba
gosterdikleri yeni uygulamalar1 paradigmatik temelde destekleyen kurumsal mantiklara yerlesik
sOylemler beklenmelidir. Zira bu mantiklarin onlara sagladigr sdylemsel temel sayesinde degisim
siirecinde olas1 miittefikleri ile karsitlarini etkileyebilecek ve mesafe kat edebileceklerdir. Dolayis: ile
bu kurumsal mantiklar, kurumsal girisimcilerin ve rgiitsel degisim ajanlarinin ortaya ¢ikartmaya ¢aba
gosterdikleri yeni uygulamalarla uyum gosteren ve onlarin olast miittefiklerini etkilemelerinde temel
olusturabilecek sdylemsel altyapiya sahip Ozellikler tasiyabilecektir. Diger taraftan, piyasa
mekanizmalarinin islemeye baslamasi ile hareket kabiliyeti artan kurumsal girisimciler agisindan rgiit
disinda ve ig¢inde sahip olduklar1 sosyal pozisyonlar: ile buna bagli olarak ortaya ¢ikan giiclerinin de
etkili olacagi unutulmamalidir.

Tirk Milli Egitim sektoriinde de 1980’°lerden itibaren yasanan liberallesme ile birlikte 6zel
okullarin sayisinda gézlemlenen artig ve buna bagli olarak piyasa mekanizmasinin islemeye baslamasi,
bu alandaki orgiitler olan 6zel okullara kaynaklara ve mesruluga ulasabilmek adina eskisine nazaran
genis kurumsal ¢evre (kurum olarak ¢evre (Zucker, 1977)) tarafindan tayin edilen uygulamalara daha
az uyma ve Orgiitsel diizeyde (kurum olarak 6rgiit (Zucker, 1977)) farklilasan kurumsal uygulamalarin
olusumu (kurumsal girisimciler ya da orgiitsel degisim ajan1) ve benimsenmesi yoniinde de daha
serbest davranma hususunda hareket kabiliyeti kazandirmis goziitkmektedir.

Tiirk Milli Egitim Sisteminde Kurumsal Mantiklar

Tirk Milli Egitim alaninda, tarihsel siireg, toplumsal yapi ve bunlara bagl olarak alanda yapilanmis
hakim uygulamalar, deger yargilari ve inang oriintiilerinin degerlendirilmesi sonucunda “yurttas
yetistirme mantig1”, “ticari mantik”, “dindar nesiller yetistirme mantigt”, “kiiltiir ihraci mantigi”,
“stnav basarisi mantig1” ve “‘insan kaynagi yetistirme mantigi” olmak {izere alti1 farkli kurumsal
mantik tespit edilmistir. Gelinen noktada, sektorde faaliyet gostermekte olan bir 6zel okulda
yasanmakta olan degisim sirasinda, Orgiitte yer alan aktorlerin degisime dair davranis ve
uygulamalarinin egitim alaninda hakim kurumsal mantiklart sosyal baglam igindeki giigleri
cergevesinde ardil davranis ve uygulamalara ne bi¢gimde yansittiklarini tartigsmadan once tespit edilen

bu kurumsal mantiklarin incelenmesi yerinde olacaktir.

Yurttas Yetigtirme Mantigi

Cumbhuriyet, diger pek ¢ok hususta oldugu iizere egitim konusunda da Osmanli’dan aldig1 mirasi
yeniden diizenlemek suretiyle kurumsal anlamda siirdiirmiistiir. Bu baglamda cumhuriyetin ilk
yillarinda “Ogretimi Birlestirme (Tevhid-i Tedrisat)”, “Laiklestirme”, “Egitimi Orgiitleme”, “Egitimin
Niteliginde Degisme” ve “Egitimi Yayginlastirma” olarak siniflandirilabilecek bes alanda reform
caligmalar yapildig1 gozlemlenmektedir. 03.03.1924 tarih ve 430 sayili Ogretimde Birlik (Tevhid-i
Tedrisat) yasasi, 22.03.1926 tarih ve 789 sayili Maarif Teskilatina Dair Kanun, bugiin faaliyetlerini
Talim ve Terbiye Kurulu Baskanlig1 olarak siirdiiren “Milli Talim Terbiye Dairesi”nin kurulmasi,
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01.11.1928 tarih ve 1353 sayili yasayla Latin harflerinin kabuli, “Milll Egitim Stra”larinin
toplanmasi, “Millet Mektepleri’nin acgilmasi bu reform ¢alismalar1 arasinda sayilabilir (MEB, 2005).
S6z konusu reform calismalari incelendiginde biiyiik toprak kayiplar1 sonrasi dagilmis ¢cok uluslu bir
imparatorluktan aldig1 miras iizerine iiniter bir ulus-devlet yapis1 insa etmek isteyen yeni bir devletin,
ozellikle milliyetgi degerlerin altin1 ¢izerek sadik yurttas yaratilmasini saglayacak bir egitim sistemi
olusturmaya calistig1 goriilmektedir. Bu yap1 igerisinde devlet 20. yiizyilin ilk yarisinin sonuna dek
egitim konusunu tekel olarak yiiriitmiis ve yeni devletin kurucu antlasmasi Lozan’da varliklar1 garanti
altina alinan dnceden kurulmus yabanci okullarla azinlik okullar1 disinda, yabanci yahut yerli 6zel
okullar a¢ilmasina izin verilmemis, var olanlar da ¢ok sik1 bir kontrole tabi tutulmuslardir. Bu noktada
tek istisna olarak, devlet-6zel miitesebbis ortaklig1' ile 1928de kurulan Tiirk Egitim Dernegi (TED) ve
bu dernege ait okullar gosterilebilir. Kaldi ki, bu dernegin ve okullarmmin yapisinda da devletin
etkinligi gozlemlenmektedir:

Tiirkive Cumhuriyeti'nin kurulusu ile birlikte ... Atatiirk'in 1925 yilinda
Mecliste yaptigr ve ozel kisi, kuruluslar egitime katki yapmaya ¢agiran konusmasi,
"Tiirk Maarif Cemiyeti" ve Atatiirk'iin 6zlemini duydugu nitelikli Tiirk okullarinin
agtlmast igin ilk adim niteligini tasimistir. Tiirk Maarif Cemiyeti, bugiinkii ismiyle
Tiirk Egitim Dernegi, ... Cumhuriyeti kuran kadrolarin onderliginde 31 Ocak 1928
tarihinde kurulmustur. Ilk Bagkani Tiirkive'nin ikinci Cumhurbaskan: Ismet
Inéniifdiir]. 1930-1931 egitim ve égretim yilinda ... acilan anaokulu ile egitim
Jfaaliyetlerine baglamigtir. 1931, 1933 ve 1936 yillarinda ilkokul, ortaokul ve lise
kasimlart agumistir (TED Ankara Koleji, http://www.tedankara.k12.tr/public/, 2012).

TED ve okullariin ortaya ¢ikisinda Cumhuriyet 6ncesinde yasananlar neticesinde yabancilar
tarafindan kurulan 6zel okullara kars1 ortaya ¢ikan refleks neticesinde bu okullarin 6nemli bir kisminin
kapatilmast ve var olanlar {izerinde de kurulan siki denetim sonucunda, 6zellikle Tiirk 6grencilere
yabanci dil egitimi de verebilecek modern okullarin bulunmayisinin etkisi goéz ardi edilmemelidir. Bu
baglamda, TED okullarinin ¢ocuklarint yabanci dil 6grenebilecekleri modern okullarda okutmak
isteyen devlet biirokrasisinin merkezi olan Ankara’da kurulmus olmasi1 da anlamlidir.

Cumbhuriyetin ilk yillarindan itibaren iiniter bir ulus-devlet insast ve bu yapiya sadik
yurttaglarin  yetistirilmesi paradigmasina uygun olarak ylriitiilen egitim-6gretim politikalariin
glinimiizde de -ayn1 giicte olmasa da- devam ettigi sOylenebilir. Halen yiiriirlilkte olan 14.06.1973
tarih ve 1739 sayili1 Milli Egitim Temel Kanunu’na gore Tiirk Milli Egitiminin genel amac1:

“Tiirk Milletinin biitiin fertlerini, (1) Atatiirk inkildplarina ve Anayasanin
baslangicinda ifadesini bulan Tiirk milliyet¢giligine bagh; Tiirk Milletinin milli,
ahldki, insani, manevi ve kiiltiirel degerlerini benimseyen, koruyan ve gelistiren;
ailesini, vatanini, milletini seven ve daima yiiceltmeye ¢alisan; insan haklarina ve
Anayasamin baslangicindaki temel ilkelere dayanan milli, demokratik, ldik, sosyal
bir hukuk devleti olan Tiirkive Cumhuriyetine karsi gorev ve sorumluluklarini bilen
ve bunlart davranis haline getirmis yurttaglar olarak yetistirmek; (2) Beden, zihin,
ahlak, ruh ve duygu bakimlarindan dengeli ve saghkl sekilde gelismig bir kisilige ve
karaktere, hiir ve bilimsel diisiinme giictine, genis bir diinya goriisiine sahip, insan
haklarina saygili, kisilik ve tesebbiise deger veren, topluma karsi sorumluluk duyan;

" Her ne kadar devlet-6zel miitesebbis ortakligi denildiyse de o giinkii sartlar altinda bunun esit bir ortaklik gibi
algilanmamasi gerekir. Zira dernegin kurulusunda gorev alan heyetin olusumu su sekildedir: Trabzon
Milletvekili Hasan Saka'nin baskanliginda, Basbakan Ismet Inonii, dokuz bakan, iki yiiz elli milletvekili, Genel
Kurmay Baskani ve ikinci bagkani, iki danistay iiyesi, Milli Egitim Bakanlig1 Miistesar1 ve bakanligin on iki
genel miidiirli, on tiniversite rektorii ve dekani, iki bakanlik genel miidiirii, bir is adami ve bir gazeteci (TED
Ankara Koleji, http://www.tedankara.k12.tr/public/, 2012).
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yapici, yaratic ve verimli kisiler olarak yetistirmek; (3) Ilgi, istidat ve kabiliyetlerini
gelistirerek gerekli bilgi, beceri, davranmislar ve birlikte is gorme aliskanlig
kazandirmak suretiyle hayata hazirlamak ve onlarin, kendilerini mutlu kilacak ve
toplumun mutluluguna katkida bulunacak bir meslek sahibi olmalarini saglamak;
béylece, bir yandan Tiirk vatandaglarimnin ve Tiirk toplumunun refah ve mutlulugunu
artirmak; 6te yandan milli birlik ve biitiinliik icinde iktisadi, sosyal ve kiiltiirel
kalkinmay: desteklemek ve hizlandirmak ve nihayet Tiirk Milletini ¢cagdas uygarligin
yapici, yaratici, seckin bir ortagi yapmaktir (md.2)”

S6z konusu yasal diizenleme bir biitiin olarak incelendiginde egitim sisteminin her kademesi
icin giiclii bir “milliyet¢ilik” ve “yurttaglik” vurgusunun oldugu gézlemlenmektedir.

Ticari Mantik

Cumbhuriyetin ilk yillarindan itibaren tniter bir ulus-devlet insas1 ve bu yaprya sadik yurttaslarin
yetistirilmesi paradigmasina uygun olarak yiiriitiilen egitim-6gretim politikalarinda ilk kirilmanin
1960’larda yasandig1 goriilmektedir. Bu baglamda bir askeri miidahale sonucu ortaya ¢ikan 1961
Anayasasinin “Bilim ve Sanat Hiirriyeti” baslikli 21. maddesine gore;

“Herkes, bilim ve sanati serbest¢e 6grenme ve ogretme, agiklama, yayma ve bu
alanlarda her tiirlii arastirma hakkina sahiptir. Egitim ve ogretim, Devletin gozetim
ve denetimi altinda serbesttir. Ozel okullarin bagh oldugu esaslar, Devlet okullart
ile erisilmek istenen seviyeye uygun olarak kanunla diizenlenir. Cagdas bilim ve

egitim esaslarina aykirt egitim ve ogretim yerleri agilamaz”

Bu diizenlemenin bir kirilma 6zelligi tasimasinin ana nedeni oncelikle egitim-6gretim meselesinin
anayasa diizeyinde ilk kez ele alinmasidir. Bu durum daha 6nceki 1924 Anayasasinda yer almayan bir
husustur. Diizenlemenin kirilma olarak goriilmesinin diger bir nedeni devletin kurulusundan itibaren
yaklasik 35 yili askin bir siire boyunca benimsedigi egitim ve 6gretimde tekel olma ve mevcut 6zel
okullar lizerinde mutlak denetim egilimini yumusatmasidir. Zira bu madde ile egitimin ve 6gretimin -
devletin giozetimi ve denetimi altinda- serbest oldugu ve bu dogrultuda 6zel okullarin da ¢ikarilacak
yeni kanuni diizenlemeler ¢ercevesinde acilabilecegi hiikiim altina alinmig bulunmaktadir.

Bu maddenin 6ngordiigii ve “6zel okullarin bagli oldugu esaslar”a dair diizenlemenin 625
sayili Ozel Ogretim Kurumlar1 Kanunu ile 1965 yilinda gerceklestirildigi gézlemlenmektedir. Bu
kanuna gore;

“Ozel 6gretim kurumlary; Tiirkive Cumhuriyeti uyruklu gercek kisiler, ozel hukuk
tiizel kisileri veya 6zel hukuk hiikiimlerine gore idare edilen tiizel kisiler tarafindan
agilan her derecedeki okullar, haberlesme ile 6gretim yapan yerler, ¢esitli kurslar,
dershaneler, bicki - dikis yurtlari ve benzeri kurumlar ile yabancilar tarafindan
agilmis  bulunan ogretim  kurumlardwr (md.1) [ve bunlar] ... Milli Egitim
Bakanhginin denetim ve gézetimi altindadir (md.2). Yabanci uyruklu ger¢ek veya
tiizel kisiler, kendi adlarina veya Tiirkiye Cumhuriyeti uyruklu gercek veya tiizel
kisiler adina her ne suretle olursa olsun Tiirkiye'de yeniden 6zel ogretimi kurumu
agamazlar. Ancak, bu kanunun hiikiimlerine gére kurulmus ézel okullara, Tiirk Milli
Egitiminin amaglarina uygun olarak calismak iizere ve Milli Egitim Bakanliginin
izniyle, 6gretim elemani ve ders arag ve gere¢leri yardiminda bulunabilirler (md.5)
(Ozel Ogretim Kurumlart Kanunu, 1965).”

S6z konusu diizenleme ile Tiirk, yabanci, azinlik vb. tiim 6zel okullarin, genel amaglari, temel ilkeleri,
egitim sistemi icindeki yerleri, 6gretmenlerinin nitelikleri, binalar1 ve tesisleri, egitim ara¢ ve
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gerecleri, gorev ve sorumluluklar1 dahil hemen her konuda siki devlet kontrolii altina alindig1 ve bu
dogrultuda yalnmizca Tirkiye Cumhuriyeti uyruklu gercek ve tiizel kisilerce yeni 6zel okullarin
acilmasina izin verildigi gézlemlenmektedir. Bu baglamda 1969 yilina gelindiginde 6zel okullarin
sayisinin 44’e yiikseldigi goriilmektedir (Dikmen, 1971; Uygun; 2003).

1980’lere gelindiginde, Tiirkiye, bir askeri miidahale ile daha karsilagmis ve akabinde yeni bir anayasa
metni ile yasamaya baslamistir. 1982 Anayasasinin 42. maddesi “Egitim ve 6grenim hakki ve 6devi”
basligini tasimaktadir ve bu maddeye gore:

“... Egitim ve 6gretim, Atatiirk ilkeleri ve inkilaplari dogrultusunda, ¢agdas bilim ve
egitim esaslarina gore, Devletin gozetim ve denetimi altinda yapilir. Bu esaslara
aykirt egitim ve ogretim yerleri agilamaz. ... Ozel ilk ve orta dereceli okullarin bagl
oldugu esaslar, Devlet okullari ile erisilmek istenen seviyeye uygun olarak, kanunla

diizenlenir. ...”

Yeni yonetim ile birlikte tilkede gozlemlenen ekonomik liberallesme egilimi ve yeni anayasanin da
gerekleri dogrultusunda gerek bir biitiin olarak egitim sisteminde gerekse 6zel okullarin faaliyetlerinin
kontroliinde yeni diizenlemeler goze ¢arpmaktadir. S6z konusu siire¢ hem makro hem mikro baglamda
devlet egitiminin ¢6ziildiigii sdyleminin dile getirildigi bir siirectir (Cakar, 2009). Bu noktada makro
baglamda giiclenen neo-liberal sdyleme paralel olarak devletin egitim sektdriinde yiiriitiicii roliinii terk
ederek diizenleyici yeni bir rol iistlenmesi yoniinde yeni bir paradigma ortaya ¢ikmaktadir (Friedman,
1997).

Bu dogrultuda iilkemizde de 6ncelikle 1980°1i yillarin ilk yaris1 iginde 625 sayil1 Ozel Ogretim
Kurumlar1 Kanununun neredeyse biitiin maddelerinin degistirilerek adeta yeniden yazildig1
goriilmektedir. Buna miiteakip 1985 yili itibari ile 6zel Ogretim kurumlarinin gelismelerini ve
yayginlagmalarini tesvik edici ve kolaylastirici nitelikte diizenlemeler dikkat ¢ekmektedir (Uygun,
2003). S6z konusu yeni diizenlemeler ve olusan yeni ortam gii¢lii biirokratik denetim olgusuna ragmen
egitim sektdriinde 6zel okullar arasinda ticari mantigin gelismesine neden olmus goériinmektedir.

14.02.2007 tarih ve 5580 sayili Ozel Ogretim Kurumlari Kanunu ile 625 sayili kanun
yiirtirlitkten kaldirilmistir. S6z konusu yeni kanunda eskisine nazaran giiglii devlet denetimi konusunda
biiyiik bir ilerleme goriilmiiyorsa da sonrasinda ¢ikarilan alt-mevzuat metinleri ile yeni 6zel 6gretim
kurumlarinin  agilmasinin  kolaylastirildigr  anlagilmaktadir  (http://www.mufettisler.net/dernek-
duyurulari/134-ozel-okul-acmak-kolaylastirildi.html). MEB istatistiklerine goére (Tablo 2), 2002 yili
sonrasinda gerek 6zel okul sayilarinda, gerekse bu okullardaki 6grenci ve 6gretmen sayilarinda oransal
olarak gézlemlenen biiytik artis 6zel okul isletmeciliginin karl bir is olarak goriilmeye devam ettiginin
bir gostergesi olarak yorumlanabilir.

Dindar Nesiller Yetistirme Mantigi

1980°de yasanan askeri miidahale ve sonrasinda yiiriirliige giren yeni anayasa ile birlikte 1983 yili
icerisinde 1739 sayili Milli Egitim Temel Kanununda da bir takim degisiklikler yapilmis ve tiim
maddelerdeki Atatiirk ilkeleri vurgusu artirilmis, buna ek olarak kanunun &nceki halinde “Tiirk
egitiminde laiklik esastir. Din egitimi ve 6grenimi ancak kisilerin kendi istegi ve kiigiiklerin de kanuni
temsilcilerinin istegine bagl olarak verilir. Bu istek kayit esnasinda veliler tarafindan okul idaresine
yazili olarak bildirilir” bi¢ciminde diizenlenen “Laiklik” basliklt 12. madde “Tiirk milli egitiminde
laiklik esastir. Din kiiltiirii ve ahlak ogretimi ilkogretim okullari ile lise ve dengi okullarda okutulan
zorunlu dersler arasinda yer alir” bigiminde degistirilmistir.

S6z konusu diizenlemelere kosut olarak 1980 sonrasinda iilke genelinde de muhafazakarlagma
yoniinde bir egilim oldugu goriilmektedir (??7?). Bu fikirler ve karsit goriistekiler arasinda 6zellikle son
on yil icerisinde gozlemlenen ideolojik temelli ¢atismalar bir yana birakilirsa 1980 sonrasi itibari ile
ozellikle kimi dini cemaatlerin kontroliindeki okullarda ve son olarak da bizzat Basbakanin
sOylemlerinde somut hale gelen “dindar nesiller yetistirme” mantigindan bahsetmek olanaklidir
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(http://www.hurriyet.com.tr/gundem/19819295.asp). Bu baglamdaki mantigin giiclenmesine dair son
olarak 30.03.2012 tarih ve 6287 sayil1 yasa ile 1739 sayili yasanin 22. maddesinde yapilan ve ortaokul
ve liselerde, “Kur’an-1 Kerim ve Hz. Peygamberimizin Hayat1” isimli dersi se¢cmeli ders olarak
miifredata dahil eden diizenleme gosterilebilir:

“likogretim kurumlary; dért yil siireli ve zorunlu ilkokullar ile dért yil siireli,
zorunlu ve farkl programlar arasinda tercihe imkdn veren ortaokullar ile imam-
hatip ortaokullarindan olusur. Ortaokullar ile imam-hatip ortaokullarinda lise
egitimini destekleyecek sekilde 6grencilerin yetenek, gelisim ve tercihlerine gére
secimlik dersler olusturulur. Ortaokul ve liselerde, Kur'an-i Kerim ve Hz.
Peygamberimizin hayati, istege bagh se¢meli ders olarak okutulur. Bu okullarda
okutulacak diger se¢meli dersler ile imam-hatip ortaokullar: ve diger ortaokullar

s

icin olusturulacak program segenekleri Bakanlik¢a belirlenir.’

Tablo 2. 2003-2012 Yillar1 i¢in Ozel Okullara Dair Istatistiki Veriler

| OKUL SAYILARI |
YILLAR ILKOGRETIM | RESMi OZEL | ORAN | INDEKS | ORTAOGRETIM | RESMi (OZEL | ORAN | INDEKS
2003| 2004 36114 35501 613 0,017 | 1,000 6941 6460 481 | 0,069 | 1,000
2004| 2005 35611 34937 674 0,019 | 1,115 6816 6215 601 | 0,088 | 1,272
2005| 2006 34990 34262 728 0,021 | 1,226 7435 6785 650 | 0,087 | 1,262
2006| 2007 34656 33899 757 0,022 | 1,287 7934 7217 717 | 0,090 | 1,304
2007| 2008 34093 33227 866 0,025 | 1,496 8280 7548 732 | 0,088 | 1,276
2008 2009 33769 32862 907 0,027 | 1,582 8675 7865 810 | 0,093 | 1,347
2009| 2010 33310 32431 879 0,026 | 1,555 8912 8182 730 | 0,082 | 1,182
2010| 2011 32797 31899 898 0,027 | 1,613 9281 8483 798 | 0,086 | 1,241
2011| 2012 32108 31177 931 0,029 | 1,708 9672 8817 855 | 0,088 | 1,276

OGRETMEN SAYILARI

YILLAR ILKOGRETIM | RESMI OZEL | ORAN [ INDEKS | ORTAOGRETIM | RESMI OZEL | ORAN [ INDEKS
2003| 2004 384170 367895 | 16275 | 0,042 [ 1,000 147776 140630 | 7146 | 0,048 | 1,000
2004| 2005 401288 383331 | 17957 | 0,045 [ 1,056 167614 159362 | 8252 | 0,049 | 1,018
2005| 2006 389859 370316 | 19543 | 0,050 [ 1,183 185317 171177 | 14140 | 0,076 | 1,578
2006| 2007 402829 381354 | 21475 | 0,053 | 1,258 187665 174992 | 12673 | 0,068 | 1,396
2007| 2008| 445452 422264 | 23188 | 0,052 | 1,229 191041 177902 | 13139 | 0,069 | 1,422
2008| 2009 453318 428429 | 24889 | 0,055 | 1,296 196713 181997 | 14716 | 0,075 | 1,547
2009| 2010 485677 458046 | 27631 | 0,057 | 1,343 206862 190750 | 16112 | 0,078 | 1,611
2010| 2011 503328 473904 | 29424 | 0,058 | 1,380 222705 205800 | 16905 | 0,076 | 1,570
2011| 2012 515852 484161 | 31691 | 0,061 | 1,450 235814 216428 | 19386 | 0,082 | 1,700

OGRENCI SAYILARI

YILLAR ILKOGRETIM | RESMI OZEL | ORAN | INDEKS | ORTAOGRETIM | RESMi OZEL | ORAN | INDEKS
2003| 2004| 10479538 |10318650| 160888 | 0,015 | 1,000 3014392 2943929 | 70463 | 0,023 | 1,000
2004 2005| 10565389 |10393474| 171915 | 0,016 | 1,060 3039449 2968196 | 71253 | 0,023 | 1,003
2005 2006 10673935 |10484845| 189090 | 0,018 | 1,154 3258254 3181584 | 76670 | 0,024 | 1,007
2006 2007| 10846930 |10633859| 213071 | 0,020 | 1,279 3386717 3300259 | 86458 | 0,026 | 1,092
2007| 2008| 10870570 |10644383| 226187 | 0,021 | 1,355 3245322 3151480 | 93842 | 0,029 | 1,237
2008 2009 10709920 |10469932| 239988 | 0,022 | 1,460 3837164 3724889 | 112275 0,029 | 1,252
2009 2010| 10916643 |10664676| 251967 | 0,023 | 1,503 4240139 4121917 | 118222 | 0,028 | 1,193
2010 2011| 10981100 |[10713806| 267294 | 0,024 | 1,585 4748610 4618213 | 130397 | 0,027 | 1,175
2011 2012| 10979301 |[10692329| 286972 | 0,026 | 1,702 4756286 4618122 | 138164 | 0,029 | 1,243

KAYNAK: MEB Istatistikleri Kitabi (Orgiin Egitim) 2011-2012'den derlenmistir.

Kiiltiir Ihract Mantigh
Yasadigimiz topraklarda egitimde yenilesme hareketleri olarak adlandirilabilecek ilk uygulamalar 18.
ylizyilin sonlarinda baslamistir. Bu baglamda gerceklestirilen yenilikler, 6zellikle, agilan yeni askeri
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okullarla birlikte Fransizca ve Ingilizce gibi yabanci dillerin 6gretim programlarma girmesi,
ilkdgretimin zorunlu hale getirilmesi ve yetistirilmek iizere Avrupa’ya 6grenci génderilmesi olarak
sayilabilir (MEB, 2005).

S6z konusu yenilesme hareketleri ile birlikte Osmanli Devleti’nde, Tanzimat sonrasi egitim

sistemini okullar bazinda ii¢ grup halinde toplamak miimkiindiir (Uygun; 2003):
a) Medrese, mektep vb. geleneksel okullar,
b) Yenilesme hareketlerine kosut olarak devlete bagl olarak acilan riistiyeler, idadiler,
askeri vb. okullar,
¢) Miisliman olmayan cemaat teskilatlar1 ile yabanci misyon ve hiikiimetlere bagl
okullar.

Ucgiincii grubu olusturan okullar gerek Lozan Antlasmasi gerekse cumhuriyetin ilanindan sonra
yapilan kanuni diizenlemeler icerisinde “azinlik okullar1 ve yabanci okullar” bashigi altinda yer alan
okullardir. Ozel okul statiisiindeki bu okullarin tarihsel siire¢ icerisinde oynadiklar1 roller {izerine
yapilan pek cok calisma bulunmaktadir (6rn. Seving, 1975; Vahapoglu, 1990; Tozlu, 1991). Onemli
Ol¢iide, bu okullarin Osmanli Devletinin yikilmasindaki rolleri {iizerinde duran s6z konusu
caligmalarda oOrtiilii yahut agik bir bigimde ortaya konan genel kani, bunlarin egitimden ¢ok kiiltiir
ihracinin araglari olarak ortaya ciktiklar yoniindedir (Uygun, 2003). Ornegin, Abdiilhamit déneminde
faaliyet gosteren Protestan okullarmma dair bir ¢alismada, hemen hemen hepsi Amerikan Board
Misyoner Orgiitiine bagl bu okullarin biiyiik 6l¢iide “Protestanlig1 yaymak, ... dteki yabanci, 6zellikle
[de] Fransiz okullarimin kiiltiirel etkisi ile miicadele etmek” {izere faaliyet gosterdikleri
vurgulanmaktadir (Akytiz, 1970; Uygun, 2003).

Cumbhuriyetin ilami ile birlikte, biiyiikk toprak kayiplari sonrasi dagilmis c¢ok uluslu bir
imparatorluktan aldig1 miras iizerine iiniter bir ulus-devlet yapist insa etmek isteyen yeni devletin
imparatorlugun dagilma safhasinda yasananlar neticesinde refleks olarak s6z konusu “azinlik okullar:
ile yabanci okullara” mesafeli, yaklastigi, bu baglamda yeni devletin kurucu anlagmasi olan Lozan’da
varliklar1 garanti altina alinan 6nceden kurulmus yabanci okullarla azinlik okullar1 disinda, yenilerinin
acilmasina izin verilmedigi, var olanlar iizerinde de ¢ok siki bir kontrol mekanizmast kuruldugu
goriilmektedir.

Yasamakta oldugumuz giinlerde hem azinlik okullar1 ham de yabanci okullar varliklarim
siirdiirmektedirler. 5580 sayili Ozel Ogretim Kurumlari Kanununa gére “azinlik okullar” kavrami
“Rum, Ermeni ve Musevi azinliklar tarafindan kurulmus, Lozan Antlagmasi ile giivence altina alinmig
ve kendi azinligina mensup Tiirkiye Cumhuriyeti uyruklu 6grencilerin devam ettigi okul Oncesi
egitim, ilkdgretim ve ortadgretim Ozel okullarmi”, “yabanci okullar” kavrami ise “yabancilar
tarafindan agilmis 6zel okullar” karsilamaktadir. Bu noktada yabanci okullara Tiirkiye Cumbhuriyeti
vatandaslar1 da kaydolabilmektedir.

S6z konusu “yabanci okullar”in isimleri agik bir bicimde “Alman Lisesi, Avusturya Lisesi,
Italyan Lisesi, Fransiz Lisesi” vb. biciminde olup, hemen hemen hepsinin kurulus amaci, misyonu
yahut hedeflerinde agik olarak yahut ima yoluyla, “kiiltiirel ortaklik, kiiltiirlerin kaynagmasi,
yakinlasmasi, kiiltiir kopriileri” gibi kavramlardan bahsedilmekte ve yabanci dil olarak s6z konusu
iilkelerin dilleri 6gretilmektedir.

Bu baglamda Lozan Antlagmasi ile giivence altina alinan varliklar: ile birlikte hali hazirdaki
durumlar1 da gbéz Oniinde bulundurularak yasal tanimiyla “yabancilar tarafindan agilmis Ozel
okullarda” gozlemlenen hakim mantigin “kiiltiir ihrac1” olarak nitelenebilecegi diisliniilmektedir.

Sinav Basarist Mantigi

Bilindigi tlizere, oyunun kurallarini ortaya koyup aktorleri bilissel olarak etkileyen ve sosyal baglami
kategorize eden kurumsal mantiklar (Friedland ve Alford, 1991; DiMaggio, 1997; Thornton ve
Ocasio, 2008; Danigsman, 2012), bu ozellikleri ile aktorlerce sergilenen tiim eylemlere de kilavuzluk
yapmaktadirlar (Scott, 1995; Kog, 2012 ). Bu baglamda degerlendirildigi zaman, Tiirk Milli Egitim
sisteminde her gecen yil isimleri degisse de bir iist kademe egitim siirecine baglayacak her 6grencinin
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daha iyi bir okula girebilmek adina basarili olmasini gerektiren yarisma sinavlarin varligi ile bu
suretle ortaya ¢ikan ve “okul-6zel dershane-6zel ders” iiclemesinden olusan sistem igerisinde somut
tezahiirleri goriilen “smav basaris1” fenomeninin ‘“alandaki aktorlerce sergilenen tiim eylemlere
kilavuzluk eden” onciil bir unsur oldugunu ve kurumsal mesruiyetin temel kaynagini olusturdugunu
s0ylemek yanlig olmayacaktir.

Ulkemizde halen Milli Egitim Bakanligi’na kayitli 3867 &zel dershane bulunmakta ve bu
kurumlarda 64 bini Ogretmen olmak iizere yaklagik 78 bin 500 insan c¢aligmaktadir
(http://www.okulyonetimi.com/index.php/2012/12/turkiyede-kayitli-dershane-sayisi/). Tiirkiye Odalar
ve Borsalar Birligi’nin (TOBB) “Tiirkiye Egitim Meclisi Sektor Raporu”na (2011) goére, 2000 yilinda
1730 olan ézel dershane sayisi 2011°de %134 artisla 4055°e, 488 bin 284 olan dershanelere kayith
dgrenci sayis1t %153 artisla 1 milyon 234 bin 738’e yiikselmistir. Ozel dershanelerde gozlemlenen bu
olaganiistii artiglarin “sinav basarisi” fenomeninin en somut gostergeleri oldugu sdylenebilir. Bu
baglamda Tiirk Milli Egitim alaninda aktorlerce sergilenen tiim eylemlere kilavuzluk yapan ve bu
ozelligi ile sosyal eylemi kategorize eden kurumsal mantiklar arasinda bir de “sinav basarisi
mantigi’ndan s6z etmek yanlis olmayacaktir.

Insan Kaynag Yetistirme Mantig

Alvin Toffler (2008) diinya tarihini {iretim, iiretimin konusu ve yonetimi perspektifinden tanimlayarak
{ic boliime aywrmaktadir. Bunlardan ilki birinci dalga olarak adlandirdig1 tarim toplumudur. ikinci
dalga sanayi toplumu; ti¢iinciisii ise bilgi toplumudur. Yazara gore her yeni dalga ile birlikte bir 6nceki
dalgada kalan eskimis diisiince kaliplari, 6gretiler, ideolojiler kendi ¢ag1 i¢in ne kadar faydali olmus
olursa olsun, yenicagin gereklerini karsilayamayacaktir. Her yeni dalga kendine &zgii diisiiniis
bicimlerini, 6gretilerini, ideolojilerini ve dolayisi ile de kurumlarini beraberinde getirecek bunu da
biliyiikk 6lclide toplumsal yasami koklii degisimlere ugratan biiylik soklar neticesinde yeniden
kurgulanan yasama bi¢imleri ve aligkanliklar1 sayesinde yapacaktir. Sozii edilen yeni toplumsal
yasay1s bicimi gilindelik hayatin her zerresinde gbzlemlenen ve bir 6nceki dalgadan koklii bir bigimde
ayrilan ve ¢ogu kez ayrmtilardan olusan ve insanoglu i¢in somut gercekligi ifade eden biitiin
fenomenlerdir.

Egitim de Toffler’in ¢izdigi bu cergeve icerisinde toplumsal yasami koklii degisimlere ugratan
biiyiik soklar neticesinde yeniden kurgulanan kurumlardan birisidir. Bu baglamda, bilgi toplumunun
ihtiya¢c duydugu egitim paradigmasi1 ve bu paradigmanin gerektirdigi kurumlar elbette ki bir 6nceki
dalga olan sanayi toplumunun egitim paradigmasi ve bu paradigmanin ihtiyaci olan kurumlardan
farklidir. 21. Yiizyili yasayan bizlerin sans1 (yahut sansizlig1) ise iki dalga arasindaki gecis stireci ile
bunun geregi olarak ortaya c¢ikan farklilagsan diisiiniis bigcimleri, 6gretiler ve ideolojiler neticesinde
yeniden tanimlanan ve degisen kurumlarin olusumuna bizzat sahit olusumuzdur.

Sanayi toplumunun devlet yapist, ulus devlet, bu devletin yonetim bigimi biirokrasi, iiretim
mekani fabrika, fabrikalarin tiretim bi¢imi bilimsel ve davranig¢1 yonetim, bu devlet ve iiretim sistemi
icin yurttag yetistiren mekanlar ise okullar olarak karsimiza ¢ikmaktadir. Oysaki Toffler’in ii¢lincii
dalga olarak gosterdigi bilgi toplumunun devlete, biirokrasiye, fabrikaya, liretim big¢imlerine ve
yonetim anlayisina dair farklilagan paradigmasina bagli olarak egitim paradigmasi da farklilagsmakta
bu baglamda da sanayi toplumunun egitim kurumlari olan okullar yetersiz kalmaktadir.

Bilgi toplumunun ihtiyaci olan egitim paradigmasi egitim kurumunu okul duvarlarinin digina
tastyan ve insan Omriiniin her kademesine yayan, mekanlardan ve ritiiellerden bagimsiz yepyeni bir
kurum haline getirmektedir. Bu yiizdendir ki, Birlesmis Milletler, OECD, AB gibi uluslar iistii ve
MEB ve TUSIAD gibi ulusal kuruluslarin egitime dair temel politika belgelerinde bilgi toplumu, hayat
boyu 6grenme ve deger yaratan bireylerden ve bu bireylerin ortaya ¢ikmasinda yonlendirici olacak
yeni egitim paradigmasinin kurumlarindan bahsedilmektedir.

Bu yeni egitim paradigmasi ve bu paradigmanin olusturdugu yeni egitim kurumu, sanayi
toplumunun ulus-devlet ve bu yapinin i¢inde yer alan biirokrasi ve fabrikalar i¢in olusmus “yurttas
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yetistirme mantig:’ni, bilgi toplumu i¢in gittikce kiiglilen kiiresel bir diinyada katma deger iireten
“insan kaynag yetistirme mantig: "na doniistirmektedir.

Uluslar {iistii bir diizeyde ve biiyiik 6l¢iide kapitalist toplumlarda gézlemlenen bu iki kurumsal
mantiktan “yurttas yetistirme mantiginin” Tiirk Milli Egitim Sistemindeki yansimalar1 daha 6nce ele
almmusti. Turk Milli Egitim Sisteminde cumhuriyet sonrasi siirecin omurgasi olarak adlandirilabilecek
“yurttas yetistirme mantig1”nin 2000’lere gelene dek alanda varligini giiclii bir bigimde siirdiirdiigii
goriilmektedir. Bu durum egitim sistemi iginde tiim uygulamalarda, kamuya yahut 6zele ait olmasina
bakilmaksizin tiim okullarda varligini agik bir bigimde hissettirmektedir.

2000’li yillarin ortalarindan itibaren gerek uluslar arasi gerekse ulusal anlamda yasanan
gelismeler neticesinde sanayi toplumu paradigmasina 6zgli “yurttas yetistirme mantigi’nda bir
¢oziilme ve bilgi toplumu paradigmasina 6zgli “insan kaynagi yetistirme mantigi”nda bir giiclenme
goriilmektedir. “Insan kaynagi yetistirme mantigi”nin ortaya ¢ikmasi ve giiclenmesi, 1999 yilinda
Tiirkiye’nin Avrupa Birligine adayligmnin kabulii ile baslayan siire¢ igerisinde, katilim ortakligi
belgesinin onaylanmasi, temel hak ve 6zgiirliiklerin kapsamini genisleten uyum paketlerinin kabuli,
siyasi kriterlerin yeterince karsilanmasi iizerine miizakerelerin baglamasi, 2007-2008 yilinda
gerceklesen cumhurbagkanligi se¢imi ve genel segimlerle beraber “yurttas yetistirme mantig1”nin ve
uygulamalarinin savunuculari olan askeri ve sivil biirokrasinin giiciindeki azalisla iligskilendirilebilir.

Bu yeni baglam “yurttag yetistirme mantig1”’nin ¢éziilmesinde etkili olan ortamin olugmasini
saglamis goriilmekle birlikte, bu mantigin topyekun zayifladigindan s6z etmek olasi degildir. Esasinda
halen yasanmakta olan “sanayi toplumundan bilgi toplumuna ge¢is” siirecinin etkilerinin Tiirkiye ve
Tirk Milli Egitim sistemi 6zelinde de yasanmakta oldugunu sdylemek miimkiindiir.

Bu noktada gerceklesen ve “insan kaynagi yetistirme mantig1i”nin olusumunu somutlayan
ornekler olarak, AB iiyelik siireci ile egitim-0gretim camiasinda onemle iizerinde durulan bir husus
haline gelen ve 6grencilerde 6zellikle Avrupa iilkelerine dair “yurttas yetistirme mantig1”na gomiilii
“yurdu bélmeye ve par¢alamaya ¢alisan diigmanlar” algisi degistirmis goriinen yurtdisi degisim
programlari, 14/09/2011 tarih ve 652 sayili Milli Egitim Bakanliginin Teskilat ve Gorevleri Hakkinda
Kanun Hiikmiinde Kararname ile Bakanlik biinyesinde kurulan “Hayat Boyu Ogrenme Genel
Miidiirliigii”’, basta MEB ve {iniversiteler olmak iizere TUSIAD gibi sivil toplum kuruluslarmin da
“okul oncesi ogretim” (http://www.tusiad.org/bilgi-merkezi/raporlar/dogru-baslangic---turkiyede-okul-
oncesi-egitim/), “mesleki ogretim” (http://erg.sabanciuniv.edu/meslekegitimindekalite), “hayat boyu
ogrenme” ve “21. Yiizyil Becerileri ve Egitimin Niteligi” (http://www.tusiad.org/bilgi-merkezi/21--
yuzyil-becerileri-ve-egitimin-niteligi-toplanti-dizisi/) gibi kavramlara odaklanan caligmalar1 ve son
olarak, 0grencilere kilik-kiyafet serbestisi getiren 27.11.2012 tarihli “Milll Egitim Bakanligina Baglh
Okul Ogrencilerinin Kilik ve Kiyafetlerine Dair Yonetmelik™in yiiriirliige konulmasi gosterilebilir.

Gelinen noktada, Tiirk Milli Egitim alan1 i¢in tespit edilen ve “yurttas yetistirme mantigir”,
“ticari mantik”, “dindar nesiller yetistirme mantigi”, “kiiltiir ihract mantigi”, “sinav bagarisi
mantig1” ve “insan kaynagi yetistirme mantigt” olarak adlandirilan alti kurumsal mantigin tarihsel
siirecteki seyri Sekil 3’te gosterilmistir.

Su ana kadar iizerinde durulan ve alanda sahip olduklar1 gdreceli istiinliiklere de bagl olarak
az ya da ¢ok etkin olduklar1 gézlemlenen bu kurumsal mantiklar arasinda mevcut giic dengesinde
yasanan herhangi bir donilisimiin oOrgiitsel diizeyde ve bireysel aktorlerde ne tiir tepkilere neden
olacagi merak edilmektedir. Calismanin bundan sonraki kisminda, kurumsal mantiklardan yurttas
yetistirme, ticari ve sinav basarisi mantiklarimin birlikte var olarak digerlerine gore daha baskin
oldugu bir 6zel okulda ticari ve smav basarisi mantiklarinin varliklarimi daha giiclii bir sekilde
siirdirmeleri yaninda yurttas yetistirme mantigindan insan kaynagi yetistirme mantigina dogru
gergeklesen doniisiim siirecinde okul igerisindeki bireysel aktorlerin rolleri ve uygulamalari
incelenmektedir.



Turhan, Danisman ve Gilindogdu 67

Sekil 3. Tiirk Milli Egitim Alaninda Tarihsel Siire¢ ve Kurumsal Mantiklar®
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Arastirma Yapilan Okul, Degisim Siireci ve Veri Kaynaklar:

Degisim yasanan bir orgiitte yer alan aktorlerin s6z konusu degisime dair rolleri ve uygulamalarinin
alanda hakim kurumsal mantiklar1 sosyal baglam igindeki giicleri cergevesinde ardil davranig ve
uygulamalara ne bi¢imde yansittiklarini tespit edebilmek adina Tiirk Milli Egitim sisteminde faaliyet
gostermekte olan bir 6zel okul tizerinde ¢alisilmistir. Tiirk Milli Egitim alani i¢in tespit edilen farkl
kurumsal mantiklarin bireylerin sdylemlerinde ne derecede somut hale geleceginin ve bu kurumsal
mantiklarin, aktorlerin giicli ¢er¢evesinde ardil davranis ve uygulamalara ne derecede yansidiginin
anlasilmasina yonelik derinlemesine miilakat teknigi ve bu miilakatlar neticesinde ulasilan verilerin
degerlendirilmesinde de sdylem analizi yontemi kullanilmaistir.

Calisilan orgiit, Cukurova Bolgesinde 1988 yilinda kurulan, 86 6grenci ile egitim ve 6gretim
faaliyetlerine baslamis, 2012 yil1 itibari ile 2000’e yakin 6grenci ile 400’e yakin calisan (6gretmen ve
idari personel) sayisina ulagsmis bir 6zel okuldur. S6z konusu 6zel okul 2000’li yillarin baglangicinda
kendi bolgesinde rekabet halinde oldugu diger 6zel okullar arasinda tercih edilme agisindan son
siralarda ve egitim-6gretim iicretleri bakimindan da “en ucuzlardan biri” olma &zelligine sahip iken,
2005 yilina gelindiginde finansal anlamda da kapanma esigine gelmistir. Calismamiza konu olan
degisim siireci de finansal anlamda yasanan bu sikintili giinlerde baglamistir. 1988 yilinda okulu kuran
“baba’nin, “Amerika’da okumus” oglu olarak Tiirkiye’ye donen okulun hali hazirdaki CEO’su,
finansal durumun yoluna konulmasini saglamak amaciyla bankalarla yaptigi uzun vadeli kredi
anlagmalar1 sonrasinda Orgiitte mevcut “is goérme anlayis”in1 ve bu suretle biitiin iklimi kokten
etkileyecek topyekiin bir degisim siirecini baslatmistir.

Bu baglamda 6rgiitsel degisimin Onciisii ve degisim ajani CEO 6ncelikle bdlge halki nezdinde
okula dair olusmus “ucuz ve vasat 6zel okul” algisinin degistirilmesi adina o yillarda bolgedeki

* Sekil 3’te her bir kurumsal mantik igin ¢izgilerin kesikli yahut diiz olmast tarihsel siire¢ igerisinde s6z konusu
mantigin alanda sahip oldugu gii¢ ve etkiyi gostermektedir. Kesikli ¢izgiler diiz ¢izgilere gore daha az gii¢ ve
daha az etki anlamindadir.
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okullarda heniiz goriilmeyen “ar-ge departmani olusturma” ve “egitim-0gretim faaliyetlerinde
teknolojinin daha fazla kullanilmas1” uygulamalarint baslatmistir. Bu paralelde misyon, vizyon ve
deger ifadelerinde ulusal baglam yerine diinya diizeyinde basarilara ve yeniliklere, klasik 6gretmen-
ogrenci-veli liclemesi yerine paydaslara (6grenciler, veliler, mezunlar, ¢alisma arkadaglari, toplum ve
¢evre) vurgu yapan yeni vizyon, misyon ve bir bina olarak okul yerine toplumsal bulusma alani olarak
okul, diploma almaya endeksli anlayis yerine yasam boyu &grenme, simiflar i¢inde O0gretim yerine
mekandan ve zamandan bagimsiz 6gretim, ulusali hedef alan yaklasim yerine kiireseli hedef alan
yaklagim, hakim ideoloji yerine piyasa ihtiyaci gibi unsurlar1 6n plana alan yeni bir perspektif goze
carpmaktadir:

“Bizim Vizyonumuz: Diinyada basarilariyla ve yenilik¢iligiyle 6rnek gosterilen bir
okul olmatk.

Bizim Misyonumuz: Tiim paydagslarimiza (6grencimiz, ekibimiz, velimiz, mezunumuz,
toplumumuz ve ¢evremiz) kattigimiz degeri siirekli ve belirgin bir bigimde artirmak”
(http://www.gundogdu.kl2.tr/dosyalar/pdf/ hakkimizda.pdf).

“Ne muhtesem bir okul! (Ross Wilson, ABD Biiyiikel¢isi)

Okulunuzda 2000 6grencinin Almanca 6grenmesi bizi son derece mutlu etmistir.
(Dr. Eckart Cuntz, Almanya Biiyiikel¢isi)

Egitim alanindaki vizyonunuzdan ¢ok etkilendim. (Colleen Grafy, ABD Kamu
Diplomasisi Miistesar Yardimcisi)

Okula ziyaretim mucizeviydi. (Connie Coppe, Amerikali Sair)

Avrupa’nin modern iilkelerinde bile olmayan modern bir okul. (Klaus Herper, Kéln
Bolgesi, Milli Egitim Direktorii)” (http://www.gundogdu. k12.tr/arsiv.aspx?t=3).

“Avrupa Birliginin Tiirkiye genelinde onayladig: 19 projeden ikisi bizim.
Ogrencilerimiz diinya turunda...

Avrupa Parlamentosunun davetlisi olarak Briiksel deyiz. Cambridge sinavilarinda
diinya istatistiklerindeyiz.” (http://www.gundogdu.k12.tr/arsiv.aspx?t=9).

“Egitim OSCAR w1 Italya’da aldik. Ogrencilerimize ABD 'den rekor sayida burs!”
(http://www.gundogdu.k12.tr/Home.aspx).

Okuldaki mevcut kaniksanmis uygulamalarla higbir paralellik arz etmeyen bu yeni
uygulamalar 1s181nda degisim ajan1t CEO’nun biiyiik 6l¢iide Tiirk Milli Egitim sistemi icerisinde hakim
kurumsal mantiklar arasinda tespit ettigimiz ve 2000’li yillar itibari giic kazanmaya basladigini
soyledigimiz “Insan Kaynagi Yetistirme Mantigi’na yerlesik davranislar sergiledigini sdylemek
olanaklidir. Diger taraftan degisim ajani CEO’nun, calismaya konu 06zel okulun varligim
siirdlirebilmesi adina “ficari mantik” ile Ozellikle “sinav basarisi mantigi’nin etkisi altinda
davranislar benimsedigi de gozlemlenmistir.

Degisim ajan1 CEO ile bir yila yakin bir siire icerisinde gerceklestirilen ¢esitli miilakatlarda
“ticari basari olmaksizin yapilan her seyin bosa gidecegi ve higchir kiymet tasiyamayacagi:” yoniindeki
tespitleri kendisinin, alanda ozellikle 6zel okullarin davranislart ile uygulamalarini bigimlendiren
“ticari mantik’a yerlesik olarak davranmak zorunda oldugu gergegini ortaya koymaktadir.

Diger taraftan arastirmaya konu o6zel okulda gerceklesen degisim siirecine paralel olarak
ortaokul ve lise diizeyindeki okullar ile iiniversitelere giris i¢in yapilan sinavlarda kazanilan basarilari
(6rn. bolge birincilikleri, il birincilikleri, dereceler vs.) on plana alan afig, el ilani, resmi internet
sitesinde duyurular ve gazete haberleri gibi uygulamalar géze ¢arpmistir. Bu c¢abalar ve bu konuda
velilerde ve 6grencilerde olusturulmak istenilen farkindalik daha 6nce Tiirk Milli Egitim alanindaki
davranislart bi¢imlendirdigini iddia ettigimiz ve “sinav basarisi mantigi” olarak adlandirdigimiz
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kurumsal mantiga yerlesik uygulamalar olarak karsimiza ¢ikmaktadir. Degisim ajan1 CEO ile yapilan
miilakatlarda da buna dair tespitler alinmistir:

“... Tiirkiye’de mezunlar: girig sinavlarinda basarili olamayan bir okul ne yaparsa
yapsin ogrenci ¢ekemez, bu nedenle uygulamalarini ister istemez bu dogrultuda

1

olusturmak zorunda kalir.’

Degisim yasayan bir oOrgiitte yer alan aktorlerin degisime dair davranis ve uygulamalarinin
alanda hakim kurumsal mantiklar ile sosyal baglam igindeki gii¢leri cercevesinde ne sekilde
olustugunu tespit etmeye caba gosterdigimiz ¢alismamizda degisim ajam1 CEO disinda degisim
siirecinin tamamina taniklik etmis on ii¢ kisi ile her birisi ortalama bir saat siiren miilakatlar
gerceklestirilmistir. S6z konusu goriismecilerin okul i¢indeki pozisyon ve gorevleri Tablo 3’te
gosterilmistir.

Tablo 3. Gériismecilerin Okul Igindeki Pozisyonlari ve Gorevleri

Goriismeci Pozisyonu/Gorevi

1 Birim Direktorii

2 Elektrik Teknisyeni

3 Operasyon Direktorii

4 Birim Direktorii

5 Kurumsal Iletisim Direktorii
6 Ogretmen

7 Ogretmen

8 Kantin Isletmecisi

9 Basin Danigmani

10 Genel Miudiir

11 Hukuk Danigsmani

12 Ogretmen

13 Birim Direktdrii ve Ogretmen

Goriigsmecilerle yapilan miilakatlarda 3 husus tespit edilmeye c¢alisilmistir. Bunlardan birincisi,
goriisme gerceklestirilen aktdriin daha 6nce Milli Egitim alani i¢in tespit edilen kurumsal mantiklardan
hangisinin yahut hangilerinin ve ne derecede, etkisi altinda oldugudur. Bu baglamda genel toplumsal
yasay1s ve giindelik hayat gibi hususlardan baslanarak egitim sektorii 6zeline dogru genelden 6zele bir
yaklasimla bireylerin yerlesik olduklar1 kurumsal mantiklarin tespit edilmesine ¢aligilmistir.

Goriigmelerde tespit edilmeye c¢alisilan ikinci husus, aktorlerin  degisim siirecinde
karsilagtiklar1 uygulamalar karsisinda ne tir tepkiler verdikleri ve ne tiir davraniglan
benimsedikleridir. Bu hususlar1 tespit etmeye yonelik sorularda goriismeci aktdrlere Oncelikle
“kendileri digsindaki aktorlerin” degisim karsisindaki tutum ve davranislart sorulmus, akabinde de
“kendi tutum ve davranislarina iligskin diisiinceleri” alinmaya caligilmistir.

Goriigmeler esnasinda tespit edilmeye calisilan son husus, sosyal baglam igerisindeki
pozisyonlar1 (8rgiit dist ve i¢i) ile dogrudan ilgili olarak olusan “gii¢” olgusudur. Bu noktada bireylerin
sahip oldugu giiciin tespitinde daha once Sekil 2’de gosterildigi iizere bireyin orgiit icindeki
pozisyonunu tayin eden bigimsel ve bigimsel olmayan pozisyon ile pozisyon saglamligi, orgiitiin
statiisii, sosyal gruplarin statiisii ve orgiitler arasi hareketlilik unsurlar1 géz 6niinde bulundurulmustur.
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Bulgular

Miilakatlar sirasinda goriismecilerin 6nemli bir boliimiinde yurttas yetistirme mantigima yerlesik
sOylemlerle karsilasilmistir. Yurttas yetistirme mantigimm Tirk Milli Egitim alani i¢inde 1923’ten
buyana en baskin mantik olup 2000’li yillar ile birlikte uluslar aras1 ve ulusal baglamda gergeklesen
degisimler neticesinde bir ¢oziilme siirecine girdigi, ancak tam olarak ¢oziilmedigi ve hala en giiglii
mantik oldugu daha once tespit edilmisti. Gorligmecilerle yapilan miilakatlarda da degisim ajan1 CEO
tarafindan gercgeklestirilmek istenen ve biiyiikk ol¢iide insan kaynag: yetistirme mantigima yerlesik
uygulamalara verilen tepkilerin yurttas yetistirme mantigina yerlesik sdylemlerle mesru kilinmaya
calisildig1 gbzlemlenmistir.

Tepki gosterilen yeni uygulamalara ornek olarak, okulda ilk kez ar-ge departmaninin
kurulmasi ve egitim-6gretim faaliyetlerinde teknolojinin daha fazla kullanilmasi dikkat ¢ekmektedir.
Bu uygulamalara ilk etapta 6gretmen kadrosunun 6nemli bir boliimiinden tepki gosterildigi tespit
edilmistir. Bu tepkinin en 6nemli nedeni kuskusuz s6z konusu uygulamalarin dogrudan dgretmenlerin
yaptiklari igle ve i gérme bigimi ile ilgili olmasidir:

“... ne yalan séyleyeyim, akilli tahta kullanilacakmis denildiginde, hemen itiraz
ettim. ‘Yahu ben matematik ogretmeniyim, tahtada soru ¢ozmeden nasil ders
anlatacagim?’ dedim. ‘Hem su ana kadar normal tahtada anlattigimizda
anlasimiyor muydu ki?”’ diye tepki gosterdim...” (Gériismeci 12).

“...Akalli tahta uwygulamasi ilk duyuldugunda ogretmenler arasinda tepki gésterenler
¢ok oldu. Ben de gésterdim. Bu insanlarin biiyiik kismi daha bilgisayar bile
kullanmayt bilmiyorlardr. Korkuyorlard tabi akilli tahtadan da...” (Goriismeci 1).

“Akilly tahtalar gelecekmis denilince bizlerden eski hocalarimiz bir hayli tepki
gosterdiler... belki de sinifta 6grencilerin karsisinda rezil olmaktan korktular...
agtkgast ben de korktum...” (Goriismeci 7).

Degisim siireci basladiginda heniiz kurulmus olan Ar-Ge departmaninda gorev alan ve daha
sonra terfi ederek direktorlikk pozisyonlarma gelen Goriismeci 3, 4 ve 5 egitim kadrosunda
gozlemlenen bu tepkinin biiyiik dl¢iide hizmet y1l1 15-20 y1lin iizerinde olan 6gretmenlerden geldigini
anlatmiglardir:

“...Ben o zaman Ar-Ge’deydim. Bu hocalarimiza, daha ¢ok yash hocalarimiz tabi,
bir hafta ders verdik. Akilli tahtayi anlattik. Korkuyorlard: tabi. Cogu daha
bilgisayar bile kullanmamisti, biz ‘gel akilli tahta kullan’ diyorduk. O siireg
icerisinde ogretmenler odasinda yattim kalktim neredeyse... Dedim ki ‘hocam ne

zaman olursa olsun ¢agirin beni, yardimci olacagim size en ufak sikintinizda...’
(Gériismeci 4).

Okulda hem resim 6gretmeni hem de sanat direktorii olarak gérev yapan Gorlismeci 13°e gore
egitim kadrosunda yer alanlar okulda yasanan degisim siiresince, gerek oOgretmenleri gerekse
ogrencileri birey olarak daha ozgiir davranma konusunda cesaretlendiren kimi uygulamalara
aligmakta zorlanmislardir. Bunlara 6rnek olarak, “égrencilerin iizerinde okul armasi olmak kaydiyla
herhangi bir renkte tisért yahut kazak giyebilmelerini ve saclarimi diledikleri gibi uzatip
tarayabilmelerini” gostermistir:

“ ...e tabi aliskanliklar kolay birakilamiyor. ‘Bu nasil sag yahu, ogrenci mi soytari
mi belli degil’ kabilinden konusmalar 6gretmenler odasinda olmustur” (Goriismeci

13).
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Ayrica goriismemizi gerceklestirdigimiz saatlerde mesai devam etmesine karsin “kot pantolon
ve kazak” ile goriigmeye katilan Goriismeci 13, okulda yasanan degisim siirecinden dnce agik¢a bir
kisitlama olmamasina ragmen bu bigimde giyinemeyecegini beyan etmistir. Bu noktayla ilgili olarak
gorlisme sirasinda fark edilen diger bir ayrintt da ayni1 zamanda 6gretmenlik de yapan Goriigmeci
13’{in saglarmin “mor” olmasidir.

Ogretmenlerin yaninda idari kadroda da daha onceki is gorme aliskanliklarmi terk etmek
istememeye bagli direng mahiyetinde davranislar gozlemlenmistir. Bu tepkiler o6zellikle teknoloji
kullaniminin 6grenilmesi, eski drgiitsel yapinin yikilarak yeniden olusturulmasi gibi noktalarda ortaya
cikmustir.

Goriigmecilerle yapilan miilakatlar neticesinde degisim siireci basladiginda Ar-Ge
departmaninda gorev alan Goriismeci 3, 4 ve 5, hukuk danigsmani1 Goriismeci 11 ve birim direktorii ve
resim O0gretmeni Goriismeci 13’iin degisim baslangicinda pozitif bir tavir takindiklar1 bunun diginda
kalan goriigmecilerin ise ndtr yahut negatif tavirlar takindiklari, degisim sonunda ise tamaminin pozitif
tavra sahip olduklari anlagilmistir.

Tablo 4. Goriigmecilerin Degisime Kars1 Tavirlari

Degisime Kars1 Tavir

Goriismeci Pozisyonu/Gorevi — —
Degisim Baslangici Degisim Sonu

1 Birim Direktori Negatif Pozitif
2 Elektrik Teknisyeni Notr Pozitif
3 Operasyon Direktorii Pozitif Pozitif
4 Birim Direktorii Pozitif Pozitif
5 Kurumsal Iletisim Direktorii Pozitif Pozitif
6 Ogretmen Negatif Pozitif
7 Ogretmen Negatif Pozitif
8 Kantin Isletmecisi Notr Pozitif
9 Basin Danigmani Notr Pozitif
10 Genel Miudiir Negatif Pozitif
11 Hukuk Danigsmani Pozitif Pozitif
12 Ogretmen Negatif Pozitif
13 Birim Direktorii ve Ogretmen Pozitif Pozitif

Miilakatlar sirasinda tespit edilmeye calisilan son husus “bireylerin sahip olduklari gii¢”
olgusuna dair bulgulardan olugmaktadir. Bireylerin sahip oldugu giiciin tespitinde yer alan unsurlardan
bireyin orgiit ig¢indeki pozisyonunu tayin eden bicimsel ve bicimsel olmayan pozisyon ile pozisyon
saglamligi noktasinda okulun kurucusu “baba” figiiriine yahut degisim ajan1 CEO’ya olan yakinlik
gerek bicimsel olmayan pozisyonun gerekse pozisyon saglamliginin kaynaklari olarak tespit edilmistir.

Okul i¢inde bireysel giicli artiran diger 6nemli bir husus da “egitimci kokene sahip olma yahut
olmama” olarak tespit edilmistir. Ulkemizde Cumhuriyet dénemi ile birlikte “6gretmenlik meslegi”nin
yasal diizenlemelerle de desteklenerek saygin bir meslek niteligi kazandigini sdylemek miimkiindiir.
Nitekim, halen yiiriirlikte olan 1739 sayil1 Milli Egitim Temel Kanunu’nun 43’iincii maddesine gore,
“Ogretmenlik, Devletin egitim, égretim ve bununla ilgili yonetim gorevlerini iizerine alan ézel bir
ihtisas meslegidir”’. Cumhuriyetin kurucusu Mustafa Kemal Atatiirk onlarca sdylevinde dgretmenlerin
ve Ogretmenlik mesleginin “yeni nesillerin yetistirilmesindeki” 6nemine isaret etmis, meslegi her
anlamda yiiceltmis ve egitim camiasint “egitim ordusu” olarak nitelemistir. Ayrica 1928 yilinda
“basogretmenlik” unvanint da kabul ederek toplumsal baglam iginde meslege biiyiik sayginlik
kazandirmistir. Ulkemizde gerceklestirilmis kimi calismalar ise dgretmenlerin, mesleklerine iliskin
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sayginlik hususunda, toplumun kendileri disinda kalan fertlerinden sikayet ettikleri, ancak buna
ragmen mesleklerine dair kendi diislincelerinde sayginlik algisini bliyiik o6lclide siirdiirdiikleri
sonucunu ortaya koymaktadir (http://www.egitimbirsen.org.tr/yayinlarimiz/246-egitimbirsen.org.tr-
246.pdf). Bu baglamda okuldaki bireylerin sahip olduklar1 giic noktasinda tespit edilen “egitimci
kokene sahip olma yahut olmama” etkeninin bir yandan Orgiitiin ana faaliyet konusunun egitim-
Ogretim olmast itibari ile bicimsel pozisyon baglaminda diger taraftan da 6gretmenlik meslegine dair
toplumsal alg1 nedeniyle sosyal gruplarin statiisii baglaminda etkili oldugu anlagilmaktadir.

Tablo 5. Bireylerin Mesleki Kokenleri

Goriismeci Pozisyonu/Gorevi Mesleki Koken*
1 Birim Direktorii E
2 Elektrik Teknisyeni ED
3 Operasyon Direktorii ED
4 Birim Direktorii ED
5 Kurumsal Iletisim Direktorii ED
6 Ogretmen E
7 Ogretmen E
8 Kantin Isletmecisi ED
9 Basin Danigmani ED
10 Genel Miudiir E
11 Hukuk Danigsmani ED
12 Ogretmen E
13 Birim Direktorii ve Ogretmen E

Not: E: Egitimci, ED: Egitimci Dis1

Gergeklestirilen miilakatlar neticesinde, gerek egitimci gerekse idareci kadro mensuplarina
bireysel giic veren diger bir unsurun, bireylerin mobilitesi (hareketlilik) oldugu tespit edilmistir.
Ornegin, daha 6nce pek ¢ok kamu okulunda ve 6zel okulda gorev yapmis ve 6zel teklif ile istihdam
edilmis bir gretmen olan Goériismeci 12 nin degisim dncesinde’, Ar-Ge bdliimiinde degisim siiresince
gerceklesen uygulamalar ve aldig1 egitimlerle daha donanimli bir hale gelen ve kendi deyimiyle pek
cok stratejik konunun “know-how”1ni1 6grenen ve bu itibarla mobilite de kazanan Goriismeci 3 ve 5’in
degisim sonrasinda giiclii bireyler olduklar tespit edilmistir.

Bu baglamda miilakatlar neticesinde “bireylerin sahip olduklar: gii¢” olgusuna dair tespitler
Tablo 6°te gosterilmistir.

Yapilan miilakatlar neticesinde, bireylerin degisim karsisinda sergiledikleri davraniglarin
niteliginin alanda hakim kurumsal mantiklarin ¢izdigi c¢ergeve icerisinde olustugu ancak ikincil bir
faktor olan “giic” olgusuna bagli olarak da farklilagtigi tespit edilmistir. Bu noktada bireylerde
gozlemlenen davranislarin “karsi koyma”, “erteleme” ve “uyma” biciminde somut hale geldigini
s0ylemek miimkiindiir. Bu 3 davranig tiirliniin ortaya ¢ikisinda, siddetinde ve ne kadar bir siire
boyunca siirdiiriilecegi noktasinda belirleyici unsurun “gii¢” kavrami olarak ortaya ¢iktig1 6zellikle
vurgulanmalidir.

“Karsi koyma”, biiyiik olgiide, degisimi O6ngdriilen uygulamalara direng noktasinda egitim-
Ogretim kadrosunda gozlemlenen ve (1) sahip olduklari meslegin toplum igindeki sayginligindan
(sosyal gruplarin statiisii), (2) “baba” figiiriine olan bireysel yakinliktan (bigimsel olmayan pozisyon),
(3) orgiit semasinda sahip olunan pozisyonlardan (bigimsel pozisyon), (4) bireylerin mobilitesi
(hareketlilik) unsurundan beslenen davranislar olarak ortaya ¢iktigi tespit edilmistir. Ancak yapilan

? Ayni zamanda ziimre bagkani da olan Gériismeci 12 nin, ziimre bagkanlarmin égretmen istihdamidaki
rollerinin azaltilmasi gibi kararlar neticesinde degisim sonrasinda gii¢ kaybina ugradig: anlasilmaktadir.
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goriismelerden elde edilen bulgularda degisim ajan1 CEO karsisinda “karsi koyma” davranisinin her
haliikarda uzun vadeli olamadig: ve kisa bir siire sonunda “erteleme” yahut “uyma” davraniglarindan
birine doniistiigi anlasilmistir:

“Tabi oncelikle okulun yasadig: degisime karsi ¢ikanlar oldular... bunlar giiclerini

‘baba’dan mi alryorlardi? Kesinlikle evet!” (Gériismeci 13).

“Daha onceleri bizim ziimrede bir 6gretmene ihtiya¢ duyulunca ben kimi istersem
onu alirdim. Tabi artik boyle degil. Bu islerde ziimre baskaninin sozii yok gibi. Artik

insan kaynaklar: hallediyor bunlari...” (Goriismeci 12).

“Ben daha énce ... okulundaydim. Buraya gelirken yamimda 30°a yakin ogrenci
geldi... Su an en iyisi biziz. Herkes bizi 6rnek alryor” (Gériismeci 12).

Tablo 6. Goriigmecilerin Sahip Olduklar1 Giig

Goriismeci Pozisyonu/Gorevi = Gie
Degisim Oncesi Degisim Sonrasi
1 Birim Direktorii Yiiksek Yiiksek
2 Elektrik Teknisyeni Diisiik Diistik
3 Operasyon Direktorii Diisiik Yiiksek
4 Birim Direktorii Diisiik Yiiksek
5 Kurumsal Iletisim Direktorii Diisiik Yiiksek
6 Ogretmen Orta Orta
7 Ogretmen Orta Orta
8 Kantin Isletmecisi Diisiik Orta
9 Basin Danigmani Orta Orta
10 Genel Miudiir Yiiksek Yiiksek
11 Hukuk Danigsmani Yiiksek Yiiksek
12 Ogretmen Yiiksek Orta
13 Birim Direktdrii ve Ogretmen Orta Yiiksek

Degisim esnasinda orgiitte yer alan bireylerde gézlemlenen “erteleme” davranisi, degisime
konu uygulamalar1 benimsemeyen ancak (“baba” figiiriine kisisel olarak yakin dahi olsa) degisim
ajanina daha fazla diren¢ gosteremeyecek durumda oldugunu kabul eden bireylerde, “baba nin giiniin
birinde yeniden islere el atacagi ve oglunu (CEQ) pasifize edecegi” beklentisi ile olusan bir davranis
bi¢cimi olarak karsimiza ¢ikmaktadir. Bu baglamda “erteleme” davranisi bir tiir “bekle ve gér” hali
olarak 6zetlenebilir:

“Simdi onceleri bir bakalim dediler, ogrenmek istemediler, yapmayalim dediler ...
belki de ... Beyin (CEQ) gidecegini, ... Beyin (baba) tekrar isleri tam anlamiyla ele
alacagim diigiindiiler, kim bilir? " (Goriigmeci 12).

Bireysel aktorlerde degisim karsisinda gdzlemlenen “uyma davranisi”, 6zellikle ne “baba figiiriine”
yakinlig1 bulunan ne de 6gretmenlerde oldugu {izere toplumsal yahut rgiitsel baglamdan kaynaklanan
“itibari bir giice” sahip olmayan ve Onemli bir kismi idari personel olarak adlandirilabilecek
bireylerle, “erteleme” davramisinin artik ise yaramayacagini fark eden diger bireylerde
gozlemlenmistir:
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“E tabi isler hep yolunda gitmeye basladik¢a, insanlarda diren¢ kiriliyor. ‘Ya bu
deveyi giidersin ya bu diyardan gidersin’ degil mi? " (Goriismeci 11).

“... Bey (CEO) bir ara iyi bir temizlik yapti ama... bu okulda birinin ayriimasi her
zaman herkesi tizmiistiir... ancak baska sanslart da kalmad:... bu kurumda islerin

degistigini anladilar ... gittiler...” (Goriigmeci 13).

Calismamizda ulasilan diger ilging bir nokta “okulun kurucusu baba” ile oglu “CEQ” arasinda
gozlemlenen karsilikli davraniglar olmustur. Okulun yasadig: finansal zorluklar karsisinda “baba’nin
“isleri egitimli ve giivenilebilecek birine birakma giidiisii” ile gergeklestirdigi davranis bes yila yakin
siiren degisim siireci icerisinde zaman zaman “catisma’ boyutuna gelen kargilagmalara neden olmus
goziikmektedir. Bu noktada da, CEO’un uygulamaya koymak istedigi degisimleri peyderpey, sosyal ve
orgiitsel baglamda gii¢ kazandik¢a ve basariya ulastikca gergeklestirebildigi gdozlemlenmistir. “Baba”
ile oglu “CEO” arasindaki karsilagsmalarda da “gli¢” olgusuna bagl olarak “kars: koyma”, “erteleme”
ve “uyma” davranislariin gézlemlendigi, bireylerin sahip oldugu “gii¢” olgusunun niteligi degistikce
bu davranis bigcimlerinin de degistigi anlasilmaktadir:

“Oncelikle ilk 3 yil ben kendime oda yapmadim. Ciinkii bu tiir bir davranis ters
anlasilabilirdi. Ar-Ge'yi kurduk. Ben de orada ¢alistim... Simdi bu kurumu ortaya
ctkarmis olan insan, benim de babam, ne kadar tesekkiir etsek az kendisine... ama
her dedigimizi de hemen kabul etmedi tabi, bekledik bazen... bu siirecte Tiirkiye nin
ortami da bana ¢ok yardimci oldu... Bir nevi Allah yardim etti demek dogru olur...

yaptigimiz isler basarili olduk¢a tabi, inananlarimiz da artti...” (CEO).

Gelinen noktada, degisim konusunda inisiyatif istlenip iistlenmemelerine bakilmaksizin
bireylerin degisim karsisinda sergiledikleri davraniglarin alanda hakim kurumsal mantiklarin ¢izdigi
cerceve igerisinde yerlesik sdylemlerle mesrulastirilirken ikincil bir faktdr olan “gii¢c” olgusuna bagl
olarak da farklilastigt ve “kars: koyma”, “erteleme” ve “uyma” bi¢iminde somut hale geldigi
anlasilmistir. Sekil 4, farkli kurumsal mantiklara yerlesik bireylerin davranislarinda gii¢ olgusuna baglh
olarak gozlemlenen farklilagsmay1 sematize etmektedir.

Sekil 4. Farkli Kurumsal Mantiklara Yerlesik Bireylerin Gii¢ Olgusuna Bagli Olarak Degisen
Davranisglari

(Erteleme davranis)

(Karsi koyma davranisi)

/

(Uyma davranist)

(+)

(GUc)

BIREY 1: KURUMSAL MANTIK (A)

() (60¢) (+)
BIREY 2: KURUMSAL MANTIK (B)
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Burada dikey ve yatay eksenler farkli kurumsal mantiklara yerlesik bireyleri ve bunlarin sahip
olduklar1 karsilikli/goreceli gligleri temsil etmektedir. Bir degisim s6z konusu oldugunda farkl
kurumsal mantiklara yerlesik iki birey karsilasirsa, gorece daha az giiglii olan birey gii¢ eksenlerindeki
noktalardan ¢ikarilan dikmelerin kesistigi alandaki davranis1 sergileyecektir. Burada I nolu alan Uyma
Alani, 11 nolu alan Erteleme alani, 111 nolu alan ise Kars: koyma alanidir.

Ornegin, birbirlerine yakin giigteki iki birey (6rn. CEO ve Baba) karsilastiginda giiclerinin
kesisimi karst koyma alaninda olusacaktir. Giigli bir birey (CEO) gorece daha az giiglii olan bir
bireyle (6rn. ziimre baskani bir 6gretmenle) karsilastiginda karsilagsma erteleme alaninda olacak ve
daha az giiclii olan birey (6gretmen) erteleme davranisini benimseyecektir. Ilerleyen zamanla birlikte
CEO gii¢ kazanirsa ziimre baskan1 6gretmenin goreceli giicii azalacagindan uyma davranisi géstermek
durumunda kalacaktir.

Sonug

Belirli bir orgiitsel alanda hakim farkli kurumsal mantiklarin o alandaki bir orgiitte yasanan degisim
siirecinde orgiitsel aktorlerin degisim karsisindaki davranis ve uygulamalarint ne derece belirledigini
ve bu davranis ve uygulamalarin bireylerin goreceli giiglerine gore ne derecede farklilastigini
arastirdigimiz calismamizda elde ettigimiz bulgular 151831nda, degisim konusunda inisiyatif iistlenip
istlenmemelerine bakilmaksizin bireylerin degisim karsisinda sergiledikleri davraniglarin oncelikle
alanda hakim kurumsal mantiklarin ¢izdigi ¢ergeve igerisinde yerlesik sdylemlerle mesrulastirilirken
ikincil bir faktor olan “gii¢” olgusuna baglh olarak da farklilastigi ve “karsi koyma”, “erteleme” ve
“uyma” bigiminde somut hale geldigi anlagilmistir.

Ornegin, sinif igerisinde 6grenci karsisinda gii¢siiz duruma diisme korkusu psikolojik temelleri
olan bir davranis olmakla birlikte, sosyolojik acidan da “yurttas yetistirme mantigi”ndaki ogretmen
merkezli yaklagimin 6ngordiigii glicli 6gretmen profilinden “insan kaynagi yetistirme mantigr nin
ogrenci merkezli ve égretmeni yonlendirici, gérece daha pasif bir bigimde konumlandiran yapisina
gecise bir tepki olarak degerlendirilebilecektir. Bu baglamda akilli tahta orneginden hareketle
teknolojik temelli bir degisimin bireysel aktorlerde psikolojik ama sosyal baglamla da iliskili ve
dolayisi ile kurumsal mantiklara yerlesik ve bu cergevede mesrulastirilmis sdylemlerle ifade edilen
davraniglara sebep oldugu soylenebilir. Ogrencilerin farkli renklerde tisortler giyebilmelerinin ve
Ogretmenlerin giyim ve kusamlarinda daha rahat hareket etmelerinin, insan kaynagi yetistirme
mantiginin  “bireysel ozgiirliiklere ve farkhiliklara saygi gosteren” dogasina uygun oldugu ve bu
baglamda olusan direncin de yurttas yetistirme mantifinin “tek tip birey yetistirme” perspektifine
uygun oldugu ifade edilebilir. Egitim-6gretim kadrosunun yaninda idari kadroda da daha onceki is
gorme aligkanliklarin1 terk etmek istememeye bagli olarak gdzlemlenen direncin teknoloji
kullaniminin &grenilmesi noktasinda somutlastig1 goriilmektedir. Teknoloji kullaniminin 6grenilmesi
stirekli ilerleyen ve degisen yeni teknolojilerin de kullanimini 6grenmeyi gerektireceginden olusan
direncin insan kaynagi yetistirme mantiginin geregi olan “hayat boyu 6grenme” ve “esnek ¢alisanlar”
perspektifine tepki niteliginde ortaya ¢iktigi ve “yurttas yetistirme mantigi’na yerlesik sdylemlerle
somutlandig1 anlasiimaktadir.

Gelinen noktada, incelenen 6zel okulda gergeklesen degisim siirecinde, degisim ajani
CEO’nun uygulamalarinin kiiresel ve ulusal baglamda yeni olugsmaya ve giiclenmeye baslayan “insan
kaynagi yetistirme mantigi’na yerlesik bir bicimde ve daha Onceki hakim mantik olan “yurttas
yetistirme mantigr’nin da ¢oziilmesiyle birlikte kendisine saglanan “genis hareket kabiliyeti”” dahilinde
gerceklestigi anlasilmaktadir. Diger taraftan, orgiitsel bazda yasanan bu degisim mevcut kurumsal
baglamdan 1raksak bir goriinlim arz etmis ve bu yapisiyla da orgiit icinde direngle karsilagmistir.
Gerek okulun kurucusu “baba” gerekse calisanlar nezdinde olusan davraniglarin, psikolojik temelleri
olmakla beraber sosyal ve orgiitsel baglamdan kaynaklanan “gii¢” olgusu ile birlikte farklilasip alanda
hakim “kurumsal mantiklar’a yerlesik bir bicimde olustugu tespit edilmistir.
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Abstract

Even though the political nature of the resistance to managerial control is well discussed, the ethical ground of
resisting in the organizations is not given adequate attention. In this study, in addition to providing a comparison
of theoretical backgrounds related to resistance, it is aimed to develop an ethical framework of resistance in
order to discuss the morality of resistance actions. Considering the formation of resistant subjectivities into
ethical subjectivities, arguments from utilitarian and freedom ethics are developed in association with the
discussions on resistance. As a result, it is claimed that resistance is a righteous action as the resistant ethical
subjectivities construct themselves while they search for autonomy and justice.
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conceptualization of resistance, ethics and politics, ethics of resistance, subjectivity

Introduction

Managerial tools to control the employees and their usage in directing the employees towards
commonly accepted goals is one of the fundamental discussion topics in management and organization
literature (Barker, 1993; Fleming, 2012b; McKenna et al., 2010; Raelin, 2011; Seeck and Kantola,
2009; Tannenbaum, 1962). Employees’ resistance to this managerial control process has also been
discussed from a variety of viewpoints and paradigms (Alvesson and Willmott, 2002; Collinson &
Ackroyd, 2005; Willmott, 1993). Considering the historical development of management and
organization studies, resistance or subversion of the employees in the organizations is mostly
perceived as a problem and as a pathological issue. Particularly, resistance is associated with change
process in the organizations and traditionally the resistant actions are expected to be managed and
overcome (Coch and French, 1948). Recently, however, it is also claimed that resistance is not
necessarily harmful for the organizations (Courpasson et al., 2012; Ford et al., 2008; Piderit, 2000).

With the contribution of critical perspectives, studies of resistance to managerial control began
to have a completely different view on regarding the nature of the resisting subjects, resistance and
control mechanisms (Ackroyd & Thompson, 1999; Jermier et al., 1994; Thomas, Mills and Mills,
2004: 2). In such studies, in congruent with the agenda of critical management studies the political
nature of resistance is put forward. Particularly, the resistant tactics of employees, their actions and
their gains against the managerial control are discussed. In these studies, the political nature of
resistance is mentioned with the absence of an ethical ground. Therefore the aim of the study is to
interrogate the possibility of discussing ethics of resistance to managerial control in organizations with
a critical perspective.

Departing from such a motive, the research question of the study can be stated as “what is the
ethics of resistance to managerial control in organizations?” In order to answer this question and to
provide an ethical framework, the study is organized in two sections. First, the relationship between
the main assumptions of critical perspectives in the organization studies and the development of
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resistance concept is analyzed. Secondly, discussion on the possibilities of a politicized ethics and the
problematic nature of universalized ethics is given. Therefore, it is aimed to provide a theoretical
proposal regarding the ethics of resistance to managerial control. The final argument on ethics of
resistance is given in the discussion section.

The study has three main contributions. First of all, depending upon the related literature it
provides a comparison of conceptualization of resistance in organizations which helps comparing
different perspectives at one time. Secondly, it brings a political discussion on ethics in managing and
organizing processes by taking resistance as a base. Therefore, following the discussion on how
politics and ethics are related to each other in organizations (McMurray et al., 2011; Parker, 2003;
Thomas and Davies, 2005b; Willmott, 1998) this study suggests a new ethical ground in order to
discuss the ethicality of resistance in the organizations.

Conceptualization of Resistance to Managerial Control

The ideological nature of management and organization theories are well discussed in the literature
(Becker, 1967; Brief, 2000; Bruce and Nyland, 2011), and different paradigms are employed in order
to understand the reality of organizational dynamics (Burrell and Morgan, 1979; Westwood and
Clegg, 2003). Particularly, with critical perspectives, the so-called harmonically nature of
organizations and managerial processes are challenged. As a part of this challenge, resistance becomes
one of the key concepts considering the agenda and the definition of critical organization studies
(Alvesson, 2008). Hence, to discuss resistance to managerial control means to demonstrate how power
imbalances and conflicts are characteristics of organizations in addition to political nature of managing
and organizing processes.

Since the emergence of management and organization as a field, resistant employees,
subversive actions are under scope of the management scholars. Taylor assumed the unions were
useless since the interests of workers and management would be the same, Mayo hoped that resistance
would be tamed as a part of behavioral research and the other following scholars studied on creating a
workplace worth to work by developing various approaches such as quality of work (Walton, 1985),
commitment (Rubinstein, 2002) or organizational culture programs (Willmott, 1993; Fleming, 2009).
However, employees resist due to inherited nature of hierarchy, monotonous tasks, and low salaries or
because of colonization of the identities and formation of new subjectivities by the managerial
discourses.

In the management and organization theory, in addition to studies focusing on controlling the
resistance and the subversion, historically and generally resistance is studied with different
approaches. The discussions began with labor process theory (Braverman, 1974; Knights and
Willmott, 1990) and these are followed by studies taking Foucault’s arguments as a base assuming a
fresh perspective would be brought to the understanding of resistance in the organizations (Knights
and Vurdubakis, 1994: 168). A series of arguments from both strands emerge about how to understand
resistance in the organizations (Commisso, 2006; Thompson and Ackroyd, 1995; Thompson and
O’Doherty, 2009: 113-114). Recently, there have been other perspectives trying to understand the
dynamics of resistance and power in the organizations which are labeled as cynic, quotidian or
struggle. Since the nature of control changed in time from coercive to normative and even to neo-
normative, the actions of resistance and the studies on resistance have also evolved and changed
(Fleming and Sturdy, 2011; Fleming, 2012b). The macro-sociological effects also have important
consequences considering the relationship between managerial control and resistance. Therefore,
currently resistance in the organizations has a multidimensional and a multi-contextual structure.
Considering the epistemology and the ontology of the main theoretical grounds and the macro impacts
on discussions, the conceptualization of the resistance to managerial control can be given in Table 1.

Considering the aim of the study, rather than focusing on resistance in details, their basic
arguments are stated in the table 1. Just to summarize, whilst labor process theory mostly focuses on
confrontational resistance and gives importance on the structural control mechanisms (Ackroyd and
Thompson, 1999; Braverman, 1974; Thompson and Smith, 2009), studies using Foucault’s arguments
mention that resistance is based on resisting to discourses, to normalization processes and creating
alternative discourses to avoid subjectification by the management as well as taking resistance also as
a form of power (Burrell, 1988; Clegg, 1998; Knights and Vurdubakis, 1994; Thomas and Davies,
2005a). Recent conceptualizations of resistance focus on the quotidian nature of resistant actions
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(Prasad and Prasad, 1998; 2000; Scott, 1990) and mention how the resistant subjects struggle to
distance themselves from the colonization of their identities and subjectivities, sometimes with a cynic
approach (Fleming and Spicer, 2003; Zizek, 1989) and sometimes with humor (Rodrigues and
Collinson, 1995; Taylor and Bain, 2003). The outcome and the raison d’etre of resistance in the
organizations is also a point of discussion (Contu, 2008; Fleming and Spicer, 2007: 83-84; Rodrigues
and Collinson, 1995), however, in many studies of resistance it is stated that any kind of resistance to
managerial control helps creating awareness among the employees about the power and control
mechanisms in the organizations (Ashcraft, 2008; Fleming, 2012a; Huault et al., 2012; Thomas, Mills
and Mills, 2004:6; Wray-Bliss and Parker, 1998: 47, 50).

As a part of this discussion, it is also stated that in the related literature it is seen that either
managerial control is exaggerated or resistance itself has an idealized romantic image. Even the
quotidian nature of resistance is so put forward that nearly everything is began to be associated with
resistance but without the macro connotations (Fleming and Spicer, 2008: 303). Therefore, it is
defended that rather than thinking in terms of such a dichotomy it is better to consider resistance and
power relationship in dialectical terms (Mumby, 2005). Hence, resistance becomes a dynamic and
organic reality that interacts, changes and intertwines with managerial control that would create
potential to make change and transformation due to inherited dilemmas resistance consists of. By this
way, it would be possible to understand resistance as a contextual and contingent phenomenon
(Mumby, 2005: 38).

The changing nature of managerial control and resistance relationship has also a recent interest
(Ackroyd, 2012). The productive aspect of resistance (Courpasson et al., 2012), the cooperative aspect
of resistance (Courpasson and Clegg, 2012) or rejecting the established nature of work in terms of
self-valorization as a key manifestation of resistance (Fleming, 2012a), the discussion on the resistant
subjects and what the corporations promote still goes on. The well-established structures of control
have been changing and today it is even stated that corporations try to incorporate the characteristics
of private life to organizational life (Fleming, 2009) so that employees mostly self-exploit themselves
as their persona become the main realm of production and internalized control where they cannot
really resist in terms of traditional ways (Fleming, 2012b).

Even though all these studies have different theoretical backgrounds, they explain the political
nature of organizations in terms of resistance. An overall assessment of resistance studies demonstrate
that employees resist for different causes with different levels of organizing structures (Clegg, 1994:
289). However, in this study, it is claimed that despite the differences on explanations and approaches,
resistance and demand for autonomy and justice seem the main characteristic of resistance studies. For
instance, according to labor process theory, employees try to protect their task, time and labor
autonomy (Ackroyd and Thompson, 1999: 25). In terms of Foucault based studies, employees try to
create alternative discourses in order to maintain their autonomy of their subjectivities (Kondo, 1990;
Thomas and Davies, 2005b) or even in terms of cynicism employees distance themselves in order to
avoid control mechanisms surrounding themselves (Fleming and Spicer, 2003). Or, according to
autonomist Marxists, employees may struggle for cutting the relationship with the exploiting nature of
capital in order to be autonomous productive of labor (Fleming, 2012b; Hardt and Negri, 2009). In a
similar vein, employees also resist in order to demand justice for wage, identity and representation
(Collinson, 1994; Fleming and Spicer, 2007: 150-165). Accordingly, autonomy and justice become the
key reflection points regarding the aim of the resistance and the base for transforming the power
relations in the organizations as well as gaining emancipations in the organizations (Alvesson and
Willmott, 1992; Huault et al., 2012).

Therefore, people do not resist just to resist. Such an assumption re-asserts the idea that
resistance is pathological, baseless and useless. On the other hand, assuming that resistance is a
rational and logical act (Jermier et al., 1994: 21) it has certain reasons and aims. These aims of
protecting autonomy and demanding justice as a part of political action are directly related to ethics of
resistance.



