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Preface
"Analysis of Turkish Pharmaceutical Sector" is a comprehensive book that analyzes Turkish
pharmaceutical industry, its financial structure and developments affecting industry from different
perspectives.
The book examines how pharmaceutical sector developed in Turkey after the policies followed since
2003, financing of the sector, pharmaceutical expenditures via detailed analyses and investigates the
current situation, strategies and objectives of the sector.
Pharmaceutical expenditures projected in the book covers expenditure statistics of 2002 -2013
period prepared by Turkey Statistical Institute (TurkStat).
The book consists of seven main chapters:
Chapter One assesses Turkish Health Care System and the pre-2003 period, presents a general
discussion about developments in the health care system and presents a detailed discussion about
evolution of health expenditures in 2002- 2013 and satisfaction with health care services.
Chapter Two examines the Turkish pharmaceutical sector, pharmaceutical industry, foreign trade,
companies, drug distribution channels and human resources in the pharmaceutical sector.
Chapter Three presents a general discussion about developments in Turkish pharmaceutical sector
between 2002-2014 period.
Chapter Four presents information about financing of the pharmaceuticals, setting public
pharmaceutical budget and pricing and reimbursement system in Turkey.
Chapter Five assesses pharmaceutical expenditures in Turkey by years, by the funding source, by
service providers and lastly by functions, showing in real and nominal numbers with graphics. The
chapter also presents information about pharmaceutical expenditures compared with GDP, health
expenditures, non-interest public expenditures and tax revenues.
Chapter Six makes the analysis of pharmaceutical consumption, pharmaceutical market and
pricing in Turkey and compares these three with OECD countries.
Chapter Seven presents strategy of Turkish pharmaceutical sector, efforts on domestic
manufacturing of pharmaceuticals, R&D studies and objectives of in the pharmaceutical sector

Preface
In brief, this study covers the development of Turkish health care system and health expenditures
since 2003 (chapter 1), evaluation of Turkish pharmaceutical sector (chapter2), development
affecting the sector during 2002-2014 (chapter3), financing, pricing and reimbursement systems of
Turkish pharmaceutical industry (chapter4), development of pharmaceutical expenditures
(chapter5), analysis of the pharmaceutical sector(chapter6), strategies and objectives pursued in the
sector (chapter7).
I consider the book “Analysis of Turkish Pharmaceutical Sector" will fill the gap in the literature
on Turkish pharmaceutical industry, help all stakeholders to better understand financial aspect of
the sector to carry out comprehensive analyses, as well as enabling decision-makers to make more
sound decisions.
Also, I wish this book will guide further researches in the future.

Mehmet ATASEVER

“This book is dedicated to the memory of my beloved mother, Saliha Atasever, who
spent her life taking medicines for long years…”
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Chapter One
Turkish Healthcare System

A. General Demographic Information
Turkey has 76.7 million total population according to 2013 data. Constituting about 1.1% of the world
population in 2012, Turkey is the 18th biggest country in terms of population size. Turkey had about 13%
population growth between 2000 and 2013 (TurkStat, 2013).

Graphic 1. Population Pyramid, Turkey, (2000, 2013)

Turkey, compared to the OECD countries, has a young demographic pattern as a result of higher fertility
rate. The ratio of 65+ aged population is 7.7% which is half of the ratio in the OECD countries (TurkStat
2013, OECD 2013). Yet, fertility rate has been largely reduced in recent years. While total fertility rate per
woman was 2.9 children in 1990, it dropped to 2.5 in 2000 and to 2.1 in 2013 (Table 1).
Graphic 2. Population Pyramid, Turkey, (2013)

Urban population ratio in Turkey, which was 59.2% in 2000, increased over years and reached up to 86.7%
in 2013 (Table 1).

Table 1. General Demographic Indicators, Turkey

B.Economic Indicators
In 2002-2007 period, Turkey’s economy had approximately 7% growth thanks to the measures taken and
economic stability programs implemented following the economic crisis in 2001. Although many developed
countries experienced economic recession due to the global economic crisis in 2008, Turkey started to
experience positive-direction growth in the last quarter of 2009 and the growth continued until the third
quarter of 2012. Fiscal discipline, spending-cut policies and extensive privatization contributed to the
positive scene in public finance between 2002 and 2012. These efforts also created positive impacts on
future expectations. In addition, Turkey both achieved to avoid adverse effects of debt crisis continuing in
the EU countries and found room for maneuver to implement her economic policies (Karagol, 2013).

Table 2. Basic Economic Indicators

C. Health Care Management
Prior to 2003, health sector management was dominated by a number of institutions. Three large social
security agencies (SSK, Bag-Kur and ES) had control over the sector with specific provisions and practices
quite different from each other. The role and functions of the Ministry of Health (MoH) relevant to health
insurance arrangements - also including the Social Health Insurance system – were not clear. SSK (Social
Insurance Organization) was the second largest health service provider with its affiliated hospitals and
pharmacies, challenging in many ways not only citizens but also health service providers and health care
management nationwide (Akdag and Erkoc, 2012).

Health Transformation Program (HTP) was put into implementation in 2003. Success of the Program
depended on and required withdrawal of SSK from service provision and unification of separate agencies
under a single umbrella. Efforts aiming to unify service provision took about two years and some steps were
taken to build required infrastructure. As a result of these steps, one of the most critical reforms was
achieved for the Health Tranformation Program on February 19, 2005 and all public hospitals – except for
university hospitals, Ministry of Defense-affiliated hospitals and municipality hospitals – were devolved to
the MoH. SSK-owned pharmacies were closed down and SSK beneficiaries were allowed to take medicines
in private pharmacies. Provision and financing of health care services were separated by devolving SSK
hospitals to the MoH and closing down SSK pharmacies.

Taking one of the most significant steps in health reform, the Social Security Institution (SSI) Law No. 5502
came into effect in May 2006 and separate social security agencies (SSK, Bag-Kur and ES) were merged. In
June 2006, the Universal Health Insurance (UHI) system was established in order to standardize health care
services which were quite different in coverage and benefits. However, the UHI could not be fully
implemented in 2006, as targeted. Health service payments to social security agencies were merged in
January 2007 and the SSI became capable to govern health service payments only after that. Considering
problems likely to occur in practice, effective date was deferred to July 1, 2007 for other provisions by the
Central Management Budget Law. So, the UHI became fully effective in October 2008. The UHI covered
public employees in January 2010 and the Green Card holders in January 2012.

Prior to 2003, the MoH was overloaded with a great many tasks and responsibilities including but not limited
to health service provision and its administrative effectiveness was largely reduced for this reason. In
addition to undersupply of health human resources, nationwide distribution of health personnel was also
imbalanced. Human resources planning, training and deployment was governed by separate insitutions and
agencies (planning by the MoH, SPO and Council of Higher Education (CHE); training by universities, MoH
and SSK; and employment by the MoH, universities and SSK) but without effective coordination.
Financial management was very poor in public hospitals. Efficiency was not prioritized. Most managers
were not able to use resources properly and lacked management education, business administration skills and
even knowledge about the term of cost. Managers did not have sufficient facilities to motivate personnel.
Central and rural managers were quite uncompetent in managing health care network. Coordination was not
adequate between central and rural units. Health sector lacked the understanding of strategic management
(Akdag and Erkoc, 2012).

With actions beginning from 2003, the power and facilities of managers were improved and administrative
services were attached further importance in the MoH hospitals. Balanced distribution of health care
personnel was achieved by compulsory public service. Staffing and appointment procedures were made
transparent and equitable. The MoH devolved some of its authority to provincial units in many fields. In
March 2010, “Managerial Performance” was introduced for hospital managers in the MoH hospitals. In
November 2012, the MoH central and provincial organization was restructured by the Decree Law No. 663
and the Associations of Public Hospitals were established throughout the country on November 2, 2012.

Establishing the Associations of Public Hospitals, hospitals and hospital managers, who are affiliated with
the governing associations, were employed on contract basis.

D. Health Service Provision
Health care services are mostly provided by public service providers in Turkey. Public health and 112
emergency care services, particularly, are charge-free services that are mostly provided by public sector.
Developments having been occurred in five basic functions of health care service in Turkey since 2003 are
briefly discussed in the following.

Public Health Services: Since 2003, significant developments have occurred in public health services which
are provided by public sector free of charge in Turkey. Resource allocation has been improved. Family
Medicine system has been introduced and public health services have been strengthened. Charge-free
ambulatory health care services have been extended to all rural areas. Cancer screening centers (KETEMs),
which give charge-free screening services, have been set up in all provinces. The most advanced vaccines in
the world have been included in the vaccination scheme. Public health services have been made totally free
of charge. New regulations have been put into effect for smoking and use of tobacco products. “Smoke-free
Air Zone” has been created. Modern screening programs have been started for child health, “Guest Mother”
project has been put into implementation and conditional cash transfer has been introduced. “Communitybased” mental health care model has been adopted for on-site monitoring and treatment for people with
severe mental disorders. Extensive programs have been designed and implemented in order to prevent ill
health and premature mortality due to chronic diseases. Programs have been introduced so that people
acquire healthy nutrition habits, lead physically more active lives, and also living and working environments
are designed for active living. Multi-sectoral health responsibility programs have been put into effect and
promoted. Maternal and infant health services have been rolled out and empowered. “Home Care” services
have been introduced.

112 Emergency Care Services: Major progress has been made in 112 emergency care services that are
provided free-of-charge like public health services. 112 emergency care services have become charge-free.
Emergency care network has been equipped with land, air and marine ambulances, and services have been
extended countrywide. Europe’s largest National Medical Rescue Team (UMKE) has been set up.

Hospital Services: Hospital services are primarily given by public sector in Turkey. Private sector has about
25% share in provision of hospital services (Atasever, 2014).

Table 3. Hospital Data of Turkey, (2014)

* MoD hospitals are included in figures

Since 2003, hospital services have also experienced radical changes and improvements, as other categories
of health service provision. Mechanisms have been introduced so that the system of patients being held in
hospitals as pawns due to non-payment of fees is abrogated. It has been ruled that an examination room is to
be allocated for each physician in the MoH-affiliated hospitals and patients have been granted the right to
choose physician. Patient room design has shifted from ward to quality accommodation offering built-in
bathroom, television and refrigerator at hospitals. High-technology medical devices used in contemporary
medicine have been put into service for Turkish people concurrently with developed countries. Hospital
capacities have been increased for intensive care, burn and newborn treatment services. MoH and SSK
hospitals have been merged under one umbrella. Hospitals have been directed to provide charge-free
medicinal and medical products for inpatients. Service access and utilization have been facilitated for safe
blood and blood products. Emergency and intensive care units have begun to provide charge-free services in
all public and private health care facilities. Private hospitals have been prohibited from charging patients copayment for burn treatment, cancer treatment, neonatal care, organ transplants, treatment of congenital
anomalies, dialysis services and cardiovascular surgeries. “National Organ Transplantation Waiting System”
has been developed. “Patient Rights Units” have been established for patient claims in all MoH hospitals.
Efficiency has been improved in all health care facilities through “Performance-based Supplementary
Payment” system. Quality health service provision has been enhanced by service procurement method.
National screening campaigns has become widespread for newborns. “Law on Full-Time Medical Practice
for University and Ministry of Health Personnel” has set patients free from unwilling visits to private
practice offices. All MoH hospitals have adopted full automation. “Central Hospital Appointment System”
(MHRS) has been implemented.

Oral and Dental Care Services: At least one oral and dental care center (ODCC) was opened up in every
province between 2002 and 2014. The number of oral and dental care centers increased from 14 in 2002 to
127 in 2014, and the number of dental hospitals increased from 1 in 2002 to 6 in 2014. Since the beginning
of health refoming efforts, dentist supply has had more than 1-fold increase. Service provision capacity has
been boosted by patient-oriented approaches and service access has been facilitated. In addition, tooth
brushing campaigns have been organized nationwide, and toothbrushes and toothpaste have been
disseminated to public in this framework (Atasever, 2014).

Access to Medicinal Products, Medical Equipment and Supplies: Thanks to the policies implemented
since 2003, SSK beneficiaries and the Green Card holders have been provided access to private pharmacies
such as other individuals. Pharmaceutical product prices have been brought down by about 60% per product
box, to the most affordable levels in the European market. 1% to 80% price cuts have been achieved for
about 1.000 products. A single reimbursement commission has been functioning in the SSI for medicinal
products. Mobile pharmacies have been opened up. “Pharmaceutical Track and Trace System” (PTTS) has
been tracing medicinal products through all stages from manufacturing to sale. Strategies have been designed
and implemented for Rational Use of Medicines. Prescribing information inserted in drug packages has been
simplified in order to facilitate understanding. The VAT on medicinal products has been reduced to 8%.
Discounts have been made for pharmaceutical procurement of the SSI. “Regulation on Licensing Medicinal
Products” has been harmonized with that of the EU. It has been ruled that the price of a generic medicinal
product, the original of which is also available in the market, could not cost more than 60% of the original
product price. Pertaining to reimbursement for costs of prescribed bioequivalent pharmaceuticals, ceiling
price has been brought down to 10% of the cheapest pharmaceutical product. The VAT rate on
pharmaceutical raw materials has been reduced to 8%. (Atasever, 2014).

E. Health Indicators
“Health Transformation Program”, which was introduced in Turkey in 2003, has contributed a lot to health
indicators of Turkey (Atasever, 2014).
• Access to health care services has been facilitated: the number of physician visits per capita mounted from
3.1 in 2002 to 8.2 in 2013 as a result.
• WHO regards life expectancy at birth as the most significant indicator of health. While a WHO report,
which was published in 1998, projected life expectancy at birth for Turkey to become about 75 years by
2025, Turkey already reached this level in 2009.
• The afore-mentioned WHO report projected infant mortality rate for Turkey to become 16/1000 by 2025.
However, infant mortality rate for Turkey, which was 31.5/1000 in 2002, was reported to be 7.8/1000 in
2013.

• Maternal mortality ratio, which was 64/100.000 in 2002, dropped to 15.9/100.000 in 2013. Maternal
mortality ratio is 53/100.000 in upper-middle income countries.
• The world’s most advanced vaccines have been included in the national immunization program and the
immunization rates have been increased. While the immunization rate was 93% in the WHO Region for
Europe in 2002, Turkey had a rate of 78%, and while the WHO Region for Europe achieved 95% rate in
2012, Turkey achieved 98% rate in 2013.

Table 4. Health Indicators of Turkey, (2002, 2013)

* Data refer to 2003.
Source: Ministry of Health, TurkStat, OECD Health Data

F. Financing of Health Care Services
Health financing has always been a tough and critical issue to tackle for every country. Health financing is
built on 3 important and inter-related pillars. The first is raising and collecting adequate funds for financing
of health care services, while the second is fund pooling based on risk-sharing among payers and the third is
proper use of funds for procuring or providing necessary health services (Ates, 2011).

Almost everyone agrees that countries need to spend money for health care services. Yet, a principal
question, which is controversial but constantly raised, is about “the proper level of spending”. Both structural
and conditional/periodic factors may be involved in main determinants of health spending. These factors can
be defined as the way that health systems are organized and managed, health care needs of population,
economic development and per capita income levels, socio-cultural factors, availability of health insurance,
attitudes and behaviors of health care providers, service delivery and payment models for physicians, rising
expectations of patients and public in general, technological advances, changes in use of technology, changes
in disease patterns, changes in political atmosphere, and increased public need and demand for health care
services due growth rate for aging and child population. The role and impacts of such determinants on health
spending can vary around countries (Yildirim, 2013).
From a global perspective, the truly important issue to policy-makers in health is how to guarantee that
people receive health care services whenever they need and how to protect them against financial risks to be
inflicted by health expenditures.

There are 3 different methods in financing of health care services (Sur and Palteki, 2013; Ozsari 2013:439):

Public Finance Model: This model is primarily based on taxes and premiums. Accordingly, health services
are financed by collecting general or specific taxes (Beveridge Model) or collecting premiums (Bismarck
Model). Other examples in which financing is partially ensured by taxes and premiums are also available.

Private Finance Model: According to this model, health care services are financed by private health
insurance, medical saving accounts and out-of-pocket (OOP) health expenditures.

Mixed/Quasi-Public Finance: In this model, public finance and private finance are combined for financing
of health care services. In other words, health care services are financed by taxes, premiums, private health
insurance, medical saving accounts and OOP expenditures, as in Turkey.

Financing structure of Turkish health system is characterized with the mixed model. Health insurance model
(Bismarck Model) is used on one hand while public assistance model (Beveridge Model) is used on the
other hand, and also private expenditures have a role to play in financing of health care services (Ates, 2011).

Health financing system suffered from a deficit in 2002 due to undercollection of premiums and the deficit
was covered via collection of taxes. In addition, other funding resources also contributed to health service
financing in Turkey with 29.3% share though being little: private insurance policies, insurance funds and
foundations-owned universities constituting 9.5%, and household health expenditures constituting 19.8% of
fund-raising (Atasever, 2014).

Again in 2002, the main source of funding for Turkish health care services was public finance. Allmost all
preventive health care services, in particular, were covered by the government. 71 TRY of every 100 TRY

health spending was met by the government in Turkey, in 2002. In 2003-2013 period, public share in health
spending increased to 78.5 TRY, with the reforms implemented (Atasever, 2014).

Before 2003, the payment system in Turkish health care system was rather complicated. Health service
payments were managed by authorized spending units which were about ten thousand in number. It was
quite difficult to take control of these spending units and payments. Such crowded spending units led to
problems not only for payors but also for service providers. Staffing was not qualified enough in these units
and service providers did not manage to track refunds and collections.

(Atasever, 2014).Figure 1. Fund Flow Chart in the Turkish Health Care System, (2002)

The period beginning with 2003 also witnessed prominent reforms in financing of health care services.
Reimbursement Commission was established in 2004 consisting of representatives from the MoH, Ministry
of Labor and Social Security (MoLSS), Ministry of Finance (MoF), State Planning Organization (SPO), and
the Undersecretariat of Treasury. The Commission, which was devolved to the SSI in August 2007, was
entitled to set prices for health care services, medicinal products and other health services reimbursed by the
SSI, as well as making changes to the SSI benefits package. Establishment of a single reimbursement
commission sheltering all health insurance funds meant developing a mechanism to replace the old
fragmented system and helping to deal with payment strategies to affect all funds. With the aim of merging
and standardizing fragmented social security schemes and setting up a sustainable social security system, the
Social Security Instittution (SSI), which unified the three different social security and health insurance
agencies together with their benefit packages (SSK, Bag-Kur and ES), was established by the Law No.5502
in May 2006. This reforming action targeted to set up a single pension and health insurance system that
would equalize rights and liabilities and ensure financial sustainability (Atasever, 2014).

Implementing this reform, a universal health insurance system was targeted to provide entire population with
equitable, easy-to-use, accessible and high-quality health care services. Being the first step towards the
reform, the Law on Social Insurance and Universal Health Insurance No. 5510 was adopted in May 2006 and
would be put into effect on 01.01.2007. However, the enactment of the law was postponed to 01.07.2007
first and to 01.01.2008 later, and the law finally came into effect on 01.10.2008, due to some obstacles such
as annulment of some of its provisions by the Constitutional Court and issuance of some additional
legislations. The Law No. 5510 unified the norms and standards, and launched proper implementation
(Atasever, 2014).

In this process, first SSK, Bag-Kur and ES payments were included in the SSI beginning from 2007 which
were followed by the government employees’ payments being included in the SSI in 2010 and Green Card
payments being included in the SSI in 2012. The Law on Social Insurance and Universal Health Insurance
became fully effective and functional once Green Card payments were covered by the SSI in January 2012.
Benefit packages were made compatible for SSK and Bag-Kur insurees first, for the ES later (in 2007), and
for civil servants under the SSI last (in January 2010). Yet, the only benefit package, which is different from
the former four, is the one that applies for the Green Card holders, as of 2012. To give an example, Green
Card holders can visit Family Medicine Centers and MoH hospitals freely but cannot receive treatment at
university hospitals in most cases, if they have not been referred properly. As for visits to private hospitals,
only some exceptional cases are allowed (such as emergencies, lack of intensive care units in public hospitals
etc) (Atasever, 2014).
In scope of the Law on Social Insurance and UHI, two systems – premium and non-premium – run under the
UHI. 12.5% copay is charged for public and private sector workmen, civil servants, contracted civil servants
and self-employees in the premium system while 7.5% copay is charged for employers (OECD Health
System Reviews Turkey, 2008).

Those, who are eligible to benefit from the non-premium system, are identified by the Ministry of Family
and Social Policies since 2012. Almost all of the non-premium system users are former beneficiaries of the
Green Card System.

Green Card System was introduced in 1992 by the Law No. 3816 which aimed to provide health service
access for people who could not afford it. Later, by the Law on Social Insurance and Universal Health
Insurance No.5510, which came into effect in June 2006, separate social security agencies were merged, the
social security system became simplified, unified and more effective, and plans and efforts were made to
provide all citizens with quality health care services. According to the new national health care system
designed by the UHI reform, it is planned that every citizen pays a certain amount of premium in proportion
with his income and receives quality health care services regardless of the amount of premium payment.

Being an important reforming action in this period, UHI fund was established under the SSI in 2007. A
virtual control and management system was set up for payments via MEDULA system in order to receive
and process demands of all health insurance funds under the SSI umbrella. Accordingly, all of the SSIcontracted public and private health care facilities were required to use the MEDULA system.

Submission of requests from all health insurance funds were standardized upon establishment of the
MEDULA system which also achieved to set up a single payer system under the UHI. MEDULA system and
other reforming efforts put an end to fragmentation and duplication in purchasing and provision functions,
and created uniform institutional and accountability relationships between purchasers and providers (Akdag
and Erkoc, 2012).

The first change in this direction was achieved in 2005, when SSK gave up its provision function to the
MoH. Transfer of the Green Card program to the SSI was planned under the Social Security and UHI Law.
Following devolution of the SSK-affiliated health care facilities to the MoH in February 2005, social security
agencies withdrew from health service provision.

Establishment of the Council for Economic Coordination for Health, through which all decisions are taken
that could create economic impacts in health financing, and its actions proved to be another significant
reform in health financing under the HTP.

The Council, which makes decisicons on health and social security in the name of the Government, is headed
by the Deputy Prime Minister in charge of the Undersecretariat of Treasury, and other members are the
Minister of Health, the Minister of Finance, the Minister of Labor and Social Security, and the Minister of
Development. The council convenes regularly, discusses health-related events - especially those pertaining to
financing of the health care system, and takes measures, if necessary. Also respective bureaucrats and other
officers join the Council sessions and give briefings.

“Health Expenditures Monitoring and Evaluation Committee” was established under the Council for
Economic Coordination for Health for systematic monitoring and evaluation of health expenditures, and
rapid identification of financial risks that are likely to occur. The Committee is comprised of 4 members (2
permanent delegates and 2 substitute members from the SPO*, Undersecretariat of Treasury, MoF, MoH,
MoLSS, the SSI and TurkStat.

The committee is primarily charged with managing and presenting data on health expenditures, debriefing
decision-makers by submitting reports that contain accurate information and objective analyses, and making
recommendations for necessary strategies. So, the committee analyzes the changes in and progress of health
expenditures and decision-makers design new policies, if necessary (Atasever, 2014).

Another prominent reform achieved in health financing is global budgeting, which helps to identify the MoH
share in public spending for health since 2006 (Atasever, 2014).

Improvements in Turkish health care system were first launched by merging health service payments for
SSK, ES and Bag-Kur in 2007, and the system became much more standardized when health service
payments of government employees were devolved to the SSI in 2010 and of Green Card holders in 2012.

* Undersecretariat of State Planning Organization was restructured and renamed as the Ministry of
Development in 2011.

Figure 2. Fund Flow Chart in the Turkish Health Care System, (2015)

Source: Atasever M. (ibid)

To sum up, the most outstanding developments and achievements in health financing since 2003 are as
follows:

- People can receive health care services in private hospitals via health insuracance schemes they pay
for.
- Emergency and intensive care services are free-of-charge at all hospitals.
- Poor people have full access to public health services.
- “Reference Pricing System” is used for medicines.
- MoH hospitals are managed by rules and principles of business administration.
- Council for Economic Coordination for Health ensures coordination and consistency of practices
among units of health financing.

- Health financing is guided by “Global Budgeting Model”.
- All people under the age of 18 and all students are covered by the SSI.
- SSK and Bag-Kur insurees can receive health care services after a minimum period for premium
payment, which is 30 days now.

G. Health Expenditures

G.1. Health Expenditures by Years

Total health expenditures between 2002 and 2013 in Turkey are indicated in the following table.

Table 5. Health Expenditures, (2002-2013), (Million TRY/USD)

Health expendtiures had 350% increase in nominal (current) and 61.3% increase in real (inflation-adjusted)
terms in 2002-2013 period (Table 5).

Graphic 3. Health Expenditures, (2002-2013), (Million TRY)

G.2. Comparison of Health Expenditures by Years with GDP
Health expenditures in Turkey in 2002-2013 as a share of GDP is indicated in the following table.
Table 6. Health Expenditures as a Share of GDP, (2002-2013)

In spite of the improvements made in health care services since 2002, health expenditures as a share of GDP
have not changed (5.4%). This ratio, which seems quite low compared to the OECD average for 2012 which
is 9.2%, had better be evaluated by considering factors such as the proportion of elderly/child population and
supply of health personnel in Turkey (Table 6).

Graphic 4. Health Expenditures as a Share of GDP, (2002-2013)

Table 7. Public and Private Health Expenditures as a Share of GDP, (2002-2013), (%)

Health expenditures as a share of GDP did not change in Turkey from 2002 to 2013 (5.4%). Financing
structure, hower, did. While 3.79% of health expenditures as a share of GDP was publicly funded in 2002,
the percentage of funding increased to 4.23% in 2013 (Table 7).

Graphic 5. Public and Private Health Expenditures as a Share of GDP, (2002-2013), (%)

G.3. Health Expenditures per Capita by Years
Per capita health expenditures in Turkey in 2002-2013 are given in the following table.

Table 8. Public and Private Health Expenditures as a Share of GDP, (2002-2013), (%)

Graphic 6. Health Expenditures per Capita, (2002-2013), (TRY)

Table 9. Public Health Expenditures per Capita, (2002-2013), (TRY/USD)

Public health expenditures had 333% increase in nominal and 55.5% increase in real terms between 2002 and
2013 (Table 9).

Table 10. Private Health Expenditures per Capita, (2002-2013), (TRY/USD)

Per capita private health expenditures had 187.9% increase in nominal and 3% increase in real terms (Table
10).
Graphic 7. Public and Private Health Expenditures per Capita, (2002-2013), (TRY)

Graphic 8. Change in Health Expenditures per Capita, (2002, 2013), (TRY/USD)

H. Satisfaction with Health Care Services
Human being-oriented health policies, which were designed and implemented in 2002-2013 period, led to
increased satisfaction with health care services.

Graphic 9. Satisfaction with Health Care Services, (2003-2013), (%)

Graphic 10. Satisfaction with Health Care Services (%) and Health Expenditure per Capita (PPP
USD), (2003)

Turkey spent 472 USD per capita for health by purchasing power parity and satisfaction with health care
services was reported to be 40% in 2003 (Graphic 10). In 2013, spending increased to 1.010 USD and
satisfaction reached up to about 75% (Graphic 11).
Graphic 11. Satisfaction with Health Care Services (%) and Health Expenditure per Capita (PPP
USD), (2013)

While satisfaction with health care services was 62% in the EU in 2003, it was 39.5% in Turkey. In 2013,
satisfaction level ratio reached up to 75% in Turkey but remained 63% in the EU (Graphic 11). While public
satisfaction with health care services in Bulgaria, which is similar to Turkey in terms of health spending
patterns (1.080 PPP USD), is 1/3-folds in comparison to Turkey (pointing out to 28% satisfaction in
Bulgaria), health spending in the Czech Republic (amounting to 2.077 PPP USD), which is similar to Turkey
in terms of satisfaction ratio (referring to 70% satisfaction), is more than two times higher than the spending
in Turkey (Graphic 11).

Chapter Two
Evaluation of the
Pharmaceutical Industry

A. Structure and Properties of the Pharmaceutical Industry
The demand for medicine is the result of concomitant demand for the health. Health sector differs from other
product markets and service sectors due to the reasons stated below (Turkish Competition Authority, 2013).
• The share of the government in the market
• Lack of knowledge about the onset of the diseases
• Uncertainties caused by the quality of the service delivery
• Information asymmetry between doctors, patients and other market actors
• Dependency of health sector by the pharmaceutical industry.
The said differences are regarded as true for pharmaceutical industry. Yet, due to the fact that intellectual
property rights tip the balance and there are other factors such as features of the medicine, pharmaceutical
industry is assessed in a way different from the health sector in terms of economic analysis. When it is
assessed in terms of demand criterion, pharmaceutical industry has a structure in which R&D studies and
promotional activities are intensively carried out.
As the consumers (patients) do not have enough information about the qualifications of the products, doctors
become the ultimate decision-makers in terms of the prescription medicines to be used. Yet, due to the fact
that relevant expenditures are undertaken by health insurance companies or from the central government's
budget, not by the patients or doctors, this situation differentiates the structure of the demand. Thus, on
demand aspect, there is a tripartite structure consisting of patients, doctors and reimbursement agency. In
fact, when the latest developments (equivalent substitution and OTC market) are taken into account, it would
not be wrong to add the pharmacists in these groups. Patients may exhibit different behaviors in terms of
different medicine categories. For example, chronic patients using certain medicines continuously are
considered to have high-level knowledge and brand loyalty. These can be effective on prescription choices
made by the doctors. When it comes to the patients with acute diseases, doctor's decisions are largely
determinative. As a matter of fact, patients with acute diseases have a low level of brand loyalty. For the
medicines in OTC category, past experiences and views of pharmacists stand out. In short, the presence of
different consumption patterns mentioned above causes differentiation in arrangements for the patient
groups.
That doctors may be indifferent to drug prices can increase the pharmaceutical expenditures. Therefore,
reimbursement agencies that have to cover a significant part of the pharmaceutical expenditures take
precautionary measures in order to limit choices for medicines. That physicians are now bound to prescribe a
certain amount of medicines and they are to write name of the active substance instead of the name of the
medicine itself comes first among these precautions. While such practices are promoted via incentives in
some countries (England, Holland), they are mandatory in other countries (Portugal, Romania). Finally, it
should be noted that physicians, who are the most important actors on the demand aspect, are real targets of
pharmaceutical companies in terms of promotional activities (Turkish Competition Authority, 2013).

B. Pharmaceutical Industry
Pharmaceutical industry is a branch of industry offering treatment by mass producing the human medicinal
products that are defined as "combination of active substance/s with natural and/or synthetic origins for
human use in order to treat and/or prevent, diagnose a disease, fix, regulate, and change a physiological
function (The Communiqué on Pricing Medicines for Human Use, 2007).

Table11. The Change in Global Spending on Medicines, (2005-2014)

Source: EIU 2014
*EIU Estimates.
Increase in average lifespan and development of the concept of being a welfare state have played a
significant role in the growth of the pharmaceutical industry and it achieved a 5.5% - growth in the last
decade by endorsing over 1 billion dollars in revenue by the end of 2013 (Table11. EIU 2014).
Pharmaceutical industry is a sector which has international importance and has a role in international trade.
Top 5 global pharmaceutical markets are the US, Japan, China, Germany and France respectively. According
to IMS data, Turkey ranks 16th in global pharmaceutical markets category (Table12).
Table12. Country Ranking in Pharmaceutical Market (2012-2013), (million USD)

Source: IMS Health

The increase in world population, the aging population, changes in the burden of disease, new treatment
methods, rising quality expectations due to the increasing awareness all have increased the need and demand
for health care services and pharmaceuticals. While this situation causes an increase in health expenditures,
together with budget limitations, it exacerbates pressure on health and pharmaceutical expenditures in many
countries. It is estimated that world population- 6,5 billion in 2005, will increase by 7,6 billion in 2020 and
the share of people aged 65 and over in total population will rise to 9.4% by increasing 240 million. Studies
show that older people use medicines more than the young. 80% of the people aged 75 and over use at least

one prescription drug, 36% of them use at least 4 prescription drugs. 80% of the people aged 75 and over use
at least one prescription drug, 36% of them use at least 4 prescription drugs. Due to the disease types and
rates increasing accordingly, prescription drug sales have been mounting up. It is estimated that total global
prescription drug sales will reach 853 billion dollars (Ministry of Development, Pharmaceutical Study Group
Report, 2014).
Table13. Top Pharmaceutical Companies by Sales, (2012, 2013)

Source: IMS Health Data
Global pharmaceutical companies, mostly producing reference drugs, have been dominating the world
market. Some of these companies have an annual endorsement over 50 billion dollars (Table13).
Products in pharmaceutical industry falls into two groups as reference drugs and bioequivalent drugs.
Reference drugs refers to the new drugs in that they prove to have positive effects on disease after long
researches, lab and clinic studies, and they are unprecedented drugs based on a patented molecule (Kanzık
and Hıncal, 2011). With the expiration date of statutory protection period for patented medicines,
pharmaceutical companies may roll out medicines similar to the reference drugs. These are called as
"bioequivalent drugs". Bioequivalent drug must have the same active substance and same amount that of the
reference drug. Also, It must have the same formulation and pharmaceutical size and shape with the
reference drug. Bioequivalent drugs must drug demonstrate proof of bioequivalence to the reference drugs
(Yased, Turkey Health Sector Report, 2012).

Table14. World's 20 Top-Selling Drugs, (2012, 2013)

Source: IMS Health Data
Annual endorsement of a single product may reach up to 10 billion USD in pharmaceutical industry
(Table14).

C. Foreign Trade in Pharmaceutical Industry
Table15. World's Top Medicinal and Pharmaceutical Product Exporting Countries, (2011-2013)

Source: Republic of Turkey Ministry of Economy

While global markets realized spending of 520 billion USD export in 2013, falling by an increase of 3.8%
compared to the previous year, they realized spending of 536.4 billion USD export in the year 2013 by an
increase of 3.7% compared to the previous year (Table16).

Table16. World's Top Medicinal and Pharmaceutical Product Exporting Countries, (2011-2013)

Source: Republic of Turkey Ministry of Economy

The leading pharmaceutical import and export countries worldwide are EU and USA. The foremost global
pharmaceutical export countries are Germany, Switzerland, Belgium, USA, France and England for the year
2013. Turkey ranks 34th with her 0.16% share of total export in this list. India, one of the developing
countries, ranks 11th in the same list and has become a global actor in pharmaceutical production and export
,showing increase of 22% in year-on-year export (Ministry of Economy, Medicinal and Pharmaceutical
Product Industry, 2014).
Leading global pharmaceutical importing countries for the year 2013 are USA, Germany, Belgium, France,
England and Italy. These countries have different import patterns from each other to a great extent and their
export from developing countries is small scaled. In addition, pharmaceutical products and pharmaceutical
raw materials are imported from countries developed in pharmaceutical industry. Turkey ranks 24th among
global pharmaceutical importing countries, with a share of 0.84%. Pharmaceutical industry is one the sectors
with production and export opportunities in great amounts and variety, together with high value-added rates.
Despite her potential in pharmaceutical industry, Turkey has not reached the desired competitive capacity
according to the competitive parameters on the global market, yet. The share of this industry is about 0.2%
on the global market (Ministry of Economy, 2014).
Turkish pharmaceutical industry has reached a technological level in which it can produce all kinds of
products except for those that require a special production technology such as biotechnology, etc. Turkey has
reached a technological level comparable in technological infrastructure with the EU countries by making
the essential investments in the framework of "Good Manufacturing Practices" (GMP) defined and enforced
by WHO in 1984. International norms and standards are applied and followed in Turkey as well as in other
European countries.

Turkey is in an important market position growing in the pharmaceutical industry. Turkey is considered as
one of the seven rising markets together with China, Brazil, Mexico, South Korea, India and Russia by IMS
Health (Ministry of Economy, 2014).
Turkey's export of medicinal and pharmaceutical products realized 818 million USD in 2013 by falling by
13.7% year-on-year. Iran ranks the first in pharmaceutical export for the year 2013. Iraq, Germany,
Switzerland, the USA, South Korea, Turkey and the TRNC are other significant export markets. When the
high level of exportation of unregistered pharmaceutical exports to Iraq is taken into account, Iraq is
considered to be one of the markets in which Turkey can reach high export potential (Ministry of Economy,
2014).
Table17. Turkey's Export of Pharmaceutical Industry by Countries, (2012-2013), (USD)

Source: Ministry of Economy

Turkey's import of pharmaceuticals and other pharmaceutical products in 2013 increased by 3% year-on-year
and reached 4.5 million USD. Retail pharmaceutical products constitute a significant proportion of imports
as well as imports in this industry. Germany, USA, Switzerland, France, and Italy take the first place in
pharmaceutical importing countries for the year 2013 (Ministry of Economy, 2014).

Table18. Turkey's Export of Pharmaceutical Industry by Countries, (2012-2013), (USD)

Source: Republic of Turkey Ministry of Economy

Parallel trade occurs when products produced in both low-priced and high priced markets are purchased from
low-priced markets by the third parties and sold to the high priced markets again. The imported drugs' prices
in Turkey are lower than neighbor countries, which makes the parallel trade more attractive. This situation
causes a decrease in the profit of pharmaceutical manufacturing companies and makes it difficult for
Turkey to import pharmaceuticals at the proper rate (TOBB, 2008).
Counterfeit and Illicit Medicine: The capacity of the pharmaceutical industry stirs up the interest of illegal
organizations in terms of counterfeit and illicit medicine market. According to WHO data, the size of this
market is worth around 32 billion USD. Counterfeit medicine is the product with insufficient active
ingredients and/or with wrong ingredients and with fake packaging. Besides, a counterfeit medicine may not
include the active substance itself. In recent years, increasing number of counterfeit medicines violates the
right to life of the patients', generally harming their health and causing death. Thus, provision of medicines to
the citizens is as important as ensuring access to medicines for citizens. There are several studies to prevent
counter medicines in Turkey. Pharmaceutical Track and Trace System (PTTS) designed for a safer access to
medicines by tracing of the pharmaceuticals from each point where they are passed is an innovative and
unique system applied successfully for the first time in Turkey. Full-tracking of all the pharmaceuticals on
the market is ensured through notifications in all stages─ from production to consumption. With this
practice, it is aimed to prevent illicit medicines, pharmaceutical counterfeiting relevant to drug clippings,
fake packaging whilst promoting rational use of medicines and collecting data on pharmaceuticals to control
the market. PTTS defines an infrastructure that was established to trace each unit of pharmaceuticals safely.
PTTS is the applied form of the structure defined as “Track &Trace” in literature into pharmaceuticals.
Thanks to PPTS square code, pharmaceutical units have been singularized, and tracing of them is ensured

through the notifications to the central database from each point where the pharmaceutical is passed. Thus
using the listings coming from system, tracing of the pharmaceutical units is ensured. As the stock position is
also traced, pharmaceuticals can be pulled off easily when necessary. (Turkish Medicines and Medical
Devices Agency, Survey Report on Turkish Pharmaceutical Market 2014:19).
D. Pharmaceutical Companies
Enterprises at supplier's position in pharmaceutical industry are classified as reference pharmaceutical
companies and equivalent pharmaceutical companies. Yet there is no clear-cut line of this classification.
Because reference pharmaceutical companies may offer equivalent pharmaceuticals to the market in some
cases, as well. Cooperation due to the licensing, co-marketing and co-promotion agreements between these
companies has put the companies with different profiles into a more complex position as well as their
relationships. In addition, with many equivalent pharmaceutical companies taken over after global reference
pharmaceutical companies in recent years, it is difficult to make a clear classification of the companies
(Turkish Competition Authority, 2013). A total of about 300 companies- 263 domestic and 37 multinational
companies- operate in Turkey (Ernst&Young, 2011). Reference pharmaceutical companies have an R&D
based business model. They conduct their R & D studies continuously and in a dynamic way so they
manufacture and do the marketing of the patented drugs that they have developed. According to the EU
Commission Report, 60% of the reference pharmaceutical companies also operate in the research and
production of biotechnology products (Turkish Competition Authority, 2013).
With the expiration of paten right and similar rights, market entry of equivalent drugs becomes easier.
Market entry of an equivalent drug effects price competition directly while triggering R & D competition
indirectly. Therefore, the market entry of equivalent medicines in many countries has been facilitated. For
example, equivalent drugs in America are subjected to a facilitated licensing procedure. According to this,
costly and time consuming preclinical and clinical tests that are mandatory in order to license the generic
drugs are not requested in the applications for equivalent pharmaceuticals. For the equivalent medicines in
EU and Turkey, abbreviated marketing authorization applications are in use. Equivalent pharmaceutical is
comparable to reference product in dosage form, strength, quality and treatment and performance
characteristics and it is the bioequivalent to the reference drug. Generic drugs can be marketed under a nonproprietary/approved name or proprietary /brand name. Equivalent drug companies are more small-scaled
rather than reference pharmaceutical companies. Majority of these are local companies though some operate
in global market (Turkish Competition Authority, 2013).

Table19.Top 20 Companies by Endorsement Size in Turkish Pharmaceutical Industry (2012-2013)

Source: IMS Health
Turkish pharmaceutical industry has long years of manufacturing experience in international quality
standards. Pharmaceutical manufacturers have capacity and equipment to manufacture products that are
compatible with quite strict regulations and quality standards. They export to more than 100 countries. These
countries include developed countries such as the US and the EU (Ministry of Development, Pharmaceutical
Study Group Report, 2014).
Turkey enforced Good Manufacturing Practices (GMP) guidelines with the Law No. 1262 on
Pharmaceuticals and Medical Preparations (1984) under the control of Ministry of Health and legislative
inspections to be made in this scope were made compatible with EU norms. There are about 115.000 people*
working as highly qualified staff in Turkish pharmaceutical sector and there are around 300 companies
running in the sector (Pharmaceutical Study Group Report, 2014).
According to the MoH data compiled by Pharmaceutical Industry Employers' Union (IEIS), 65 of these
companies are in manufacturing level, and 13 of them are foreign-financed. When the sector is analyzed by
manufacturing plants, there are 68 manufacturing plants and 15 of them are foreign-financed. In addition
there is a total of 10 raw material manufacturer, 4 of which are foreign owned and on the plant basis; there is
a total of 12 plants, six of which is foreign-financed. The majority of pharmaceutical companies are based
around pharmaceutical companies, Istanbul, Kocaeli and Tekirdag (Study Group Report, 2014: 22).
According to the MoH data, there are about 150 pharmaceutical warehouses and 24.356 private pharmacies.
In addition, according to the calculations taking the number of hospitals into account, there are about hospital
pharmacy or medicine delivery units.
Despite this, the rate of capacity utilization is low and dependence on foreign sources is high. According to a
research by the Ministry Economy, import dependency was 37% in pharmaceutical manufacturing industry
by the year 2011, which is quite high (Study Group Report 2014: 22). According to the IMS data, 78,8% of
the pharmaceuticals consumed in boxes, and 44,9% on value basis was supplied by domestic production.

As of 2012, the total market size of biotech products in Turkey reached 1.7 billion TRY (930 million
dollars), and this number constitutes nearly 13% of the total pharmaceutical market. Though the
bioequivalent pharmaceuticals as a share of this market is around 1.5%, which is quite low, this figure shows
they have achieved a rapid growth. Turkey imports nearly all of biotechnological pharmaceuticals. With the
efforts spared by Ministry of Health, a pharmaceutical company did the aseptic filling of a bioequivalent
drug and sold it, and another company carried out all manufacturing phases of pneumococcal vaccine-from
formulation to the last step- cooperating with a local company in Turkey. After this investment launched in
2011, Turkey has become the 3rd country in advanced-technology manufacturing after the United States and
Ireland. It is expected that the market share of biotechnological and bioequivalent pharmaceuticals will
increase gradually. Licensing criterion of these pharmaceuticals, whose manufacturing technology is
extremely complex and different from chemical drugs, is of great importance on patients' side (Study Group
Report, 2014: 33).

*Figures are only estimates. Their distribution is as follows; 73.500 people in private pharmacies (Research
on Pharmacists and Pharmacy Profiles, TPA, 2014), 30.000 people in pharmaceutical companies (Ministry of
Economy, Medicinal and Pharmaceutical Products Sector, 2014), 11.500 people in pharmaceutical
warehouses (Industry Estimates).

Table20. Top 20 Companies Operating in Turkish Pharmaceutical Industry by Box Sales in (2012-2013)

Company
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20

Abdi İbrahim
Bilim
Bayer
Eastpharma
Sanofi
Ulagay
GlaxoSmithKline
Novartis
Santa Farma
Sanovel
Pfizer
Astrazeneca
Sandoz. Recip AB.
Nevzat
Atabay
Abbott
Nobel
Numil
Ali Raif
Neutec İlac

Source: IMS Health

Boxes
Sold in 2012
176.462.459
109.972.071
124.669.116
90.971.445
83.124.962
84.643.329
64.383.070
61.538.464
55.398.163
46.644.212
53.113.624
44.263.212
39.845.518
45.827.048
37.146.335
41.181.230
32.625.724
26.010.948
30.337.797
25.092.276

2013 Boxes
Sold in 2012
133.750.863
118.723.668
114.368.306
93.466.082
82.000.942
77.462.564
69.049.134
62.525.550
54.463.832
52.981.855
52.964.078
48.967.078
46.806.462
43.612.353
43.278.708
42.816.449
36.767.930
33.154.076
30.784.003
30.009.141

Change
2012/13 (%)
-24%
8%
-8%
3%
-1%
-8%
7%
2%
-2%
14%
0%
11%
17%
-5%
17%
4%
13%
27%
1%
20%

E. Drug Distribution Channels
Distribution of the pharmaceuticals is ensured via pharmaceutical warehouses, private pharmacies, Turkish
Pharmacists Association (TPA), Public Health Institute of Turkey (for vaccines). Since ultimate users do not
have enough information about the importance of pharmaceutical consumption on public health, pharmacies
are to inform these people about the features and indications and usage of the medicines. For the use of OTC
drugs, this issue takes on more importance, even in some cases; pharmacists become the decision makers in
choosing the right medicine instead of physicians.
Warehouses, working as wholesalers in pharmaceutical industry, ensure the product flow between
manufacturers / importers and independent retailers, and doctors with authority to distribute the
pharmaceuticals (1) and hospitals. Besides distribution pharmaceuticals, these warehouses also do physical
stocking of pharmaceuticals. Pharmaceuticals are generally kept in point of sales by the retailers in the case
of short-term needs in that it is often difficult and costly to protect them for a long time. Wholesalers
eliminate the problems caused by stocking and extra expenses to be paid by retailers (Turkish Competition
Authority, 2013).
(1) Physicians have the authorization for distribution of pharmaceuticals in Japan and South Korea (OECD,
2001:10)
Warehouses operate in two different sales channels. The first is the distribution of pharmaceuticals taken
from manufacturers/importers to the private pharmacies. These warehouses compete in maturity, discounts
and surplus for pharmacies and other service areas. The second channel is warehouses, operating as bidders.
They participate in the tenders initiated by hospitals and supply the products stated in the tender
specifications within the time specified. Although the warehouses
working with pharmacies and the
warehouses working for hospitals differ from each other, there are warehouses that work for both of them
(Turkish Competition Authority, 2013: 37).
One of the most important features observed in the sales made by wholesalers is that there is an intense
number of these wholesalers to reach the pharmacies. Purchasing power of wholesalers operating on a large
scale makes it possible to procure pharmaceuticals more reasonable than the smaller-scale wholesalers.
Large-scale wholesalers that can procure products in such a favorable condition are able to have higher
market shares as they can facilitate their retailing activities by using the discounts obtained earlier. The
reason behind the competition in this field is the price sensitivity of retail buyers (Turkish Competition
Authority, 2013: 37).
Pharmaceuticals that are prescribed by the physicians yet unregistered or licensed but cannot be produced or
imported for some reasons and whose import permit is approved by the Ministry of Health are imported and
delivered to patients/patients' relatives by Turkish Pharmacists Association (TPA) in the scope of good
distribution practices.
Turkish Pharmacists Association (TPA) maintains imported drug supply services, signing protocols with
Ministry of Health and SGK. The preliminary rule for drug supply from abroad is to receive the import
permit from Turkey Medicines and Medical Devices Agency under Ministry of Health. All the prescriptions
must fulfill the terms of Imported Active Pharmaceutical List published by Medicines and Medical Devices
Agency.
According to "Supply and Use Guidelines for Imported Active Pharmaceutical List" published by Turkey
Medicines and Medical Devices Agency (TITCK), foreign suppliers can also import drugs to the country, as
well. As of 06.05.2015, 22 companies were given authorization in this scope (TITCK). Without doubt,
hospitals serve as one of the end-distribution channels in drug consumption.

They also deal with distribution of pharmaceuticals for inbed patients. In Turkey, hospital services are
mainly based on public sector. Hospital services are provided by the hospitals under Ministry of Health,
Public Hospitals Agency of Turkey, Public Health Institute of Turkey and university hospitals as well as
private sector owned hospitals in foundation universities, and other private hospitals.
Besides these hospitals, there are other health facilities such as medical centers, medical specialty center,
policlinics owned by private sector in Turkey. In addition to these, there are oral and dental health centers
under Turkish Public Hospitals Agency, dental schools of state or foundation universities, privately owned
oral and dental health centers. Under the Public Health Institute of Turkey, family medicine units,
community health centers and other service units maintain service provision, as well. 112 emergency care
services under the Ministry of Health are also classified in the service provision units. Since a large
proportion of pharmaceutical expenditures of health care providers were realized in hospitals (98%), these
expenditures were assessed as hospital expenditures (Atasever, 2014).
Being the institution in charge of public health services, Public Health Institute of Turkey provide
vaccination programs in the scope of preventive health care services.
F. Human Resources in Pharmacy
Approximately 30.000 people are employed in the manufacturing and marketing of pharmaceuticals in
Turkey. Significant part of these employees (nearly 50%) has higher education (Ministry of Economy, 2014:
5).
The number of the faculties of pharmacy, which was 11 in 2003-2004, reached 17 in the 2012-2013
academic year (CHE, 2014: 78). According to the MoH data, 27.036 pharmacists have been actively working
by the end of year 2014 and according to TPA data, there are 649 managers in charge of pharmaceutical
warehouses.
In pharmaceutical industry, private pharmacies, reaching 24.811 in number by the end of 2014, are the
enterprises in which retailing activities mostly take place. In some countries, some big retail stores operate
in this industry as well as the pharmacies. A lot of regulations were made in the scope of retail sale of
pharmaceuticals. Some of these are: Price fixing and profit fixing, restrictions on advertising, ownership
restrictions for non-pharmacists selling medicines and arranging pharmacy startups by population and / or by
distance. Only some of these regulations or all of them are in force in countries depending on the flexibility
of their systems. Such situation determines characteristics of the pharmacy activities in a country. For
example, in countries such as USA, where free market conditions have already been adopted, sales of
medicines are allowed in chain pharmacies and on the internet apart from private pharmacies. Whereas in
countries like Turkey where such sales activities are not that free, private pharmacies are only the end
users.(Turkish Competition Authority, 2013: 37)
Today, pharmaceutical business has been regarded as a self-employed job. Thus, professional associations
were founded to form and monitor rules specified by the relevant legislation as are in other self-employment
activities. Depending on the authority resulting from the legislation, these associations can interfere within
the activities of their members in accordance with the decisions of administrative bodies and may bring
limitations to already limited free activity fields. Therefore, an important part of efforts of the competition
authorities of many countries for this sector is spared to inspections on such decisions taken by professional
associations in this industry (Turkish Competition Authority, 2013: 38).

Table21. Number of the Pharmacists, Turkey, (2002-2014)

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012

2013 2014

1.596

1.449

1.393

1.237

1.190

1.210

1.192

1.535

1.854

1.891

1.920

2.067

1.915

134

135

138

142

145

162

181

200

218

245

271

291

310

20.559

20.787

21.077

21.377

21.805

22.605

23.405

24.298

24.589

24.811

Other

0

0

0

0

0

0

0

82

65

0

Total

22.289

22.371

22.608

22.756

23.140

23.977

24.778

Ministry of
Health
Universities
Private Health
Sector

Source: Ministry of Health

23.466 23.499 23.953

0

935

0

25.201 26.506 26.089

26.571

27.012 27.036

Chapter Three
Developments in Turkish
Pharmaceutical Sector
(2003-2014)

A. Developments about Pricing

Developments in 2003
-

By the Cabinet Decision No. 2003/5557, the VAT rate on blood products and components used for
human and animal health was reduced from 18% to 1%, and the VAT rate on formulas used for human
nutrition, anti-serums used for human and animal health, immunoglobulins and vaccines was reduced
from 18% to 1%.

-

The VAT rate on blood products was increased from 1% to 8%.

Developments in 2004:

-

Resolution on Pricing of Medicinal Products for Human Use was issued in the Official Gazette Dated 14
February 2004 and No. 25373.

-

By the Cabinet Decision Dated 2004/8301, the VAT rate was reduced from 18% to 8% for medicinal
products beginning from 1 March 2004.

-

Beginning from 14 April 2004, the Pharmaceutical Pricing System shifted to the reference price system,
which is grounded on the cheapest product-based price in selected EU countries, and 1% to 80% cost
cuts were achieved in 950 individual medicinal products.

-

The change in exchange rates were reflected on pharmaceutical prices and pharmaceutical costs were
reduced by 20% as of 14 April 2004.

-

Pharmaceutical prices were increased by 8.7% following the increase in the exchange rates as of
2 August 2004.
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Developments in 2005:
-

About 10% price cuts were made in medicinal products by a protocol signed among the MoF, MoLSS
and
Turkish Pharmacists' Association, beginning from 10 February 2005.

-

Beginning from July 2005, pharmaceutical prices were reduced by 8.8% following the decrease in the
exchange rates. The coverage of the bioequivalent pharmaceutical products was expanded and the
bioequivalent medicinal product groups were increased from 77 to 333 in number.

-

Price ceiling for generic medicinal products produced from domestic raw materials, which was up to
80% of the originals before, was brought down to 70% as of 13 June 2005.

Developments in 2006:

-

The effective date of the protocol, which was signed among the MoF, MoLSS and Turkish Pharmacists'
Association and made about 10% price cuts in medicinal products year-on-year, was extended for a
year’s time beginning from 1 January 2006.

-

Pharmaceutical prices were increased by 5% following the increase in the exchange rates in July, August
and September.

Developments in 2007:
-

A new 1-year protocol was signed between the SSI and TPA (Turkish Pharmacists’ Association) and
cuts in pharmaceutical prices were continued.

-

By the Resolution on Pricing of Medicinal Products for Human Use issued in the Official Gazette Dated
22 September 2007, price evaluation commission was convened and determined the basis exchange rate
for medicinal products to be prescribed in the upcoming period, resulting in 7.77% decrease in
pharmaceutical prices.
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-

Developments in 2008:
- Pharmaceutical prices were increased by 8% on 28 July 2008.

Developments in 2009:
By the Amending Resolution on Pricing of Medicinal Products for Human Use issued in the Official Gazette
Dated 3 December 2009 and No. 27421 (Repeated Edition), the following decisions were made in order to
achieve targets relevant to global budgeting beginning from 4 December 2009:
- Manufacturer’s price for original medicinal products the generics of which were also available in the market
was brought down from 100% to 66% of the reference price.
- 100% of manufacturer’s price was still taken as basis for original medicinal products or products without
generics in the market; however, the public discount applied by the SSI was increased from 11% to 23%.
- While 80% of reference price was taken as basis in pricing generic pharmaceuticals in the past, the threshold
was brought down to 66%.
- While pricing for old pharmaceuticals with more than 20-year market availability was not based on reference
prices before, the reference price system was introduced for such products and set up as 100% of the
manufacturer’s price.
- Both medicinal product prices and profit margins of warehouses and pharmacies were reduced.

Developments in 2010:

-

According to the protocol Dated 18 December 2010 which was signed by pharmaceutical companies
aiming to meet targets relevant to global budgeting, an additional 9.5% discount was made in the prices
of original medicinal products with no generics or original medicinal products without generics of
market availability (except for the medicinal product groups not included in the Resolution on Pricing of
Medicinal Products for Human Use).
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Developments in 2011:

-

Manufacturer’s price for original medicinal products the generics of which were also available in the
market was brought down from 66% to 60% of the reference price.

-

Public discount, which applied by 32.5% for all medicinal products, was increased by 7.5% and reached
to 40%.

-

Public discount base rate was increased to 41% for original medicinal products with no generics or
without generics available in the market.

-

While 66% of the manufacturer’s reference price was taken as basis in pricing generic medicines in the
past, the threshold was brought down to 60%.

-

While pricing for old medicinal products with more than 20-year market availability was based on 100%
of the reference prices before, the threshold was brought down to 80%.

-

Beginning from 5 November 2011, patients who received a bill of health were not allowed for represcribing 15 days before the maturity date of the bill while the re-prescribing period was 7 days
before.

-

Beginning from 10 November 2011, pertaining to the reimbursement for the costs of equivalent
pharmaceuticals, the ceiling price was brought down from 15% to 10% of the cost of the cheapest
medicinal product.

Developments in 2012:

-

Beginning from 24 March 2012, the VAT rate on imported pharmaceutical raw materials, which were
used for pharmaceutical medicinal production, was reduced to 8%.

B. Developments about Reimbursement
Developments in 2004:
- Reimbursement commission was established by a Circular issued by the Ministry of Finance (MoF).
By the Amending Regulation Dated 22 December 2004, inpatient treatment costs under the
Green Card System and related costs of consultation, diagnostic, medical dressing, tooth extracting,
dental prosthetic, opticianry and pharmaceutical services were met by the government.
Developments in 2005:
- SSK pharmacies were closed down and the SSK insurees were allowed to take their medicines from
private pharmacies.
-

20% co-payment was collected from Green Card beneficiaries for medicinal products by the Law issued
in the Official Gazette Dated 27 April 2005 and No. 5335.

-

- Pharmaceutical bioequivalence approach was adopted for the ES scheme. Accordingly, disbursement
was allowed up to 30% of the most inexpensive bioequivalent medicinal product as of 1 March 2005.

Developments in 2006:
-

Price ceiling for bioequivalent pharmaceutical groups, which was up to 30% of the originals until May
15, 2006, was brought down to 22% thereafter.

-

The number of medicinal products in the positive list was reduced and case payment was started for
outpatient treatment services as of 1 July 2006.

-

A pharmaceutical expenditure tracking system was set up in the SSI and the "MEDULA" system was
put into implementation.

-

Delivery of health care services, which had variations by service providers, were standardized by the
Social Insurance and the Social Security Institution Law issued in the Official Gazette Dated 16 June
2006 and No. 5510 and mandatory national Universal Health Insurance scheme was established.

-

A positive list of pharmaceuticals was compiled for common use by all institutions as of 1 January 2006.

Developments in 2008:

-

A directive was issued on 8 August 2008 on working rules and principles of the disbursement
commission which was established by the Article 72 and the Amended Sub-Clause 2 of the Clause (f) of
the Article 63 of the Law on Social Insurance and Universal Health Insurance No. 5510. The directive
was replaced by a new directive by the Social Security Institution on 16 April 2012.

-

- Co-payment was introduced for outpatient medical and private dental practices except for primary
health service providers and Family Medicine private practices beginning after 1 October 2008. 3 TRY
co-payment was charged for secondary health service providers while 4 TRY was charged for training
and research hospitals, 6 TRY for university hospitals and 10 TRY for private health service providers.

Developments in 2009:
-

Pharmaceutical industry agreed on global budgeting for 2010-2012 in order to ensure sustainability and
predictability in pharmaceutical spending (the pharmaceutical global budget was determined as follows:
14.600 million TRY for 2010, 15.562 million TRY for 2011 and 16.669 million TRY for 2012.

-

Pertaining to the reimbursement for the costs of equivalent pharmaceuticals, the ceiling price was
brought down from 22% to 15% of the cheapest medicinal product which had the same active ingredient
and could be prescribed for the same indication.

-

As of 01.10.2009, copayments were charged as: 2 TRY for outpatient health care services, medical and
private dental practices in provinces implementing the "Family Medicine System”, 8 TRY for public
secondary health care facilities, 8 TRY for training and research hospitals and 15 TRY for private health
service providers. Accordingly, patients would not be charged 2 TRY copayment for primary care and
family medicine consultations and 3 TRY deduction would be made in copayment for other health care
services if no medicine was not prescribed or prescriptions were not used.
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Developments in 2010
- As of April 1, 2010, it was resolved that , patients would not be charged 2 TRY copayment for primary
care and family medicine consultations and 3 TRY deduction would be made in copayment for other
health care services if no medicine was not prescribed or prescriptions were not used.
-

By the Cabinet Decision Dated 9 June 2010 and No. 2010/948, pain killer medications such as
morphine, which would be given to cancer patients, were provided by the MoH free of charge for
primary, secondary and tertiary health care facilities.

-

By the Cabinet Decision Dated 2 November 2010 and No. 27747, cancer patients, regardless of social
security coverage, were provided charge-free access and use of Morphine Sulphate (MS) Contin tablets,
Morphine Sulphate (MS) Immediate Release tablets and capsules and Elixirs (Roxanol) which were used
for pain management in the MoH primary, secondary and tertiary health care facilities.

Developments in 2011:
- By the Cabinet Decision No. 2011/1333 issued in the Official Gazette Dated 13 February 2011 and No.
27845, the medicines to be used for smoking cessation treatments were provided free of charge for
maximym 250.000 patients in the MoH primary, secondary and tertiary health care facilities regardless
of social security coverage of patients.
-

By the Amendment to the SSI Medical Enforcement Declaration (SUT) issued in the Official Gazette
Dated 17 December 2011 and No. 28145, it was ruled that stock losses of pharmaceutical warehouses,
which might occur from additional public discounts, would be refunded to warehouses by companies
and to pharmacies by warehouses, and notifications of pharmacies to the Pharmaceutical Track and
Trace System would be taken as basis for relevant procedures.

Developments in 2012:
- By the Amendment to the SSI Medical Enforcement Declaration (SUT) issued in the Official Gazette
Dated 21 January 2012, copayment was charged for outpatient care visits to emergency care departments
by the rules of triage.
-

Green Card was covered by the SSI.

-

By the “Protocol on the Social Security Institution (SSI) Insurees’ Taking Medicines in the Turkish
Pharmacists’ Association Member Pharmacies” dated 01.02.2012, pharmacies were required to apply
following rates of discount:

a) 0% discount by pharmacies with sales amount up to 600.000 TRY; 1% discount by pharmacies
with sales amount between 600.001 TRY and 900.000 TRY; 2.5% discount by pharmacies with
sales amount between 900.001 TRY and 1.500.000 TRY; 3% discount by pharmacies with sales
amount above 1.500.000 TRY; and the minimum discount rate for recently opened pharmacies
with no sales in the previous year.

b) 0.25 TRY service cost would be made to pharmacists per one prescription after 01.03.2012.
-

- By the Article 68 of the Law No. 5510 which was amended by the Law Dated 1.03.2012 and No. 6283,
copayment was charged for also prescriptions written out by family physicians. In addition, 3 TRY
copayment was charged for prescription drugs – either 3 boxes of the same drug or 3 separate drugs –
while an extra 1 TRY was charged for every other drug prescribed additionally. 69

Developments in 2013:
By the “Protocol on the Social Security Institution (SSI) Insurees’ Taking Medicines in the Turkish
Pharmacists’ Association Member Pharmacies” dated 19.09.2013, pharmacies were required to make
following rates of discount:

A) 0% discount by pharmacies with sales amount up to 700.000 TRY; 1% discount by pharmacies with
sales amount between 700.001 TRY and 900.000 TRY; 2.5% discount by pharmacies with sales amount
between 900.001 TRY and 1.500.000 TRY; 3% discount by pharmacies with sales amount above
1.500.000 TRY; and the minimum discount rate for recently opened pharmacies with no sales in the
previous year.
B)
C) 0.75 TRY service cost per prescription would be paid to pharmacists making 0% discounts for the SSI
and 0.25 TRY service cost per prescription would be paid to pharmacists making other rates of discounts
for the SSI.

C. Developments about Licensing
Developments in 2005:
Regulation on Licensing Medicinal Products for Human Use was issued.
-

Regulation on Monitoring and Evaluation of Medicinal Products for Human Use was issued.

-

Regulation on Classification of Medicinal Products for Human Use was issued.

-

Regulation on Amendments to Licensed Medicinal Products for Human Use was issued.

Developments in 2008:
- Regulation on the Rules and Principles of Market Surveillance and Control was issued by the Ministry
of Health.
- Regulation on Blood and Blood Products was issued.
Developments in 2010:
-Regulation on Traditional Medicinal Products was issued.
Developments in 2013:
- Regulation on Manufacturing Facilities of Medicinal Products for Human Use was issued in the
Official Gazette Dated April 27, 2013.

Developments in 2014:
- Directive on Licensing for Human Tissue and Cell Products and Authorized Centers for Production,
Import, Export, Storing and Distribution was issued.
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D. Developments about Advertising and Promotion
Developments in 2003:
- Regulation on Advertising and Promotional Activities of Medicinal Products for Human Use was
issued.

Developments in 2013:
- Regulation on Advertising and Promotional Activities of Medicinal Products for Human Use was
issued in the Official Gazette Dated 26.08.2013 and No.28037.

E. Developments about Immunization
Developments in 2003:
National immunization days were organized in framework of the national immunization
campaign against measles.

Developments in 2006:
- “Expanded Immunization Program” (EIP) was introduced and covered rubella, mumps and meningitis
vaccines.
- “National Immunization Days for Tetanus” were organized in scope of the Tetanus Elimination Program.

Developments in 2008:
Pentavalent vaccines were incorporated into the routine immunization program by the MoH
General Directorate of Primary Health Care Services Circular Dated 25 February 2008 and No. 2008/14.
-

Pneumococcal conjugate vaccine was put into use in November 2008.

Developments in 2010:
- By the MoH Official Letter Dated 11 October 2010 and No. 41128, quadrivalent combined vaccine
including acellular pertussis vaccine was incorporated into the immunization scheme for the first grades
of primary schools in order to prevent the cases of acellular pertussis which are common in primary
school age.

F. Other Developments
Developments in 2004:
- “Prevention of Vitamin D Deficiency and Bone Health Protection Program” was launched and
free iron drops and Vitamin D support were provided for infants and pregnant women.

Developments in 2005:
- “Cosmetics Law” was issued in the Official Gazette Dated 24 March 2005 and No. 5324.

Developments in 2007:
- By the MoH Strategy Development Presidency Circular Dated 4 April 2007 and No. 2007/25, necessary
arrangements were made for collective procurement procedures of the MoH facilities.
Developments in 2008:
- Amending the “Resolution on Packaging and Labeling of Medicinal Products for Human Use”, clips
were removed from product boxes and replaced by “square codes”.
-

General Directorate of Pharmaceuticals and Pharmacy issued the “Guideline on the Readability of the
Labelling and Package Leaflet of Medicinal Products for Human Use” on 26 February 2008 in order to
minimize misuse of medicinal products.

-

By the Amending Clause “f” of the Article 22 of the Law No. 4734 Dated 5 December 2008, direct
procurement method was allowed in order to ease provision of patient-specific medical supplies and test
and diagnostic kits such as medicinal products, vaccines, serums, anti-serums, blood and blood products
which are not economical for long-term stocks due to limited shelf life or which could be used in cases
of emergency, and orthoses and prostheses which are tailored for individual patients.

-

- Material Resources Management System (MRMS) became mandatory for stock monitoring and control
in all MoH facilities on 25 November 2008, resulting in easy monitoring of medical device, equipment
and medicinal product procurements by hospitals in terms of prices and quantities.
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Developments in 2009:
- By the “Protocol on On-Site Supply of Medicinal Products for People Living in Rural Areas without
Pharmacies” signed between the MoH and the Turkish Pharmacists’ Association on 18 September 2009,
mobile pharmacies were opened up in order to facilitate access to pharmaceuticals for people who lived
in rural areas without pharmacies.
-

By the Strategy Development Presidency Circular Dated 27 March 2009 and No. 2009/23, price query
and average cost estimates were required for the MoH through the “Material Resources Management
System” (MRMS). Maximum Stock Implementation was started and the stock levels were limited to 4
months maximum. So, stock levels were considerably reduced.

-

“Surplus Movable Property Module” and “Excess Movable Property Module” were developed for
disinvestment and avoiding wastage of materials with close expiry dates, resulting in significant savings
in costs.

-

By the Strategy Development Presidency Circular Dated 23 July 2009 and No. 2009/45, Provincial
Stock Pools” were established for the MoH facilities and “Stock Coordination Teams” and “Central
Procurement Units” were set up in provinces. All stocks in provinces were incorporated into the
provincial stock pools which avoided duplicate purchase for surplus goods and improved savings.
Purchasing power of small scaled hospitals was limited and their needs were met by large-scaled
hospitals. As a result of these regulations, the number of hospitals, which were authorized to procure
medicinal products and medical supplies & equipment, decreased from 835 to 312.

-

It was ruled that medicinal products and medical supplies & equipment would be procured at the
provincial level via framework contracts.

-

“Commission of Health Expenditure Monitoring and Evaluation” was established for systematic
monitoring and evaluation of health spending and development of strategies required.

-

“Pharmaceutical Track and Trace System” (PTTS) was piloted.

Developments in 2011:
“Prevention and Control Program for Cardiovascular Diseases in Turkey” was put into implementation.
-

Prescribing information inserted in drug packages was simplified in order to facilitate understanding.

-

Regulation on Clinical Researches was issued.

Ministry of Health’s organization law was amended and Medicines and Medical Devices Agency of
Turkey was established.

Developments in 2013:
- “National Action Plan for Rational Drug Use 2014-2017” was developed in order to ensure coordination
and collaboration for rational drug use-supporting activities and behavioral changes in correspondents.
-

Actions were taken in order to develop software programs for the Medical Device Tracking System and
the Cosmetics Tracking System, and a protocol was signed with TUBITAK for that purpose.

-

Medicines and Medical Devices Agency of Turkey signed a cooperation protocol with TUCRIN
(Turkish Clinical Research Infrastructure Network) in order to establish a data base for clinical
researches.

Developments in 2014:
- Regulation on Pharmacists and Pharmacies was issued.
- Regulation on Safety of Medicines came into effect.

Chapter Four
Financing of the
Pharmaceuticals

A. Financing of the Pharmaceuticals
Financing structure of pharmaceutical has features of mixed finance. The main source of the financing is
public and also private expenditures have a n important share in financing the system. In 2002, the main
source of financing for Turkish health care services was public finance. While 78,8 TRY of every 100 TRY pharmaceutical expenditure was covered by the government in 2002, this amount decreased to 77 TRY in
2013. The financing of pharmaceuticals had a fragmented structure in 2002. Yet in 2013, expenditures
covered by public finance started to be financed by SSI. Household pharmaceutical financing has been
diversified with new OOP spending items such as co-payments for prescriptions (Atasever, 2014).
Since 2003, pharmaceutical financing has been through a period of major reforms. For a healthier
reimbursement system, Reimbursement Commission was established in 2004 consisting of representatives
from the SSI, the Employment and Pension Fund, the MoH, the Ministry of Finance, the State Planning
Organization and the Undersecretariat of Treasury. The Commission, which was devolved to the SSI in
2007, was made in charge of setting prices for health care services, medicinal products and other health
services reimbursed by the SSI as well as making changes to the SSI benefits package. Pricing Committee on
Health Services operates under this commission and is responsible for necessary technical work to facilitate
decision-making by the Reimbursement Commission.
In May 2006, the Law No. 5502 was adopted by the Turkish Grand National Assembly. The law, which was
meant to accompany the Law 5510 (Law on Social Security and Universal Health Insurance), aimed at
unifying the three different social security and health insurance schemes (SSK, BAG-KUR and ES), which
seemed to be quite fragmented from 2002 to 2013, into one unified social security administration. It could be
asserted that this reform targeted to set up a single pension and health insurance system that would equalize
rights and liabilities and ensure financial sustainability. SSK, BAG-KUR and ES payments were included in
the SSI beginning from 2007 which were followed by the government employees’ payments being included
in the SSI in 2010 and the Green Card payments being included in the SSI in 2012.

Figure3. Flow of Funds Spent for Pharmaceutical Goods in the Turkish Health System, (2015)
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A.1.Public Financing of Pharmaceuticals
Pharmaceuticals in Turkey are largely covered by public finance. This didn’t changed over the years.
There was not a significant change in the share of public finance in financing pharmaceuticals till 2003. Yet
its regulatory and purchasing power over the pharmaceutical market increased after the merger of
reimbursement agencies. In 2002, with their fragmented structures, SSK, BAG-KUR and ES were merged
under the SSI in 2006 and their reimbursement practices of these three were unified in 2007. In 2010 civil
servants and in 2012 Green Card beneficiaries were brought together under this roof. In 2013, the SSI
became the only public purchaser and the most significant price maker of the pharmaceutical market.
Although Pharmaceuticals and Medical Devices Agency of Turkey under the MoH is in the price maker
position, pharmaceutical-related reimbursement regulations and discounts are determined by Reimbursement
Commission under SSI coordination (Atasever, 2014).
After “reference price monitoring” system was adopted based on cheapest five EU countries (France, Spain,
Italy, Portugal, Greece), single reimbursement system, and implementation "MEDULA" system are among
the other important development affecting public financing of pharmaceuticals.

During this period, obstacles to access to medicines were eliminated. Important steps were taken to facilitate
the access to pharmaceuticals, by ensuring SSK to get their medicines from private pharmacies, binding
hospitals to pay for medicine costs for outpatient treatment of Green Card insurees and inpatients. On the
other hand, price cutting measures were taken to control the pharmaceutical expenditures. In other terms,
though the number of the medicine boxes procured by the public increased by three folds, expenditure on
pharmaceuticals increased only 3% in real terms during this period (Atasever, 2014).
Another method to control public pharmaceutical expenditures is differentiated co-payment practices. Copayment for equivalent pharmaceuticals, co-payments for consultations and prescription co-payment are
among these practices.
That the amount of the pharmaceutical expenditures to be paid by public is determined by a method called
global budget is another important step during this period (Akyürek, 2012). Set by Council for Economic
Coordination for Health, the global budget refers to the prospective receivables which will be provided for a
fiscal year in return for the services to be given during that time. In other words, global budget expresses
expenditure cap and targets. Through global budget, it is aimed to keep pharmaceutical expenditures under
control by limiting total allocation for medicines to be procured by public (SGK SUT, 2015).

A.2.Private Sector Financing of Pharmaceuticals
In Turkey, pharmaceutical financing is largely covered by public. This hasn't changed over the years. While
the share of private expenditures in financing of pharmaceutical was 21,2% in 2002, this rate was 23% for
the year 2013. The private sector financing of pharmaceuticals includes pharmaceutical expenditures of
private insurance or institutions, and OOP of insured or uninsured citizens, and co-payments for
pharmaceuticals (Atasever, 2014).
OOP constitute the most important spending item in pharmaceutical financing realized by private sector. Copayments (co-payment rate with 20% for employees and their dependents covered under SSK, ES and BAGKUR, 10% for pensioners and their dependents) constitute the most significant spending item in the OOP.
Even Green Card insurees, whose premiums are paid government as they have no solvency when paying
their own premiums, are not exempt from this co-payment. These citizens can get reimbursed for these copayments they made for their medicines by the social assistance and solidarity funds (Atasever, 2014).
Also, with the implementation of equivalent band, which applies to maximum disbursement limit in
equivalent-pharmaceutical group, has been decreased from 30% to 10% and even as of October of 2014, this
band was dropped to 0% in 15 equivalent-pharmaceutical groups. In this period, co-payments started to be
collected from the prescriptions, as well (SSI SUT, 2015).

B. Setting Public Pharmaceutical Budget
In order to keep down the effects of economic crisis occurred in 2009 on public finance and to bring the
increase in pharmaceutical expenditures under control, global budgeting was introduced in the
pharmaceutical sector in 2010-2012 (2010 Budget for pharmaceuticals was 14.600 million TRY, budget
allocated for pharmaceuticals in 2011 was 15.563 million TRY, 2012 budget was 16.669 million TRY). With
this implementation, the year 2009, when pharmaceuticals had a bigger share in national income, was
excluded and the global budget was calculated according to realizations of pharmaceutical expenditures of
the year 2008. On other terms, since 2010, public pharmaceutical budget has been set by increasing deflator+
growth by half every year based on the year 2008 (Pharmaceutical Study Group Report, 2014). Public
pharmaceutical budget system, which has been in use since 2010, must be reviewed in some ways. These
are:
International Economic Developments: Turkey has long left the drug pricing mechanism, which is still in
use theoretically. In other words, reference pricing system that has been in use since 2004 has no longer a
role in setting the public pharmaceutical budget. In this system, drug prices are set according to minimum 5
cheapest European countries determined by the Ministry of Health, by agreeing on the cheapest reference
price among the sale prices for warehousemen in maximum 10 countries. These prices are analyzed based on
Euro foreign exchange sell rates updated by Central Bank of Turkey and published as reference in Official
Gazette. If there is a change greater than 5% below the lower limit and/or above the upper limit of “Periodic
Euro Value Band” in moving average value over ninety-day of which will be calculated every day, at the
invitation of Ministry of Health, Price Appraisal Commission is convened for an emergency meeting to
review the prices (Pharmaceutical Price Communiqué, 2011). This procedure is important in terms of price
adjustment of pharmaceuticals over international developments. Euro exchange rate was fixed with value of
1.9595 in Turkey February 13, 2009 and any increase in Euro rate is not reflected in drug prices. As the
system is not revised and a new drug pricing system is not on the way, this reduces the predictability. Fixing
Euro exchange rate in such way also pushes down the prices in countries such as Russia, South Korea, Saudi
Arabia, Egypt and Macedonia all of which take Turkey as a reference country in drug pricing. For this
reason, some pharmaceutical companies give up rolling out some medicines used in critical treatments in
Turkey and some similar markets (Pharmaceutical Study Group Report, 2014).
Pharmaceutical Global Budget Forecasts and Realizations Gap: When setting the public pharmaceutical
budget -though deflator+ growth by half is assumed to be increased every year-, the gap between forecasts
and realizations is not added into public pharmaceutical budget. With the global budgeting implementation,
the global budget was calculated according to realizations of pharmaceutical expenditures of the year 2008
excluding the 2009 in which pharmaceuticals had a bigger share in national income. In addition, it was aimed
to compensate the budget exceeding occurred in 2009 in 2010-2012 period via global budget. This amount to
be compensated İS about 2.4 billion TRY. Yet, if the global budget forecasts made based on deflator+
growth by half, and the amount exceeded in 2009 were in the public pharmaceutical budget, the
pharmaceutical budget realizations would be already over 1,1 billion TRY . In other words, even when the
public pharmaceutical realization is increased by deflator+growth by half and exceeding amount in 2009 is
compensated, it falls behind the predictability (Pharmaceutical Study Group Report, 2014).

Table22. Pharmaceutical Global Budget and Realizations

2010-2012 MTP
Deflator

Growth

Realizations/Revisions*
Deflator

Growth

2009

Budget
(millionTRY)
MTP
Realization
13.666

16.067

2010

5,0%

3,5%

5,7%

9,2%

14.600

15.348

2011

4,5%

4,0%

8,9%

8,5%

15.563

15.868

2012

4,5%

5,0%

7,1%

3,2%

16.669

14.484

46.832

45.700

2010-2012

*2010 and 2011 figures are realizations and 2012 figures are collected from the 2013-2015 MTP (Medium
Term Program).

Source: Tenth Development Plan Pharmaceutical Study Group Report

Pharmaceuticals Brought by TPA: Expenditures of pharmaceuticals imported by TPA were excluded from
the pharmaceutical budget when setting the public pharmaceutical budget. Public pharmaceutical budget is
determined with the same approach used for global budget. The increment of public pharmaceutical budget
was only increased by deflator+growth by half, the expenditures for pharmaceuticals imported by TPA has
increased by 50% on average. In fact, when we exclude the TPA imported pharmaceuticals, public budget
has declined 6.5% on average in real terms for the last five years (Table 23).

Graphic12: TPA-Imported Pharmaceuticals as a Share of Public Pharmaceutical Expenditures, (%)

Source: Ministry of Health, Ministry of Development, SSI, TurkStat, Atasever, M. (ibid)
While the share of TPA imported pharmaceuticals in public expenditures was 1.6% in 2010, this figure
increased to 7,5% in 2014 (Graphic12).

Table23. Effect of TPA-Imported Pharmaceuticals on Public Pharmaceutical Budget

2010

2011

2012

2013

TPA Pharmaceutical Expenditure (millionTRY)

250

400

526

811

TPA Pharmaceutical Expenditure, Increase (%)

-

60,0

31,5

15.351

15.911

1,6

Public Pharmaceutical Expenditure (Milyon TL)
TPA Pharmaceutical Expenditure as a share
of Public Pharmaceutical Expenditure (%)
Public Pharmaceutical
Expenditure excluding TPA
(millionTRY)
Public Pharmaceutical Expenditure Increase
excluding TPA (%)
Public Pharmaceutical Expenditure excluding
TPA(As of 2014 prices, millionTRY)
Public Pharmaceutical Expenditure Increase,
excluding TPA (As of 2014 prices,, %)

2011-2014
Aver
age
2014
Incre
ase
%

20102014
Increase
(%)

1.242

-

396,8

54,2

53,1

49,7

-

13.811

15.442

16.577

-

8,0

2,5

3,8

5,3

7,5

4,8

-

15.101

15.511

13.285

14.631

15.335

-

1,6

-

2,7

-14,4

10,1

4,8

0,8

-

20.486

19.763

15.545

15.927

15.335

-

-25,1

-

-3,5

-21,3

2,5

-3,7

-6,5

-

Source: Ministry of Health, Ministry of Development, SSI, TurkStat, Atasever, M. (ibid)

Hospitals under Turkish Public Hospitals Agency started to provide cancer drugs free of charge for
outpatients receiving day care. As it is known, since 2006, SSI and the MoH have ensured health service
delivery and payments through Global Budget method and for this; they sign a “Lump Sum Service
Procurement Contract” which is renewed every year. Based on the provision of the service procurement
contract signed between SSI and MoH in 2015 stating "Valid starting from 01/07/2015, costs of cancer drugs
used in inpatient treatment (including day care treatment) shall be excluded from Lump Sum Service
Procurement Contract ,and they shall be paid to the Ministry of Health according to the rules and principles
to be attached in sub-contract and within in the specified rules and payment schedule", it was announced in
the official letter No. 465 dated 13.04.2015 by Turkish Public Hospitals Agency that valid starting from
01.07.2015, Hospitals under the Turkish Public Hospitals Agency are obliged to provide the medicines
mentioned above, and in the event that these medicines are prescribed to the patients and they are made to
provide them from contracted pharmacies with SSI, then the amount prescribed will be appropriated from
lump sum payments, thus necessary measures related to this subject must be taken. Also, by the Amending
Article to the Medical Enforcement Declaration (SUT) published in Official Gazette dated 21.04.2015;
relevant arrangements were made by SSI and it was stated that List of the Chemotherapy Drugs to Be
Compulsorily Procured by Hospitals (Annex 4 / H) would be selected from the pharmaceuticals in the "List
of Medicines to be Covered" published in SUT Annex 4 / H, the list prepared would be published on SSI's
official website.

Other Issues Affecting Pharmaceutical Expenditures: As the internal variables are not taken into account
during setting of the public pharmaceutical budget it is generally perceived that market shares shaped before
the global budget implementation were formed in a health way and these market shares would keep stable all
the time. However, factors such as aging of the population, changing disease burden, innovative medicines
and their effects on life span and length of hospital stay and health expenditures must be taken into account
while setting the budget. Regarding this issue, in a study conducted by Prof. Dr. Frank Linctenberg and his
friends in Turkey, it was suggested that innovative medicines contributed 3 years more to the life span, the
length of stay decreased by 1%, thus hospital expenditures were affected positively thanks to these medicines
(Lichtenberg, Tatar and Caliskan, 2014). When compared to the past the access to innovative medicines has
not been facilitated despite the increase in TPA-imported medicines. According to a report prepared by IDE PHARMA CONSULT, between the years 2005-2011 US the Food and Drug Administration marketing
permit to 142 new medicines, the European Medicines Agency (EMA) to 124 and The Ministry of Health of
the Republic of Turkey to 48 new medicines. When the new active substance launches and access to
medicines are compared to total composite numbers approved by FDA and EMA between the years 20052011, it is observed that they have just remained at 29%. Great majority of the new innovative medicines for
cancer, organ transplantation, cardiovascular diseases approved by FDA and EMA do not have approvals in
Turkey. Especially the lengthy licensing procedure in oncology makes it difficult to access the medicines.
This problem still exists even in a worse way in recent years. Prominence of off-label use of medicines for
the last decade has made it possible for people to take more medicines. This makes it possible both to access
the medicines that are not licensed yet and choose new treatment options with limited data in the event that
there is not any treatment option left through using licensed medicines (TUBA National Cancer Policy
Workshop Report, 2014).
In order to secure the budget figures for the period 2010-2012, additional price reductions and discounts
executed by public and together with exchange rate increase were not reflected in drug prices yet this method
affected the sustainability of the pharmaceutical industry negatively, both investments and recruitment
decreased and problems emerged when accessing the medicines (Pharmaceutical Study Group Report, 2014).
For the development of pharmaceutical industry which has a strategic importance for Turkey, sustainable and
predictable drug pricing policies must be implemented. To achieve this, global budget for public
pharmaceutical should be set, taking other matters into account such as TPA-imported medicines.

C. Pricing of Drugs
In 2002-2014 period, drug pricing system changed completely. Since 2004, “Reference Pricing System” has
been used for medicinal products. In this system, pharmaceuticals are grouped in three different categories as
reference drugs, equivalent pharmaceutical products, and pharmaceuticals with more than 20-year market
availability (Deloitte, Surdurulebilir Kamu Ilac Finansman Modeli Icin Yol Haritası ve Surec Yonetimi,
2012).
Drug prices are set according to minimum 5 cheapest European countries determined by the Ministry of
Health, by agreeing on the cheapest reference price among the sale prices for warehousemen in maximum 10
countries. The selected "reference countries" are announced via communiqué and can only be changed
providing that the list is announced before two months at the latest. Reference price is the "warehouse price".
Excluding discount, this is the lowest selling price of the licensed reference product available on the market
among the selected countries, and set for warehouses. However, in the event that the said products are
produced or imported apart from the reference countries and they have a warehouse price that is lower than
price in the reference country, then the country price with the cheapest warehouse sales rate is accepted as
reference price. Euro currency is used in reference pricing. Firms are responsible for tracking the said

products and reporting them to the Ministry of Health. In reference price tracking, national and international
databases are used. If it deems necessary, the Ministry of Health of Turkey has the right to check the
announced reference prices by using national and international databases and/or through official channels
(Declaration on Drug Pricing, 2011).
Pricing of drugs in Turkey is basically determined as follows (Declaration on Drug Pricing, 2011).

Pricing of Drugs with No
Equivalents

Reference Price
+
Profit Margins of
Warehouses and
Pharmacies
+
VAT%

Pricing of Reference Drugs with
Equivalents and Pricing of
Their Equivalents
%60 OF Reference Price
+
Profit Margins of
Warehouses and
Pharmacies
+ VAT
%

Pricing of Drugs with a 20-year
Market Availability (6,79
TRY and over)
%80 OF Reference Price
+
Profit Margins of
Warehouses and
Pharmacies
+ VAT
%

For "hospital packaged products", the retail selling price is set in a way that the unit price could be at least
10% lower than the cheapest product of the other retail packaged products in the market (Declaration on
Drug Pricing, 2011).

Profit margins set for the warehouses and pharmacists by the end of 2014 is as follows (Declaration on Drug
Pricing, 2011):

Provisions of this communiqué does not apply to pharmaceuticals with more than 20-year market availability
and also with a selling price of 6,79 TRY(or lower) for the warehouses, all the pharmaceuticals with a selling
price of 3,56 TRY (or lower) for the warehouses, nonprescription drugs, blood products, medical foods,
radiopharmaceutical products, enteral nutrition products, those not included in list of drugs to be paid by the
public budget. The procedures and principles regarding the pricing of these products are announced via
communiqué (Declaration on Drug Pricing, 2011).

In the case of a re-identification of the reference countries, official letter is re-announced for the products
available in the market or those with an approved price. Price Evaluation Commission is authorized in
repricing the products whose reference prices are affected by the reference countries in that warehouse
selling price could be fixed up to 60% of the reference price. The same rule applies to the equivalent
products whose prices are set based on the reference price of the original product or those whose prices are
set based on the reference system as the original product is not available in Turkey (Declaration on Drug
Pricing, 2011).
With the participation of the representatives from Ministry of Finance, Ministry of Development and the
Undersecretariat of Treasury, SSI, the Price Evaluation Commission is formed to appraise the price of drugs
under the coordinatorship of Ministry of Health. This commission meets quarterly and in the case of
necessity, they hold an emergency meeting by invitation of any institutions in the commission. In these
meetings decisions related to procedures for putting up or reducing the prices or on price fixing are taken,
and Periodic Euro Value and Periodic Euro Value Band to be used in pricing drugs are defined. Lower bound
for the Periodic Euro Value Band constitutes the Periodic Euro Value, upper bound refers to 10% more of
the lower bound. Any rate of exchange 5% lower or higher than the Periodic Euro Value Band is not a basis
for price changes (Declaration on Drug Pricing,2011).
For the prices analyzed based on Euro foreign exchange sell rates updated by Central Bank of Turkey and
published as reference in Official Gazette, if there is a change greater than 5% below the lower limit and/or
above the upper limit of “Periodic Euro Value Band” in moving average value over ninety-day of which will
be calculated every day, at the invitation of Ministry of Health, Price Appraisal Commission is convened for
an emergency meeting to review the prices (Pharmaceutical Price Communiqué, 2011).
The increase in the drug prices can only be determined based on the rates by Price Appraisal Commission.
The changes in the price list take effect 5 working days after date of the publication. However, this time
period is not taken into consideration for the new products added to the price list. While setting a selling
price for warehouses, any stock loss in the pharmacies due to the decrease in rates applied to the reference
price is compensated to the warehouses by the firms, then to pharmacies by the warehouses. So in the
procedures to be followed in this scope, notifications delivered to PTTS by the pharmacies are taken as basis.
For the price increases made based on the decision of Price Appraisal Commission, stock information of the
firms' drugs in the pharmacy can be shared with the firms via PTTS upon the request of the firms. For the
price falls made voluntarily by the firms, if any stock loss in the pharmacies is compensated by the firms, the
time period mentioned earlier is not compulsory. Secretarial works of the Commission is conducted by the
MoH (Declaration on Drug Pricing, 2011).
If the rate of price falls is over 3% in total, it is obligatory to be reported and reflected in the prices. If the
license holders do not submit application for price changes even though the rate of price falls is over 3% in
total then any public loss to occur is to be compensated by the Ministry of Finance, SSI without prejudice to
the provisions of Turkish Penal Code No. 5237 (Declaration on Drug Pricing, 2011).
Price Appraisal Commission is authorized to re-determine the rates by paying attention to the data prepared
by Turk Stat on producer price of artificial fiber and chemicals of the precious year, and the total sale
distribution of medicinal products of the last three years (Declaration on Drug Pricing, 2011).
The price of the products that are to be available in the market for the sake of public health, and the products
that ensure availability and save up in terms of public finance can be increased with a decision taken by Price
Appraisal Commission (Declaration on Drug Pricing, 2011).

Discounts Made in Setting Drug Prices (Kabahasanoglu, 2012)
Discounts for Institutions: these are the discounts that are billed by the pharmaceutical companies to the
SSI, in other terms; these are the discounts that are issued to the government for the products subject to
reimbursement.
Commercial Discounts: these are the discounts offered to the pharmacies by the pharmaceutical companies
in order to make their own products more attractive.
Discounts for Advance Payments: These are the additional discounts that are offered by the warehouses to
the pharmacies making advancement payments.
Contract Discounts: These are the additional contractual discounts that are given to the pharmacies by the
warehouses.

Surplus Practices: Pharmaceutical companies or warehouses may offer products free of charge if a certain
amount of products is procured by the pharmacies in return. In most of the developed countries, these
practices are forbidden in the scope of regulatory framework for the pharmaceutical market.
According to 2013 IMS data on the medicines within the scope of reimbursement in Turkey, nearly 17% of
the medicines on medicine-box basis and 13% of the medicines on cost basis consist of surplus.
Table24.Sample Drug Price Calculation by Retail Selling Price

Source: http://www.hedefim.com

Table25. Sample Drug Price Calculation by Producer Manufacturer’s Selling Price

Source: http://www.hedefim.com

D. Reimbursement System
Decision Regarding the Pricing of Medicinal Products for Human Use: “Reimbursement Commission” shall
be established with the participation of representatives from the Ministry of Finance, Ministry of Health
under coordination of Social Security Institution. Commission determines the procedures and principles
pertaining to reimbursement, upon receiving the views of the pharmaceutical industry and relevant nongovernmental organizations. The directive stipulating the working procedures and principles of the
Reimbursement Commission shall be published by Social Security Institute upon receiving the positive
views of the Ministries of Finance and Health. The Commission shall convene once every 2 months on a
regular basis and on an extraordinary basis, where necessary, upon the invitation of the Presidency of the
Social Security Institute. The secretarial works of the Commission shall be conducted by the Presidency of
the Social Security Institute (Directive on Reimbursement, SSI, 2012).
The most significant mechanisms of reimbursement system serving under the Presidency of Social Security
Institution are:
Reimbursement Commission serves under Presidency of Social Security Institution. Commission meets
under the chairmanship of the General Directorate of Universal Health Insurance. The Commission consists
of 10 (ten) permanent members. General Director assigns a person from General Directorate of Universal
Health Insurance, 2 department heads and the head of Department of Pharmacy and Pharmaceuticals.
Ministry of Finance and Ministry of Health assigns 2 representatives, all of whom must be at least
department heads, Ministry of Development and Undersecretariat of Treasury assigns one representative
each and they must be at least department heads (SSI, Directive on Reimbursement, 2012).

Medical and Economic Evaluation Commission (MEEC): MEEC consists of 13 permanent members and
4 observer members. The Commission meets under the chairmanship Department of Pharmacy and
Pharmaceuticals under SSI. To represent SSI, 6 members including Chair of the Commission authorized by
the General Director of SSI take part in it. Ministry of Health assigns 2 representatives chosen by the
relevant institution. One member- at least unit head or specialist- from Ministry of Development,
Undersecretariat of Treasury and Ministry of Finance is assigned to the Commission. Among academicians
SSI assigns a physician and another member. 4 observer members are there to represent Pharmaceutical
Industry Employers' Association (İEİS), Turkey Pharmaceutical Industry Association, Research-Based
Pharmaceutical Companies (AİFD) Innovative Pharmaceutical Companies Association (SGK, Directive on
Reimbursement).
Scientific Commission is the commission which Payment and Medical and Economic Evaluation
Commission confer with when necessary. It consists of 3 members to give an opinion separately or together.
Commission members present their study results separately or together in writing. Representatives of the
institutions in the Reimbursement Commission can attend the Scientific Commission (SGK, Directive on
Reimbursement, 2012).
E. Copayment Practices for Pharmaceuticals
Copayment (SSI, SUT) refers to the amount to be paid by insurees or their dependents in order to benefit
from health care services.
Health care services that require copayment are:
Consultation copayment paid for physicians and dentists when receiving outpatient treatment, excluding
family physicians assigned or authorized by MoH covers
•medicines for outpatient treatment,
•external prosthesis and orthosis,
•assisted reproduction treatments.
Copayment for Medicines Provided in Outpatient Treatment (SSI, SUT); for the medicines of which
costs are paid by SSI, a copayment of 10% is cut back on salary and income of the SSI insurees and their
dependents, for the others this is 20%.
In addition, for each prescription
• a copayment of 3 TRY is collected for 3 medicine boxes provided,
• if more than 3 boxes, a copayment of 1 TRY is collected for each box.
For injectable products, serum, nutritional products, magistral drugs, each item is regarded as one box
without taking their number of boxes into account. Copayment is not collected for those medicines
announced in the "Medicines Exempt from Copayment List" on SSI's official website (www.sgk.gov.tr) and
item/box method is not taken into consideration.

F. Prescription Charges
Enforced on 01.02.2012, the “Protocol on Supply of Medicinal Products from Member Pharmacies of
Turkish Pharmacists’ Association for People Insured by SSI" was revised and 2013/1 Additional Protocol
was signed between General Director of SSI and President of TPA on 19.09.2013.
Pursuant to the protocol, it was agreed to pay 0.25TRY to pharmacists (pharmacies) as a service charge from
each prescription being valid from 01.02.2012. With the additional protocol signed later, this article was
changed. According to the new protocol, it was agreed that pharmacies with a 700.000 TRY sales revenue
from the previous year (excluding VAT) will get 0.75 TRY for each prescription, for those whose sales
revenues are 700.000 TRY (excluding VAT) and over will get 0.25 TRY service charge from each
prescription (SSI TPA Additional Protocol). According to the SSI data, a prescription charge of 83 million
TRY was paid to private pharmacies in 2013 and 161 million TRY in 2014 by the SSI.

Chapter Five
Assessing Pharmaceutical
Expenditures
(2002-2013 Period)

A. Total Pharmaceutical Expenditure by Years
Table26. Total Expenditure on Pharmaceuticals, (2002-2013), (million TRY / USD)

2002

2003

7.290

9.003 10.384 11.918 14.271 15.546 17.673 21.122 20.592 21.334 19.941 21.885

200

20.30
4

20.016 21.259 22.555 24.643 24.683 25.406 28.578 25.663 24.972 21.435 21.885

7,7

USD

4.841

6.030

9.972 11.945 13.669 13.653 13.725 12.775 11.125 11.510

137,7

PPP USD

11.94
4

11.679 12.815 14.348 16.860 17.974 19.856 23.245 21.894 21.616 18.940 19.928

66,8

TRY
As of 2013 prices TRY

2004

7.301

2005

8.889

2006

2007

2008

2009

2010

2011

2012

2013

20122013
Increase
(%)

As a share of
health expenditures

38,8

37,1

34,6

33,7

32,4

30,5

30,6

36,5

33,4

31,1

26,9

25,9

As a share of GDP(%)

2,1

2,0

1,9

1,8

1,9

1,8

1,9

2,2

1,9

1,6

1,4

1,4

Source: Ministry of Health, Ministry of Development, TurkStat, SSI, Consolidated Financial Charts and
Independent Audit Report of Acibadem Healthcare Group, Atasever, 2014 Financing of Health Care
Services and Analysis of Health Expenditures in Turkey - Between 2002 and 2013.
Note: MoH's expenditures on vaccines and inpatient pharmaceutical expenditure by health care providers are
included in pharmaceutical expenditures.
Pharmaceutical expenditures (including costs for inpatient pharmaceuticals and vaccines) increased 200% in
nominal terms and only 7,7% in real terms in 2013 by comparing to 2002. The share of pharmaceutical
expenditures in health expenditures was 38,8% in 2002, this percentage was reduced to 25,9% in 2013
(Table 26).
Graphic13. Total Pharmaceutical Expenditures and Share in the GDP, (2002-2013)

Million TRY As a share of GDP (%)
Source: Ministry of Health, Ministry of Development, TurkStat, SSI, Consolidated Financial Charts and
Independent Audit Report of Acibadem Healthcare Group, Atasever, 2014 Financing of Health Care
Services and Analysis of Health Expenditures in Turkey - Between 2002 and 2013.

Note: MoH's expenditures on vaccines and inpatient pharmaceutical expenditure by health care providers are
included in pharmaceutical expenditures.
Pharmaceutical expenditures as a share of GDP which was 2.1% in 2002 reduced to 1.4% in 2013
(Graphic13).
B. Pharmaceutical Expenditures by the Funding Source
B.1. Total Pharmaceutical Expenditures by Funding Source
Table27. Funding Source for Total Pharmaceutical Expenditures, (2002-2013), (million TRY)

2002

2003

2004

2005

2006

2007

2008

2009

2010

2011

2012

2013
Increas

20022013
(%)

Social
Security
Agencies
Central
Government
Local
Governments
and
Other Public
Institutions
Total Public
Pharmaceutica
Expenditure

OOP

Other
Private
Sector

Total
Pharmaceutic
al
Expenditure
in Private
Sector

Cost

4.410

5.76
4

6.560

7.171

8.625

9.160

11.218

13.779

14.327

14.898

14.413

15.709

%

60,5

64

63,2

60,2

60,4

58,9

63,5

65,2

69,5

69,8

72,3

71,8

Cost

1.314

1.694

1.984

2.192

2.697

3.052

3.887

2.667

2.532

1.458

1.368

16,3

16,6

15,4

17,3

17,3

18,4

12,9

11,9

7,3

6,3

256,2

%

18

1.45
9
16,2

Cost

49

71

75

86

81

55

78

68

27

26

32

31

0,7

0,8

0,7

0,7

0,6

0,4

0,4

0,3

0,1

0,1

0,2

0,1

5.773

7.29
5

8.329

9.241

10.898

11.912

14.348

17.773

17.020

17.456

15.902

17.108

%

79,2

81

80,2

77,5

76,4

76,6

81,2

84

82,6

81,8

79,7

78,2

Cost

1.384

1.53
4

1.883

2.478

3.144

3.374

3.003

2.706

2.977

3.208

3.361

4.038

%

Cost
l

%

19

17

18,1

20,8

22

21,7

17

12,8

14,4

15

16,9

18,5

Cost

132

174

172

199

229

260

322

683

614

670

677

739

%

1,8

1,9

1,7

1,7

1,6

1,7

1,8

3,2

3

3,1

3,4

3,4

Cost

1.517

1.70
8

2.055

2.678

3.373

3.634

3.325

3.389

3.591

3.878

4.038

4.777

%

20,8

19

19,8

22,5

23,6

23,4

18,8

16

17,4

18,2

20,3

21,8

Cost

7.290

9.00
3

10.384

11.918

14.271

15.546

17.673

21.122

20.612

21.334

19.941

21.885

%

100

10
0

100

100

100

100

100

100

100

100

100

100

Total

4,1

-36,7

196,3

191,7

459,8

214,8

200

e
Source: Ministry of Health, Ministry of Development, SSI, Universities, TurkStat, Consolidated Financial
Charts and Independent Audit Report of Acibadem Healthcare Group, Atasever M. 2014
The public pharmaceutical expenditures increased by 196.3% during the period 2002-2013 , the private
sector pharmaceutical expenditures increased by 214.8% (Table 27).

Graphic 14.Distribution of Public and Private Pharmaceutical Expenditures, (2002-2013), (%)

Public Pharmaceutical Expenditure
Private Sector Pharmaceutical Expenditure
Source: Ministry of Health, Ministry of Development, Social Security, Universities, TurkStat, Consolidated
Financial Charts and Independent Audit Report of Acibadem Healthcare Group, Atasever M. (ibid)
When the distribution of public and private sector pharmaceutical expenditure is analyzed, it is seen that
there is a 1%-shift towards private sector from public sector (Graphic14).
B.2. Retail Pharmaceutical Expenditures by Funding Source
Table28. Funding Source of Retail Pharmaceutical Expenditures, (2002-2013), (million TRY)

2002
2013
200 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 Incre
ase
2
(%)
Social
Security
Agencies
Central
Government
Local
Governments
and
Other Public
Institutions

Tutar
%
Tutar
%
Tutar
%

Total Public
Tutar
Retail
Phatmaceutical
Expenditures %
OOP

Tutar
%

Other
Private Sector
Total
Private
Sector
Retail
Pharmaceutical
Expenditure

Total

Tutar
%

4.30 5.615 6.399 7.001 8.372 8.858 10.717 13.161 13.547 14.144 13.446 14.765
243,3
0
61, 65,2 64,0 61,3 61,8 60,4 65,1 67,8 72,1 71,9 76,1 73,7
8
1.14 1.277 1.520 1.728 1.845 2.328 2.515 2.919 1.800 1.759 356
669
-41,3
0
16, 14,8 15,2 15,1 13,6 15,9 15,3 15,0
9,6
8,9
2,0
3,3
4
-78,9
38
57
64
74
61
30
46
43 4
8
9
8
0,5

0,7

0,6

0,6

0,4

0,2

0,3

0,2

0,0

0,0

0,1

0,0

5.47 6.949 7.983 8.803 10.278 11.216 13.278 16.124 15.351 15.911 13.811 15.442
181,4
8
78, 80,7 79,9 77,1 75,8 76,5 80,7 83,1 81,7 80,9 78,1 77,0
8
1.34 1.492 1.843 2.415 3.053 3.192 2.868 2.620 2.851 3.103 3.218 3.888
451,9
8
19, 17,3 18,4 21,2 22,5 21,8 17,4 13,5 15,2 15,8 18,2 19,4
4
129 169
168
194
222
246
307
662
588
648
648
712
211,4
1,9 2,0
1,7
1,7
1,6
1,7
1,9
3,4
3,1
3,3
3,7
3,6

Tutar

1.47 1.661 2.011 2.610 3.275 3.439 3.176 3.282 3.439 3.751 3.866 4.600
211,4
7

%

21,
2

Tutar

6.95 8.610 9.993 11.413 13.553 14.654 16.454 19.405 18.790 19.662 17.677 20.042
188,1
5

%

10
0

19,3

100

20,1

100

22,9

100

24,2

100

23,5

100

19,3

100

16,9

100

Source: Ministry of Development, TurkStat, SSI, Atasever M. (ibid)

18,3

100

19,1

100

21,9

100

23,0

100

During this period, the share of social security agencies in retail pharmaceutical expenditures increased from
61.8% from 73,7%, yet share of central government, and Local Governments and Other Public Institutions
experienced significant declines. The share of private sector increased from 21.2% to 23 %( Table28).

Graphic15. Public Retail Pharmaceutical Expenditures and Share of GDP, (2002-2013)

Source: Ministry of Development, TurkStat, SSI, Atasever M. (ibid)
Public retail pharmaceutical expenditures as a share of GDP for declined from 1.56% to 0.99% for the 20022013 (Graphic15). In the same period, private sector retail pharmaceutical expenditures as a share of GDP
decreased from 0.42% to 0.29% (Graphic16).
Graphic16. Private Sector Retail Pharmaceutical Expenditures and Share of GDP, (2002-2013)

Source: Ministry of Development, TurkStat, SSI, Atasever M. (ibid)

Graphic17. Retail Pharmaceutical Expenditures as a Share of GDP (Detailed), (2002-2013), (%)

Source: Ministry of Development, TurkStat, SSI, Atasever M. (ibid)

C. Pharmaceutical Expenditures by Service Providers
Table29. Development of Pharmaceutical Expenditures by Service Providers, (2002-2013), (million TRY)

Source: Ministry of Health, Ministry of Development, SSI, Universities, TurkStat, Consolidated Financial
Charts and Independent Audit Report of Acibadem Healthcare Group, Atasever M. (ibid)
While 95,4% of the pharmaceutical expenditures in 2002 (including costs for inpatients' medicines and for
vaccines ) consisted of the expenditures on pharmaceuticals obtained from private pharmacies, this ratio was
reduced to 91,6% in 2013.There are two important underlying reasons for this decrease in the pharmaceutical
expenditures. First, with the citizen-centered health service delivery policies, the ratio of the coverage for
inpatients' pharmaceuticals by hospitals has been considerably increased as compared to 2002. Second, share
of vaccine expenditures, financed by the Ministry of Health, was considerably increased.

C.1.Pharmaceutical Expenditures Occurred in MoH-affiliated Health Care Facilities
Table30. Pharmaceutical
(millionTRY/USD)

Expenditures

Occurred

in

MoH-affiliated

Health

Care

Facilities

Source: Ministry of Health, Atasever M. (ibid)
In 2002-2003 period, pharmaceutical expenditures occurred in MoH-affiliated health care facilities
(including vaccines) increased by 400% in nominal terms and 80% in real terms (Table 30).
Graphic18. Pharmaceutical Expenditures Occurred in MoH-affiliated Health Care Facilities and Share in the
Health Expenditures, (2002-2013)

Source: Ministry of Health, Atasever M. (ibid)
In 2002-2013 period, pharmaceutical expenditures (including costs for vaccines) occurred in health care
facilities under the MoH as a share of health expenditures increased from 1.2% to 1.3% (Graphic18).

Table31. MoH Expenditures on Pharmaceuticals and Vaccines, (2002-2013), (million TRY)

Source: Ministry of Health, Atasever M. (ibid)
Pharmaceutical expenditures for inpatients constituted 95%, vaccine expenditures for public health services
constituted 4,2% and 112 emergency care services constituted 0,8% of the MoH's pharmaceutical
expenditures in 2002. The percentage of the vaccine costs increased 24,3% by years in 2013 (Table31).
C.2. Pharmaceutical Expenditures Occurred in University Health Care Facilities
Table32. Pharmaceutical Expenditures Occurred in University Health Care Facilities, (millionTRY/USD)

Source: Atasever M. (ibid)

In 2002-2013 period, pharmaceutical expenditures occurred in university health care facilities increased by
307.5% in nominal and 47% real terms (Table32).

Graphic19. Pharmaceutical Expenditures Occurred in University Health Care Facilities and Share in the
Health Expenditures, (2002-2013)

Source: Ministry of Health, Atasever M. (ibid)
In 2002-2013 period, expenditures on pharmaceuticals (obtained from private pharmacies) in university
health care facilities as a share of health expenditures remained unchanged (0.4%) (Graphic19).
C.3. Pharmaceutical Expenditures Occurred in Private Healthcare Facilities
Table33. Pharmaceutical Expenditures Occurred in Private Health Care Facilities, (2002-2013) (million
TRY / USD)

Source: Ministry of Health, Atasever M. (ibid)
When compared to the year 2002, pharmaceutical expenditures occurred in private health care facilities
increased by 10.4 folds in nominal terms and 3,1 fold in real terms in 2013 (Table 33).

Graphic20. Pharmaceutical Expenditures Occurred in Private Healthcare Facilities and Share in the Health
Expenditures, (2002-2013)

Source: Ministry of Health, Atasever M. (ibid)
Pharmaceutical expenditures with a 0.2% share in health expenditures in 2002 increased to 0.5% (Graphic
20).
C.4. Expenditures on Pharmaceuticals Occurred in Private Pharmacies
Table34. Expenditures on Pharmaceuticals Obtained from Private Pharmacies, (2002-2013), (million
TRY/USD)

Source: Ministry of Development, TurkStat, SSI, Atasever M. (ibid)
In 2002-2013 period, expenditures on pharmaceuticals obtained from private pharmacies increased by
188.1% in nominal terms and by only 3.4% in real terms (Table 34).

Graphic21. Expenditures on Pharmaceuticals Obtained from Private Pharmacies and the Share in the GDP,
(2002-2013)

Source: Ministry of Development, Atasever M. (ibid)
While the share of expenditures on pharmaceuticals obtained from private pharmacies (in retail) in the GDP
was 2.0% in 2002, this figure decreased to 1.3% in 2013 (Graphic 21).
D. Pharmaceutical Expenditures by Functions
D.1. Pharmaceuticals for the Inpatient
Table35. Expenditures of Pharmaceuticals for the Inpatient, (2002-2013) (million TRY/USD)

Source: Atasever M. (ibid)
When compared to 2002, expenditures of pharmaceuticals for the inpatient increased by 383.4% in nominal
terms and 73.7% in real terms in 2013 (Table 35).

Graphic22. Expenditures of Pharmaceuticals for the Inpatient and the Share in the GDP, (2002-2013)

Source: Atasever M. (ibid)
While the expenditures of pharmaceuticals used for the inpatient had a 1.7% share in the GDP, this figure
increased to 1.9% in 2013 (Graphic 22).
D.2. Pharmaceuticals Obtained from Private Pharmacies
Table36. Expenditures of Pharmaceuticals Obtained from Private Pharmacies (2002-2013), (million TRY /
USD)

Source: Ministry of Development, TurkStat, SSI, Atasever M. (ibid)

Graphic23. Expenditures of Pharmaceuticals Obtained from Private Pharmacies and Share in the GDP,
(2002-2013)

Source: Ministry of Development, TurkStat, SSI, Atasever M. (ibid)
When we look at the development of health financing by health service providers in 2002-2013 period, the
first of the worrying issues is the drop in the share of pharmaceutical expenditure in health expenditures.
While 37% of health spending was pharmaceutical expenditures occurred in private pharmacies in 2002, this
percentage decreased to 23,7% in 2013 (Graphic 23).

D.3. Immunization
Expenditures on immunization services as a share of health spending, which was only 5/1000 in 2002,
increased to 32/1000 in 2013. While the routine vaccination scheme contained five antigens in 1960 in
Turkey, the number of antigens could be raised to only seven in 2002, this number for antigens was
increased to only 7 (diphtheria, pertussis, tetanus, polio, measles, hepatitis-B and tuberculosis). Then,
immunization coverage was expanded and shots were given for Haemophilus influenza type B (Hib), rubella,
mumps in all health care facilities beginning from 2006. In addition, DaBT-IPA-Hib vaccines (diphtheria,
acellular pertussis, tetanus, inactive polio virus and Hib vaccine) have been provided in the form of prefilled
single syringes since early 2008 which serves as a means for immunization against 5 diseases at once and
enhances cost-effectiveness by using fewer syringes while expanding the immunization coverage. Although
7 antigens were given to infants up to 1 year of age in 15 shots in the past, 11 antigens are given in 12 shots
today.
The latest innovation in the vaccination schedule in 2010 was the introduction of quadrivalent combined
vaccine (including acellular pertussis vaccine) for the first grades of primary schools with the aim of
preventing acellular pertussis cases of higher prevalence during the primary school ages. Immunization
against conjugated pneumococcus started with 7-component shots and then shots contained 13-components.
Labeling, packaging, filling and formulation stages of the vaccine were gradually nationalized thanks to the
approach of technology transfer which was adopted by some special provisions included in the vaccine
supply contracts (Akdag and Erkoc, 2012).

Table37. Immunization Services, (2002, 2014)

Source: Public Health Institute of Turkey
In 2002-2013 period, the share allocated to immunization services was increased by 9-folds higher (Table
38).
Table38. Expenditures on Immunization Services by Ministry of Health, (2002-2013), (million TRY/USD)

Source: Ministry of Health, Atasever M. (ibid)

E. Pharmaceutical Expenditures as a Share of GDP
Pharmaceutical expenditures as a share of GDP in 2002-2013 period has been show in the following table.

Table39. Pharmaceutical Expenditures as a Share of GDP, (2002-2013), (million TRY)

Source: Ministry of Development, TurkStat, SSI, Atasever M. (ibid)
* Data refers to retail pharmaceutical expenditures. Expenditures of medicines and vaccines for the inpatients
are not included.

In 2002-2013 period, pharmaceutical expenditures increased by 188.1% in nominal terms yet this increase
was just 3.4% in real terms. While the pharmaceutical expenditures as a share of GDP was 2% in 2002, this
figure decreased to 1.3% in 2013 (Table 39).
Graphic24. Comparison of Increase in Pharmaceutical Expenditures and the GDP, (2002-2013), (million
TRY)

Source: Atasever M. (ibid)
While increase in the GDP was 346.5%, increase in pharmaceutical expenditures was 188.1% for in this
period.

F. Pharmaceutical Expenditures as a Share of Health Expenditures
Table40. Pharmaceutical Expenditures as a Share of Health Expenditures, 2002-2013), (million TRY)

* Data refers to retail pharmaceutical expenditures. Expenditures of medicines and vaccines for the inpatients
are not included
Source: Ministry of Development, TurkStat, SSI, Atasever M. (ibid)
While health expenditures increased by 61.3% in real terms, pharmaceutical expenditures increased by only
3.4% in 2002-2013 period. While pharmaceutical expenditures as a share of health expenditures was 37% in
2002, this ratio decreased to 23.7% in 2013 (Table 40).

Graphic25. Comparison of Increase in Pharmaceutical Expenditures and Health Expenditures, (2002-2013),
(million TRY)

Source: Ministry of Development, TurkStat, SSI, Atasever M. (ibid)
While the increase in health expenditures was 349.5%, it was only by 188.1 % in pharmaceutical
expenditures during this period (Table 40).

Graphic 26.Health Expenditures by Providers, (%)

Source: Ministry of Development, TurkStat, SSI, Atasever M. (ibid)
While the share of pharmaceutical expenditures in health expenditures was 37% in 2002, it decreased to
23.7% in 2013 (Graphic 26).
G. Comparison of Non-Interest Public Expenditures and Public Pharmaceutical Expenditures
Table41. Comparison of Non-Interest Public Expenditures and Public Pharmaceutical Expenditures, (20022013), (million TRY)

* Data refers to retail pharmaceutical expenditures. Expenditures of medicines and vaccines for the inpatients
are not included.
Source: Ministry of Development, TurkStat, SSI, Atasever M. (ibid)

In 2002-2013 period, while the increase in non-interest public expenditures was 126.5% in real terms, there
was not a significant increase in the public pharmaceutical expenditures, remaining at 1.2% (Table 41).
Graphic27. Public Pharmaceutical Expenditures and the Share in the of Non-Interest Public Expenditures,
(2002-2013)

Source: Ministry of Development, TurkStat, SSI, Atasever M. (ibid)
During this period, the increase in non-interest public expenditures was 531% and it was 181,8 % in public
pharmaceutical expenditures (Table41).
Graphic28. Comparison of Increase in Public Health Expenditures and Non-Interest Public Expenditures,
(2002-2013), (million TRY)

Source: Ministry of Development, TurkStat, SSI, Atasever M. (ibid)

H. Comparison of Tax Revenues and Public Pharmaceutical Expenditures
Table42. Comparison of Tax Revenues and Public Pharmaceutical Expenditures

* Data refers to retail pharmaceutical expenditures. Expenditures of medicines and vaccines for the inpatients
are not included.
Source: Ministry of Development, TurkStat, SSI, Atasever M. (ibid)
In 2002-2013, the increase in tax revenues was 96.3% in real terms, there was not a significant increase in
public pharmaceutical expenditures (Table 42).

Graphic29. Public Pharmaceutical Expenditures as a Share of Tax Revenues, (2002-2013)

Source: Ministry of Development, TurkStat, SSI, Atasever M. (ibid)
While the public pharmaceutical expenditure as a share of tax revenues was 9.2% in 2002, this figure
decreased to 4.7% in 2013 (Graphic29).

Graphic30. Comparison of Increase in Public Pharmaceutical Expenditures and Tax Revenues, (2002-2013),
(million TRY)

Source: Ministry of Development, TurkStat, SSI, Atasever M. (ibid)
While the tax revenues increased by 446.9%, public pharmaceutical expenditures increased only by 181.8%
in this period (Graphic30).

Chapter Six

Analysis of Pharmaceutical
Sector

A. Analysis of Pharmaceutical Consumption
A.1. Analysis of Total Pharmaceutical Consumption
Compared to pharmaceutical expenditures in real terms and the number of boxes sold, it is apparent that the
increase in pharmaceutical expenditures is far below the increase in box sales.
Graphic 31. Change in Pharmaceutical Expenditures / Supply of Pharmaceutical Boxes in Number, (2002,
2013)

Quite successful pharmaceutical policies were implemented in this period pertaining to public finance. While
19.371 billion TRY was paid for 699 million boxes of medicines in 2002 as of 2013 prices, 20.042 billion TRY
was spent for 1.913 billion boxes of medicines in 2013. In other words, pharmaceutical boxes had 174% increase
in supply but retail pharmaceutical expenditures had only 3% increase in real terms. Average cost of a
pharmaceutical box was reduced from 27.7 TRY (as of 2013 prices) in 2002 to 10.5 TRY in 2013, indicating
about 60% decrease (Atasever, 2014).

Graphic 32. Comparison of Pharmaceutical Expenditures (as of 2013 prices)* and Supply of Boxes in
Number, (2002- 2013)

In this period, revolutionary decisions about pharmaceutical expenditures, which constitute the biggest share in
health spending, came one after another and resulted in reducing pharmaceutical expenditures as a share of
health expenditures.
The most important decisions are as follows (Atasever, 2014):
-

VAT was reduced from 18% to 8% for blood and blood products in June 2003 and for pharmaceutical
products in March 2004. So, 25% to 30% cuts were made in average pharmaceutical prices.

-

Thanks to the Decree on Pricing of Pharmaceuticals enacted in April 2004, “Reference Price System”
was adopted based on five EU countries (France, Spain, Italy, Portugal and Greece) with cheapest drug
prices. So, 1% to 80% price cuts were made for 950 pharmaceutical products.

-

Pharmaceutical costs of Green Card beneficiaries were covered by the Government in December 2004
and SSK insurees were provided with access to private pharmacies for supply and dissemination of
drugs in February 2005.

-

In line with the purpose of ensuring sustainability and predictability for pharmaceutical spending aimed
in January 2009, a global budget was developed for 2010 and later based on the year 2008.

-

Pharmaceutical prices were deducted many times by the decree on pricing of pharmaceuticals and other
regulations after 2003.

Graphic 33. Comparison of Supply of Boxes in Number and Pharmaceutical Expenditures (as of 2013
prices)* (2002- 2013)

A.2. Analysis of Pharmaceutical Consumption Per Capita
Table 43. Pharmaceutical Expenditures Per Capita, (2002-2013)

Pharmaceutical expenditures per capita increased from 105.4 TRY to 263.5 TRY in nominal terms between 2002
and 2013. In regard of real terms, however, per capita pharmaceutical spending decreased by 10% in in the same
period (Table 43).

Graphic 34. Pharmaceutical Expenditures Per Capita, (2002-2013)

Table 44. Pharmaceutical Consumption Per Capita in Boxes, (2002-2013)

The supply of pharmaceutical boxes, which was reported to be 699 million in 2002, had 173.6% increase and
reached up to 1 billion and 913 million boxes in 2013 (Table 44).

Graphic 35. Development of Per Capita Pharmaceutical Consumption in Boxes, (2002-2013)

In spite of 173.6% increase in the supply of pharmaceutical boxes between 2002 and 2013, Turkey’s population
had only 15% growth. In this period, per capita pharmaceutical consumption in boxes increased by 127.2%,
reaching up from 11 boxes to 25 boxes (Graphic 35).

A.3. Analysis of Pharmaceutical Consumption per Prescription
Table 45. Pharmaceutical Expenditures per Prescription, (2002-2013), (TL/USD)

Pharmaceutical spending per prescription dropped from 52.5 TRY to 49.6 TRY in nominal terms between 2002
and 2013. In regard of real terms, on the other hand, pharmaceutical spending per prescription had 66%
decrease, reducing from 146.3 TRY to 49.6 TRY (Table 45).

Graphic 36. Pharmaceutical Expenditures per Prescription, (2002-2013)

Table 46. Public and Private Pharmaceutical Expenditures per Prescription, (2002-2013), (TRY)

In 2002-2013 period, private pharmaceutical expenditures per prescription increased by 61.5% while public
pharmaceutical expenditures per prescription decreased by 10% (Table 46).

Graphic 37. Public and Private Pharmaceutical Expenditures per Prescription as a Share of Total
Pharmaceutical Expenditures per Prescription, (2002-2013), (%)

In 2002-2013 period, public pharmaceutical expenditures per prescription as a share of total pharmaceutical
expenditures per prescription dropped from 92.6% to 87.2% (Graphic 37).

Table 47. Prescriptions and Consultations in Number, (2002-2013), (millions)

B. Analysis of Pharmaceutical Costs

B.1. Analysis of Pharmaceutical Costs per Box

Pharmaceutical spending per box mounted from 9.9 TRY to 10.5 TRY in nominal terms between 2002 and 2013.
In real terms, on the other hand, 62% decrease was noted, from 27.7 TRY to 10.5 TRY (Table 48).

Graphic 38. Pharmaceutical Costs per Box, (2002-2013)

B.2. Distribution Analysis of Price Ranges for Pharmaceuticals on the Basis of Box Sales
Graphic 39. Distribution of Price Ranges for Pharmaceutical Boxes Provided by Private Pharmacies,
(2014), (%)

Analyzing the sales of pharmaceutical boxes provided by private pharmacies in 2013, pharmaceutical products
with a cost of 0 TRY-10 TRY constitute 66.49% of total pharmaceutical products, followed by 10 TRY-25 TRY
price range referring to 21.32% share and by 25 TRY-50 TRY price range referring to 7.74% share in
distribution of price ranges for pharmaceutical boxes provided by private pharmacies (Graphic 39).
B.3. Distribution Analysis of Price Ranges for Pharmaceutical on the Basis of Sales Amounts
Graphic 40. Distribution of Sales Price Ranges for Pharmaceuticals Provided by Private Pharmacies,
(2014), (%)

Analyzing pharmaceuticals provided by private pharmacies in 2013 for sales amounts, pharmaceutical products
with a cost of 0 TRY-10 TRY constitute 25.68% of total pharmaceutical products, followed by 250 TRY+ price
range referring to 21.89 % share and by 10 TRY-25 TRY price range referring to 18.68 % share in distribution
of price ranges for pharmaceutical sales (Graphic 40).

C. Analysis of Pharmaceutical Market
C.1 Analysis of Pharmaceutical Market by ATC Groups
World Health Organization has developed the ATC (Anatomical Therapeutic and Chemical) pharmaceutical
coding system in order to ensure a single international classification for drug use. This encoding system enables
international classification and analysis of drugs according to pre-identified standards.
Therapeutic

Chemical

(ATC)

ingredients of drugs according

Classification
to

System codes

the organ or system on

are

used

which

they

for
act

The Anatomical

the classification of active
and

their therapeutic,

pharmacological and chemical properties. So, the same active substance – even if it is used for other indications
– is included in a distinct classification system, having different codes.
In the ATC index, drugs are classified into groups at 5 different levels:

Levels

Groups

Sample Codes

1. Level

Anatomical Main Group

A

2. Level

Therapeutic Subgroup

A10

3. Level

Pharmacological Subgroup

A10B

4. Level

Chemical Subgroup

A10BA

5. Level

Chemical Substance

A10BA02

Table 49. Market Share of Pharmaceuticals by Sales Amounts on the Basis of ATC Groups (2003-2014), (%)

The sales amounts of pharmaceutical products consumed in Turkey between 2003 and 2014 by ATC groups
indicate some significant changes in terms of market shares as in the following (Table 49):
-

Market share of cancer drugs (L0-Antineoplastic and Immunomodulator Agents) increased from 4.1%

to 12.3%.
-

Market share of drugs for stomach-related diseases and diabetes (A0- Alimentary Tract and Metabolism)

increased from 12.5% to 14.8%.
-

Market share of serums (B0- Blood and Blood Forming Organs) increased from 4.2% to 6.1%.

-

Market share of flue and asthma drugs (R0- Respiratory System) increased from 8.7% to 9.9%.

-

Market share of drugs used for ear, nose, throat and eye diseases (S0-Sensory Organs) increased from

1.9% to 3.2%.
-

Market share of antibiotics (J0- Antiinfectives for Systemic Use) decreased from 20.8% to 13.1%.

-

Market share of cardiovascular drugs (C0- Cardiovascular System) decreased from 15% to 9.1%.

-

Market share of drugs used for rheumatic disorders (M0-Musculo-skeletal System) decreased from

10.1% to 6.1%.

Graphic 41. Change in Market Shares of Most Consumed Pharmaceuticals by ATC Groups on the Basis
of Sales Amounts (2003-2014), (%)

Graphic 42. Change in Market Shares of Most Consumed Pharmaceuticals by ATC Groups on the Basis
of Sales Amounts, (2003, 2014), (%)

Table 50. Analysis of Market Shares of Pharmaceuticals by ATC Groups and Consumption per Box,
(2003-2014), (%)

The sales amounts of pharmaceutical products consumed in Turkey between 2003 and 2014 by ATC groups
indicate some significant changes in terms of box sales as in the following (Table 50);
-

Market share of flue and asthma drugs (R0- Respiratory System) increased from 13.2% to 14%.

-

Market share of drugs used for rheumatic disorders (M0-Musculo-skeletal System) increased from

10.2% to 1.1.5%.
-

Market share of cardiovascular drugs (C0- Cardiovascular System) increased from 7.8% to 9.7%.

-

Market share of serums (B0- Blood and Blood Forming Organs) increased from 2.7% to 4.2%.

-

Market share of cancer drugs (L0-Antineoplastic and Immunomodulator Agents) increased from 0.2% to

0.5%.
-

Market share of antibiotics (J0- Antiinfectives for Systemic Use) decreased from 19.4% to 13.7%.

-

Market share of painkillers and analgesics (N0- Nervous System) decreased from 15.9% to 13.3%.

-

Market share of drugs for stomach-related diseases and diabetes (A0- Alimentary Tract and Metabolism)

decreased from 15% to 14.6%.

Graphic 43. Change in Market Shares of Pharmaceuticals by Box Sales on the Basis of ATC Groups,
(2003-2014), (%)

Graphic 44. Change in Market Shares of Pharmaceuticals by Box Sales on the Basis of ATC Groups,
(2003-2014), (%)

C.2. Analysis of Pharmaceutical Market by Ultimate Consumers

Pharmaceutical products are delivered to people by four individual facilities that are private pharmacies, health
service providers (such as hospitals, oral and dental care facilities, medical centers, outpatient clinics and 112
Emergency Care network), Turkish Pharmacists’ Association (TPA) and Public Health Institute of Turkey.
Pharmaceutical expenditures occurring in private pharmacies, which are the biggest channel of distribution for
public access to drugs, constitute 87.9% of total pharmaceutical spending. Medicinal products given to inpatients
are provided by hospitals. Foreign drugs that cannot be manufactured in Turkey and thus need the Ministry of
Health’s permission for import are provided by the Turkish Pharmacists’ Association (TPA). Vaccines are
provided by the Public Health Institute of Turkey (THSK) in framework of preventive services.

Table 51. Pharmaceutical Sector by Ultimate Consumers, (2013), (million TRY)

Graphic 45. Pharmaceutical Sector by Ultimate Consumers, (2013), (%)

Analyzing pharmaceutical sector by ultimate consumers as of 2013, one would observe that 87.9% of spending
occurred in private pharmacies, followed by 7.2% at hospitals (also including other health service providers to a
small extent), 3.7% for medicines provided by TPA and 1.2% for immunization practices by the Public Health
Institute of Turkey (Graphic 45).
C.3. Analysis of Pharmaceutical Market by Imported and Manufactured Drugs and Ultimate Consumers
Product suppliers are analyzed in two main categories in this book: manufacturers and importers.

Table 52. Pharmaceutical Sector by Imported and Manufactured Drugs and Ultimate Consumers, (2013)

Graphic 46. Pharmaceutical Sector by Imported and Manufactured Drugs and Ultimate Consumers,
(2013), (%)

Pertaining to the analysis of pharmaceutical sector by imported and manufactured drugs and ultimate consumers
as of 2013, imported drugs that are provided by private pharmacies have the biggest share with 45.8%. The share
of manufactured drugs that are provided by private pharmacies, on the other hand, is 42% (Graphic 46).

C.4. Analysis of Pharmaceutical Market by Reference or Bioequivalent Drugs
C.4.1. Analysis of Market Share of Reference or Bioequivalent Drugs by Box Sales
Table 53. Pharmaceutical Market by Reference or Bioequivalent Products on the Basis of Box Sales,
(2003-2014), (%)

Given the number of reference or bioequivalent pharmaceutical boxes sold between 2003 and 2014 in Turkey,
the market share of reference drugs mounted from 30.3% to 43.3% (Table 53).

In 2009, however, box sales in Turkish pharmaceutical market had a sharp increase by reference or bioequivalent
drugs. Although the share of reference drugs regularly increased until 2008 and reached up to 33.9% in 2009 at a
relatively modest rate, it had 33.6% increase in 2009 and reached up to 45.3% in 2009. Indicating a mild
reduction over the following years, it dropped to 43.3% in 2014 (Graphic 46).

Graphic 47. Pharmaceutical Market by Reference or Bioequivalent Products on the Basis of Box Sales,
(2003-2014), (%)

Analyzing imported and manufactured reference drugs on the basis of box sales between 2003 and 2014 in
Turkey, the market share of imported reference drugs increased by about 92% on box sales basis, reaching up
from 22.4% to 42.9% (Graphic 48).

Graphic 48. Distribution of Imported or Manufactured Reference Drugs on the Basis of Box Sales, (20032014), (%)

Graphic 49. Distribution of Imported or Manufactured Bioequivalent Drugs on the Basis of Box Sales,
(2003-2014), (%)

The analysis of imported and manufactured bioequivalent drugs on the basis of box sales between 2003 and
2014 in Turkey does not indicate significant changes; the market share of manufactured bioequivalent drugs
reached up from 92.8% to 93.8% (Graphic 49).

C.4.2. Analysis of Market Share of Reference or Bioequivalent Drugs by Sales Amounts
Table 54. Pharmaceutical Sales Amounts by Reference or Bioequivalent Drugs, (2003-2014), (%)

Given the market share of reference or bioequivalent drugs by sales amounts between 2003 and 2014 in Turkey,
one would see that reference drugs as a share of the pharmaceutical market increased from 56.2% to 66.5%
(Table 54).
Graphic 50. Distribution of Pharmaceutical Sales Amounts by Reference or Bioequivalent Drugs (20032014), (%)

The year 2009 turned out to be a milestone offering an enormous change in sales amounts of reference and
bioequivalent drugs in Turkish pharmaceutical market, as in pharmaceutical box sales. While the share of
reference drugs by sales amounts was about 56% in the pharmaceutical market, it climbed to 68.2% in 2009 –
pointing out to an increase by 18.6%, later somewhat decreased over the following years and was reported to be
66.5% in 2014 (Graphic 50).

Graphic 51. Distribution of Reference Drug Sales Amounts by Import or Manufacturing, (2003-2014),
(%)

Considering distribution of reference drug sales amounts by import or manufacturing in 2003-2014 period in
Turkey, it is seen that imported reference drugs as a share of the market mounted from 55.6% to 79.2%, pointing
out to an increase by 42% on the basis of sales amounts (Graphic 51).
Graphic 52. Distribution of Bioequivalent Drug Sales Amounts by Import or Manufacturing, (2003-2014),
(%)

Considering distribution of bioequivalent drugs sales amounts by import or manufacturing in 2003-2014 period
in Turkey, no significant changes are observed; sales amounts of manufactured bioequivalent drugs as a share of
the market remained the same (Graphic 52).

C.5. Analysis of Pharmaceutical Market by Imported and Manufactured Drugs
C.5.1. Distribution of Imported or Manufactured Drugs by Box Sales
Significant changes occurred in supply of imported and manufactured pharmaceutical boxes in 2003-2014 period
in Turkey. Although manufactured drugs as a share of the box sales was 88.8% in 2003, the share dropped to
78.7% in 2014 (Graphic 53).
Graphic 53. Distribution of Imported or Manufactured Drugs on the Basis of Box Sales, (2003-2014), (%)

C.5.2. Distribution of Pharmaceutical Sales Amounts by Imported or Manufactured Drugs
Significant changes occurred in distribution of imported or manufactured drugs by sales amounts in 2003-2014
in Turkey; the market share of manufactured drugs by sales amounts dropped from 64.2% to 44.9% (Graphic
54).
Graphic 54. Distribution of Pharmaceutical Sales Amounts by Import or Manufacturing, (2003-2014), (%)

D. Comparison of Pharmaceutical Spending with the OECD Countries
D.1. Comparison of Pharmaceutical Spending per Capita
Table 55. Pharmaceutical Expenditures Per Capita, (2012), (PPP USD)

Pharmaceutical expenditure per capita was 223 PPP USD by purchasing power parity in 2012 in Turkey which is
less than the half of average pharmaceutical spending per capita in the OECD countries (497 PPP USD).
Accordingly, Turkey, with much lower pharmaceutical spending per capita, occupies the latest ranks in the list
of the OECD countries (Table 55).

Graphic 55. Pharmaceutical Expenditures Per Capita, (2012), (PPP USD)

D.2. Comparison of Pharmaceutical Spending as a Share of Current Health Expenditures
Table 56. Pharmaceutical Expenditures as a Share of Current Health Expenditures, (2012), (%)

Pharmaceutical expenditures borne by the sales in private pharmacies constitute ¼ of current expenditures for
health care services (25.1%) which is quite higher than the OECD average (15.9%). The case of Turkey should
be evaluated by considering a range of country-specific factors such as differences between national health care
systems, burden of other current expenditures and etc. (Table 56).
Graphic 56. Pharmaceutical Expenditures as a Share of Current Health Expenditures, (2012), (%)
D.3. Comparison of Pharmaceutical Expenditures as a Share of Health Spending
Table 57. Pharmaceutical Expenditures as a Share of Health Expenditures, (2013 or the most recent year
available), (%)

Pharmaceutical expenditures borne by private pharmacies as a share of health spending in Turkey (23.7%) is far
beyond the OECD average (15.3%) (Table 57). The case of Turkey should be evaluated by considering a range
of country-specific factors such as differences between national health care systems, burden of other current
expenditures and etc., too.

Increased fund allocation for pharmaceutical spending in developing countries compared to industrialized ones
is due to a wide range of factors such as prioritized curative services, international dependency of domestic
pharmaceutical industry, increased availability of drugs and pharmaceutical product diversification as a result of
technological advances and intense use of antibiotics (Pinar, Ulkemizde Ilac Harcamalari, 2012) .

Graphic 57. Pharmaceutical Expenditures as a Share of Health Expenditures, (2013 or the most recent
year available), (%)

D.4. Comparison of Pharmaceutical Spending as a Share of GDP
Table 58. Pharmaceutical Expenditures as a Share of GDP, (2013 or the most recent year available), (%)

Pharmaceutical expenditures borne by private pharmacies in Turkey as a share of GDP (1.3%) is below the
OECD average (1.5%) (Table 58).
D.5. Comparison of Bioequivalent Drugs as a Share of Pharmaceutical Market
Graphic 58. Pharmaceutical Expenditures as a Share of GDP, (2013 or the most recent year available),
(%)

Table 59. Bioequivalent Drugs as a Share of Total Pharmaceutical Market, (2011 or the most recent year
available), (%)

Bioequivalent drugs as a share of total pharmaceutical market in Turkey is bigger than the OECD average in
terms of both sales amounts (34%) and box sales (57%) (Table 59).

Graphic 59. Bioequivalent Drugs as a Share of Pharmaceutical Market, (2011 or the most recent year
available), (%)

Chapter Seven
Strategy and Objectives
of Pharmaceutical Sector
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A. Strategy of Pharmaceutical Sector
Given a range of factors such as the impacts of global increase in GDP, innovations and their
market entry and sale, and increased access to health care services for people, gl ob al
p h arm ac eu t i c al m ark e t is ex pe c t ed to re a c h f ar b eyo nd 1. 1 t r i l l ion U SD
(Science, Industry and Technology, Pharmaceutical Sector Report, 2013).
In global pharmaceutical sector, five-year compound growth rate was reported to be 16 % and
above in Argentina, Vietnam, China, Ukraine, Brazil, Russia and Pakistan between 2007 and
2011, and the rate is expected to increase by 15 % and above for Argentina, Vietnam, China,
Pakistan and India in 2012-2016 period (Science, Industry and Technology, Pharmaceutical Sector
Report, 2013).
Innovative fields in pharmaceutical sector that offer new opportunities such as biotechnology and
nanotechnology are regarded as promising domains in which only a few companies run and
invest globally. In this framework, innovative studies and actions pose major opportunities
for pharmaceutical sector not only in other parts of the world but also in Turkey: on condition
that that value-added pharmaceutical manufacturing is supported, Turkey – with her
longstanding culture of production, technological capacity of international standards and
quality human resources - would catch competitive advantage in global pharmaceutical
market (Science, Industry and Technology, Pharmaceutical Sector Report, 2013).
While innovation is encouraged in pharmaceutical sector on one hand, other aspects and issues
should be carefully handled on the other hand such as development of value-added
pharmaceuticals to create difference and offer innovations in treatment, increasing international
competitiveness through promotion of innovation and tightening bonds between scientific and
business world (Science, Industry and Technology, Pharmaceutical Sector Report, 2013).
Turkey needs to invest in new technologies and domains such as “biotechnology” and “nanotechnology”,
particularly, and build her future plans on a sound vision in order to take part in competitive global
pharmaceutical market, as she deserves (Science, Industry and Technology, Pharmaceutical Sector
Report, 2013).

Total market size of biotechnological products reached up to 1.25 billion TRY in 2012,
constituting about 9% of total pharmaceutical market. The share of bioequivalent pharmaceuticals,
which is about just 1.4% and seems a bit lower today, is rapidly increasing indeed. All products in the market
are imported at present. Only one pharmaceutical company provides domestic sterile filling of a bioequivalent
product and has the license for sale (Science, Industry and Technology, Pharmaceutical Sector
Report, 2013).
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Increased availability of bioequivalent pharmaceuticals that are similar to licensed biological
pharmaceuticals would offer various treatment options to physicians and patients, in addition to
reducing treatment costs and improving patient access to drugs. These products pose significant
opportunities for a sustainable health care system, as equivalent pharmaceuticals did in the last 20
years. Efforts that aim to develop innovative or bioequivalent products are usually
supported by public sector. Such products are developed at university or research
center laboratories by public funds in the world. Companies do not invest in such
products in tube production stage but investment starts with commercialization stage,
afterwards (Science, Industry and Technology, Pharmaceutical Sector Report, 2013).
Pharmaceutical companies in Turkey carry out significant pharmaceutical biotechnology studies and
researches in R&D centers and at universities. Turkey has the necessary capacity and infrastructure for
developing therapeutic proteins by means of biotechnology. In this regard, ensuring public-universityindustry cooperation and building a platform in biotechnology; incorporating biotechnology into
the Incentive Law; and formulating legislation on special supports and aids to biotechnology, licensing
process, pre-clinical, clinical and laboratory stages are quite important (Science, Industry and
Technology, Pharmaceutical Sector Report,2013).
The Republic of Turkey, in line with her Vision 2023 objectives, targets to have a seat among the top 10
economies globally, increase her export volume to 500 b i l l i o n U S D , r a i s e t h e s h a r e o f
R&D in GDP to 3%, have 1/3 of R& D spending undertaken by p r i v a t e
s e c t o r a n d h a v e 3 0 0 t h o u s a n d R&D researchers in number. Besides, the
Industrial Strategy Paper of Turkey sets out the vision for “Turkey’s becoming the
production base in Eurasia pertaining to manufacturing of middle and high-technology
products”.
Given the current macroeconomic indicators, political stability and
increasing effectiveness of Turkey in the region, these objectives are realistic and
pharmaceutical industry is one of the sectors to make significant contributions to achieving these objectives
(Ministry of Development, Pharmaceutical Study Group Report, 2014).
Turkish pharmaceutical industry has already identified its objective for 2023 as globalization and being
included in top R&D, manufacturing and management centers in the world (Ministry of Development,
Pharmaceutical Study Group Report, 2014).

In framework of the preparations made for the Tenth Development Plan and the vision set out by
the Ministry of Development Coordination Office-affiliated Pharmaceutical Study Group, the
goals and objectives of Turkish pharmaceutical sector has been identified as follows:
• To create higher value-added,
• To get more strengthened for global compretition,
• To contribute to foreign trade balance of Turkey.
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With more than 1 trillion USD endorsement, pharmaceutical sector is one of the biggest industries
in the world. The sector is quite important not only economically but also strategically. However,
it does not have a big share in Turkish economy, unfortunately. Other countries which Turkey
competes with in order to attract pharmaceutical investments identified pharmaceutical sector as a priority in
1990s and have become major exporters since that time by attracting big-scale investments in framework of
strategic action plans developed and steered by governments. Turkey would be able to raise her claim to become
a competitor in global pharmaceutical industry if she takes action to attract pharmaceutical sector investments.
Pharmaceutical industry should become an integral part of the industrial strategy (Ministry
of Development, Pharmaceutical Study Group Report, 2014).

Pharmaceutical industry should be considered as a strategic sector for many reasons as in the
following: (Ministry of Development, Pharmaceutical Study Group Report, 2014);
1. Pharmaceutical sector is a critical and pioneering one that supports economic
development,
2. Thanks to its economic structure, technical knowledge and expertise, infrastructure and
geostrategic location, Turkish pharmaceutical industry possess high production and
export potential to become a global actor,
3. The sector aims to formulate and improve treatment options for a range of diseases and
health problems,
4. It is strategically important to the country in that it is closely related to national security
in extraordinary cases such as wars, natural disasters and epidemics,
5. As an industry, it is based on well-trained and highly-qualified human resources, and has
the capacity to offer high employment rates,
6.

Turkey has the capacity to take advantage of changing dynamics in pharmaceutical
industry, globalizing R&D and expanding investments in emerging markets.
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B. Efforts for Domestic Pharmaceutical
Manufacturing in Turkey
It is known that 3.100 types of pharmaceutical products are manufactured in Turkey. In addition, the
number increases to about 8.000 types together with various dosages and pharmaceutical formulations
(Science, Industry and Technology, Pharmaceutical Sector Report, 2013).
Of pharmaceutical products consumed in Turkey as of 2013, about 78% of the products are
domestic in terms of product boxes and 45.5% are domestic in terms of sales quantity,
according to the IMS data. Some pharmaceutical products, on the other hand, could be
manufactured only in a few specific centers in the world because they require hightechnology during manufacturing.
Production, private label production, generic/bioequivalent pharmaceutical manufacturing
and drug substance manufacturing is usually licensed in Turkish pharmaceutical sector. A
wide range of drug substances – antibiotics and analgesics, particularly - are manufactured
domestically but almost 80% of raw materials are imported. Some preparations, vaccines,
blood products, controlled release drugs, insulin and cancer drugs, some hormones,
radionuclides, some ophthalmological preparations and antidotes, which are new and/or have
preserved rights and/or require high-technology, are imported.
However, the cost of
imported drugs is far more than the cost of domestic products (Science, Industry and
Technology, Pharmaceutical Sector Report, 2013).
Development of a domestic pharmaceutical industry would yield benefits to Turkey in many
aspects (Ministry of Development, Pharmaceutical Study Group Report, 2014):
•

Public well-being would be enhanced by easier access to health care services and
curative methods,

•

Drug availability would be improved and public demand for drugs would be better met
in case of emergencies,

•

Higher economic value-added would be created and R&D competence would be
supported,

•

Major contributions could be made to the market size and market diversification,
resulting in increased export volume and balanced foreign trade this way,

•

New job opportunities could be offered to the growing number of college graduates.
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B.1. Capacity Use Rate:
While the capacity use rate in manufacturing of essential pharmaceutical products and
substances was 75.1% averagely in 2008, it was reported to be 70.9% in 2009, 72.3% in
2010, 74.8% in 2011 and 70.6% in 2012. Capacity use rate has changed over years
which is above 70% on average (Table 60).

Table 60. Capacity Use Rate by Years , (Weighted Mean %)
Ye
2008
2009
2010
2011
2012
2013
2014
ar
75.1
70.9
72.3
74.8
70.6
71.3
74.2
Weighted Mean %
Source: CBRT, Science, Industry and Technology, Pharmaceutical Sector Report (2013/1)
Graphic 60. Capacity Use Rate by Years , (Weighted Mean %)
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B.2. Pharmaceutical Trade of Turkey

Table 61. Rate of Pharm aceutical Export s Meet ing Pharm aceutical Im ports , (%)
No

1
2
3
4
5
6
7
8
9
10
…

Countri
es

Ireland *
India*
Israel *
Singapore*
Switzer
landan
Germany
d
Netherla
nds
France
Belgium
Uk
Türkiye

Rate of
Pharmaceuti
cal Export s
Meet ing
Pharmaceuti
cal Im ports
830
(%)
462
457
279
261
161
142
127
119
114
18

*2010 data
Source: IMS, AIFD-PWC, Turkey’s
Pharmaceutical Sector Vision 2023 Report,
2012 (UNCOMTRADE)
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Analyzing the year 2013 for import/export classification of pharmaceutical industry in
Turkey, t h e rate of pharmaceutical exports meeting pharmaceutical imports is 18% ( Table
61). This low rate is one of the maj or reasons underlying the current deficit
in Turkey and no improvement has been observed pertaining to this rate,
recently. According to a survey conducted by the Medicines and Medical Devices
Agency of Turkey (TITCK) on total costs of the first 100 most consumed domestic and
import drugs, 9.1% increase was noted in the sales of domestic drugs while 26.4% increase
was noted in the sales of import drugs in 2009 compared to 2008, and decrease in total costs
of domestic drugs, which began in 2010, continued in the following years, as well. Also, unit
costs of biotechnological drugs, almost all of which are imported, are high and are
continuing to increase as years go by (TITCK, Analysis of Public Interventions on the First 100
Most Consumed Drugs o n V a l u e B a s i s i n 2008-2013 Period).

Graphic 61. Contribution of Pharmaceutical Industry to Mean Quality of Basket of Export (%), 2012
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Spending on cancer drugs, almost all of which are imported pharmaceutical products,
indicates an upward trend. According to the IMS data, the share of cancer drugs in Turkey’s
pharmaceutical spending increased from only 4.1% in 2003 to 12.3% in 2014.
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The share of cancer drugs in global pharmaceutical market, the size of which is estimated to
be bigger than 1 trillion USD as of 2013, amounts to 72.8 billion USD. The share of cancer
drugs is expected to continue growing with 11.2% growth rate until 2020, resulting in an
increased market share: from 10% to 14.4%. Market share of cancer drugs have a further
increase compared to other groups of pharmaceuticals (TUBA National Cancer Policies
Workshop Report, 2014). It is estimated that 3% of health expenditures in Turkey are
directed at cancer treatment (İ3 innovus, Report on Patient Access to Cancer Drugs in
Turkey). It is envisaged that the increase will continue in Turkey, as in the whole world.

Graphic 62. Share of Biggest Pharmaceuticals Importing Countries in Total Global
Pharmaceutical Market, (2013), (%)
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B.3. Efforts to Extend Domestic Manufacturing of Pharmaceuticals
In recent years, Turkey has taken major steps and designed a number of policies with the aim
of extending domestic manufacturing of pharmaceuticals.
Thanks to the legal infrastructure and regulations, significant changes have been achieved
which would create impacts on activities and future investments of the Turkish
pharmaceutical industry. In this context, the organizational structure of the Ministry of
Health was renewed and the Medicines and Medical Devices Agency of Turkey, which plays
a significant role in regulating the sector, was established in late 2011 (Ministry of
Development, Pharmaceutical Study Group Report, 2014).
A new incentive system was set up and priority fields of investment were identified for
pharmaceuticals, and R&D supports were diversified, accordingly (Ministry of
Development, Pharmaceutical Study Group Report, 2014).
The Ministry of Health Strategic Plan 2013-2017 was published. Extending domestic
manufacturing of pharmaceuticals is included in the strategic objectives under the strategic
goals of this Plan.
The Ministry of Science, Industry and Technology has been working on the Turkish
Pharmaceutical Sector Strategy Document with participation and contributions of relevant
stakeholders and parties. The new Incentive Law, which was issued in June 2012, addresses
some specific domains of under-investment and lower production levels such as
biotechnology, oncology and blood products which is a significant happening. In its 25 t h
meeting held in January 2013, the Higher Council of Science and
Technology resolved that health care sector is a principal domain which should be
supported and enhanced in line with the National Science, Technology and Innovation
Strategy 2011-2016 (Ministry of Development, Pharmaceutical Study Group Report,
2014).
The Program aims to avoid pressures on social security expenditures and current
deficit that are likely occur from increased demand for medicines and medical
devices in relation with the growing and aging population of Turkey, increase in
average life span, i mpr oved access to health care and pharmaceutical services,
and increased public welfare and awareness levels. In addition to these, the Program
also has other long-term objectives such as helping Turkey to become a global R&D and
production base in pharmaceutical industry, increasing the national competitiveness to
higher ranks pertaining to pharmaceuticals and medical devices, and shifting towards a
pattern of domestic production that would produce higher value-added, offer
products and services to global markets, and better meet domestic need for
medicines and medical devices (Ministry of Development, Healthcare Related Industries
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Action Plan, 2014).
It is envisaged that domestic production capacity should be enhanced, R&D and
entrepreneurial ecosystem shold be developed, and national effectiveness and efficiency
should be improved in global chain of value as a result of capacity building efforts and
innovations that would contribute to development of new molecules in long term and
manufacturing of pharmaceutical products and medical devices of higher value-added
(Ministry of Development, Healthcare Related Industries Action Plan, 2014).
Being another significant step taken towards improved pharmaceutical manufacturing in
Turkey, the Directorate of Health Institutes in Turkey (TUSEB) was established on
26.11.2014. Accordingly, the Directorate of Health Institutes in Turkey (TUSEB), being a
public entity that possesses legal personality, scientific and administrative autonomy, and
private budget, operates under the Ministry of Health with the aim of providing services in
health sciences and technologies.
TUSEB is allowed to cooperate with health care institutions, facilities, laboratories and
academic personnel for any health-related subjects including but not limited to physical
settings and infrastructure, equipment and hardware, and funding. The following
institutes are planned to be established and function under TUSEB: Cancer Institute of
Turkey; Biotechnology Institute of Turkey; Mother, Child, and Adolescent Health Institute
of Turkey; Public Health and Chronic Diseases Institute of Turkey; Traditional and
Complementary Medicine Institute of Turkey; and Healthcare and Quality Accrediation
Institute of Turkey (Official Gazette, 26.11.2014).

Advanced technology and knowledge is required for molecular discovery in pharmaceutical
industry. Innovations and investments are made in Turkey for this purpose. Istanbul
Basic Drug Research Center (ITAM), which is a concorcium established by Koc University,
Istanbul University, Bogazici University, Bezmialem Foundation University, Kadir Has
University and Sabanci University, and supported by Istanbul Development Agency, has set
up a molacular library and launched its studies and researches (TUSIAD, Turkish Pharma
Indsutry: Recommendations for Sustainable Growth).
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C. R&D Studies in Turkish Pharmaceutical Industry
R&D in pharmaceutical industry includes studies and researches pertaining to basic R&D for
a new molecular discovery, clinical stages following molecular discovery in laboratory
setting and ensuring drug safety and effectiveness for human use, and value-added
bioequivalents based on new formulations and combinations of existing products
and offering other treatment options (Science, Industry and Technology, Pharmaceutical
Sector Report, 2013).
R&D in pharmaceutical industry mainly differs from other industries in that the stage of
clinical research involves humans. R&D in pharmaceutical industry, in general, involves a
long and costly process including discovery of new molecules, exploring new ways for
molecular functioning, basic researches on re-assessment of drugs with side effects and the
stage of clinical research of clinical tests (Science, Industry and Technology, Pharmaceutical
Sector Report, 2013).
Expenses on marketing and advertisement&promotion constitute the biggest cost item of
pharmaceutical industry. These expenses amount to 23% of pharmaceutical company
endorsements. R&D spending, on the other hand, is the second biggest cost item in
pharmaceutical industry (European Commission, Preliminary Report on Pharmaceutical
Sector Inquiry, 2008).

Figure 4. Value Chain Development in Pharmaceutical Sector
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Source: Ernst&Young
Pharmaceutical industry, due to its high-cost and long-term R&D studies, ranks first in the
list of global R&D spending. 15.3% of global R&D spending is made by pharmaceutical
sector. Pharmaceutical R&D expenditures require a long term and high cost. The process
of transformation from a molecule into a medicinal product for human use takes about 10
to 15 years and requires huge investment (Science, Industry and Technology,
Pharmaceutical Sector Report, 2013).
As of late 2010, global R&D spending in pharmaceutical industry was more than 120 billion
USD per year. Apart from this, Turkey spent about 60 million USD for pharmaceutical
R&D in 2011, referring to a share of 0.05% in global R&D spending on pharmaceuticals.
Turkey’s pharmaceutical R&D spending was 0.01% of GDP in 2010 ( Science,
Industry and Technology Sector Report, 2013).
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R&D process in pharmaceutical sector has some main characteristics different than other
sectors: it consists of basic research and clinical research stages, and formulation of valueadded bioequivalents. Basic research stage, which involves discovery of new molecules,
detecting and identifying clinical probababilities for discovered molecules, exploring new
ways for molecular functioning and development of safer forms for existing drugs with
known side effects, and clinical research stage, which involves clinical tests, compromise a
long and costly process. R&D is the most significant cost item in pharmaceutical sector.
(Science, Industry and Technology Sector Report, 2013). Formulation of a new reference
medicine takes usually 10 to 15 years and costs about 1.3 billion USD (Ilker K. and Hincal A. ,2011)
(Science, Industry and Technology, Pharmaceutical Sector Report, 2013).
Production of goods and services with competitive power in international markets, which is
among the fundamental requirements of an enhanced pharmaceutical industry, would be
possible only if R&D studies are speeded up. The share of pharmaceutical R&D is estimated
to reach 150 million USD in 2015. Annual compound growth rate is estimated to be 3% to
6% for global pharmaceutical market in 2012-2016 period ( Science, Industry and
Technology, Pharmaceutical Sector Report, 2013).
The most outstanding problems in domestic pharmaceutical R&D are the following: inadequate capacity
for applied or clinical researches at Turkish universities; traditional approaches to the promotion of
academic staff that does not necessarily promote cooperation with industrial sector and facilities for joint
projects, product patents and commercialization; weak academic culture at universities pertaining to
interdisciplinary project development and management; and ineffective functioning of technology transfer
offices (Science, Industry and Technology, Pharmaceutical Sector Report, 2013).
According to Deloitte's “Health Care and Pharmaceutical Sector Predictions 2020”,
an R&D model, which is based on various types of cooperation with a wide range of
entities, particularly with academic institutions, will become more dominant.
If the aim is to focus on R&D, plans should be made in order to train human resources in this
field. While the ways for cooperation and cowork among public sector, private sector and
universities should be seeked on one hand, universities should be motivated and the supply
of academic members should be certainly increased on the other hand. Reverse brain drain
should be ensured and public resources should be allocated for this purpose (Ministry of
Development, Pharmaceutical Study Group Report, 2014).
Given the countries that have made progress in R&D like the South Korea, it is clear that
government support is a very important factor for R&D. Governm ent s upport can
be gi ven in many as pects : from R&D to advertisement and promotion, purchasing,
export subsidies and government guarantee for international sales (Ministry of Development,
Pharmaceutical Study Group Report, 2014).
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Outpacing automobile, software and technology sectors, pharmaceutical industry has
become the first sector which attracts furthest investment globally. Pharmaceutical and
biotechnology companies allocate approximately 19% of their endorsements for developing
new medicines and treatments every year. Pharmaceutical industry is a sector in which
companies are rather focused on investments in R&D and innovation, and reqire
qualified human resources. Looking at global R&D investments by companies,
15 of the first 50 companies having the highest level of investment are
pharmaceutical companies. While total R&D investments of the first 50
companies amount to 261 billion USD, R&D investments of the pharmaceutical
companies amount to 84 billion USD, constituting 32% of total investments. Many
developed and developing countries get a share from pharmaceutical R&D and production
investments whereas Turkey is left behind, pointing out to another disadvantage for our
country (Ministry of Development, Pharmaceutical Study Group Report, 2014).
In terms of the number of pharmaceutical patents, the USA and China are the two leading
countries in the world. The USA has proved herself in R&D competence. As for
China, the country’s science and technology strategy and the recent
economic development in the last 5 years have contributed a lot to her achievement.
Given the number of pharmaceutical products patents, the South Korea seems to be the most
outstanding country with 98% share in biotechnology investments. Considering Turkey’s
needs and global basic research trends, T u r k e y s h o u l d g e t f o c u s e d o n l i f e
s c i e n c e s , identify research fields – especially for “development of pharmaceutical products” - with
the participation of all relevant stakeholders and parties, and all these efforts should be
aligned with the government’s general R&D policy which is very critical, emergent
and vital. Competitiveness of the Turkish pharmaceutical industry and it’s
getting a higher share in global pharmaceutical manufacturing and export are
bound with Turkey’s increased capacity of production with higher value-added
and wider product range through enhanced R&D and improved human
resources (Ministry of Development, Pharmaceutical Study Group Report, 2014).
The Turkish pharmaceuticals sector, with almost a centennial history, mostly
enjoys the knowledge and experience required for the country to b e c o m e a
m a n a g e m e n t a n d R&D c e n t e r i n p h a r m a c e u t i c a l s . K n o w l e d g e a n d
practice base and expertise have been developed for the last 15
y e a r s i n T u r k e y , s y n c h r o n i c a l l y w i t h intense efforts of companies for product
development. However, it is not adequate for Turkey to become a significant R&D center in
global pharmaceutical industry. In addition to clinical studies, also pre-clinical studies should be
designed and conducted emergently ( Ministry of Development, Pharmaceutical Study
Group Report, 2014).

157

Graphic 63. Distribution of Total Global R&D Spending by Sectors,
(2012), (%)
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D. Clinical Researches in Turkey
National and international pharmaceutical companies carry out active clinical studies & researches in
Turkey. The Ministry of Health Regulation on Clinical Researches, which was issued in the Official
Gazette Dated 19 August
2011, is aligned with the International Guidelines for Good
Clinical Practices and the European Union Directives (Ministry of Development,
Pharmaceutical Study Group Report, 2014).
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Table 62. Number of Clinical Researches in Turkey, (2000-2014)
2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

2014

126 174 199 213 315 375 431 472 449 452 454 284 391 461 416
Source: M e d i c i n e s a n d M e d i c a l D e v i c e s A g e n c y o f T u r k e y
Clinical researches are small in number in Turkey. Only 0.72% of global clinical researches were
conduted in Turkey in 2009 (The Boston Consulting Group, Partnering with the
Government to Globalize the Turkish Pharmaceutical Industry, 2011).

Graphic 64. Number of Clinical Researches in Turkey, (2000-2014)
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Graphic 65. Domestic Share in Total Number of Global Clinical Studies (%), 2014
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Although reference/innovative drug manufacturing or import is also available in
Turkey, basic production is still dominated by bioequivalents/generics within the
industry. In addition, pharmaceutical researches are rather based on developing
double or triple molecular combinations, various dosage forms or
bioequivalent/generic drugs instead of discovering a new molecule or producing
a new drug. Not a new molecular discovery has been achieved in Turkey yet
(Science, Industry and Technology, Pharmaceutical Sector Report, 2013).
A new molecular discovery in pharmaceutical sector is the starting point for both
reference/innovative and bioequivalent/generic drug companies. In that case, discovered
molecule is developed by patent owner throughout a long process and put into use
for human health, in further production quantities by bioequivalent drug producers
and of wider accessibility for public, following the expiry of molecular patent and
related protection rights (Science, Industry and Technology, Pharmaceutical Sector
Report, 2013).
Production of a new molecule is a quite long-term and high-cost process in pharmaceutical
sector. It may take about 20 years and is completed in 5 phases (Science, Industry and
Technology, Pharmaceutical Sector Report, 2013).
In 2012, the Ministry of Science, Industry and Technology licensed 5 pharmaceutical
companies - Abdi Ibrahim, Bilim Ilac, Zentiva, Deva Holding and Mustafa N e v z a t - to
establish R&D centers. These companies spent 4.07% for R&D as a share of net
sales (Science, Industry and Technology, Pharmaceutical Sector Report, 2013).
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“Production of chemical and herbal products for pharmaceutical and medical use” sector has
a share of 10.9% in general applications and of 11,4% in supported projects within the
framework of the applications received and supports given for the Techno-Entrepreneurship
Capital Support that is managed by the Ministry of of Science, Industry and Technology
(Science, Industry and Technology, Pharmaceutical Sector Report,2013).

Sector-based distribution of patent data for pharmaceutical products, medico-chemical products and
botanical products by NACE (Statistical Classification of Economic Activities in the European
Community) is as follows:

Table 63. Patent Data on Production of Pharmaceutical Products, Medico-Chemical Products and Botanical
Products in Turkey, (2000-2013)

200 200 200 200 200 200 200 200 200
0981 1.06
1
2528 3204 4364 5597 6935 1.10
7
8
1.19
5
9
Source: 7Turkish Patent Institute
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Graphic 66. Share in Total Global Drug Patents (%), 2012
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E. Objectives of Turkish Pharmaceutical
Industry
Development of a national pharmacerutical policy should become one of the most principal objectives of
Turkey. A national pharmaceutical policy is important and necessary for the following reasons (WHO,
Guidelines for Developing National Drug Policies, 1988):
•

Submitting an official record for government values, demands, objectives, decisions and
mid-long term commitments related to pharmaceutical policy,

•

Describing national goals and objectives for pharmaceutical sector, and identifying
priorities,

•

Describing strategies required to achieve these goals and delegating persons responsible
for implementing main components of the policy,

• Creating a forum for nation-wide debates on this issue.
From a general perspective, main objectives of a national pharmaceutical policy are the
following: making effective, safe and essential drugs accessible so that the whole society’s
needs are met properly; and ensuring high quality for drugs, rational drug use and further
domestic manufacturing for drugs that are strategic products (WHO, Indicators for
Monitoring National Drug Policies, 2004).
Increased demand for pharmaceutical products in Turkey due to reasons such as the growing and aging
population in Turkey, increased life span, easier access to medical and pharmaceutical services,
improved public welfare, increased market share for expensive drugs and public
awareness put a pressure on social security spending and current deficit. It is important that Turkey
becomes a global R&D and production center, and reaches to a higher competitive level in
pharmaceutical industry. Therefore, Turkey needs to shift towards a production pattern
w h i c h e n a b l e s h i g h v a l u e - a d d e d p r o d u c t i o n , product and service input
into global markets, and further responsiveness to demand for domestic
pharmaceutical products and manufacturing. I n o r d e r t o r e a c h t h e s e
g o a l s , w hat Turkey needs to do is to increase her effectiveness in global chain of value
through enhancing her domestic production capacity in mid-term, improving R&D and
entrepreneurship ecosystem, becoming capable of discovering and developing new
molecules as well as manufacturing higher value-added medical devices and medicines
(Ministry of Development, Healthcare Related Industries Action Plan, 2014).
The industry, government and universities should cooperate so that capactity
building and use is boosted, higher value-added products are produced and export
is increased. On the side of direct foreign investments, direct foreign investments
in Turkey have been mostly focused on taking over long-established companies so
far. However, new investments would create further value-added than corporate
acquisitons alone. Therefore, foreign capital to invest in domestic pharmaceutical
market had better be directed toward low production capacity domains such as
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In this context, inclusion of pharmaceutical industry in the latest incentive package and
announcement of special aids to be given to the afore-mentioned domains could draw new
investments to the country. Given the R&D-based and knowledge-intensive
characteristic of pharmaceutial industry, pointing out a difference from other laborintensive sectors, economic incentives should be supported by policies that establish
strategic objectives, as well (Ministry of Development, Pharmaceutical Study Group
Report, 2014).
Turkey, with her young and cost-effective human resources, competent professionals and advantegous
geographical location, is a country which is eligible for investment in pharmaceutical sector
(Investment Support and Promotion Agency of Turkey, 2014).
Investments in the form of new facility establishments create higher net value-added,
in other words, they positively contribute to GDP and boost employment. Apart from
these, know-how transfer, which would be enabled by foreign investors’ contracting
with domestic companies, would also create value-added. Otherwise, “profit”, which
constitutes a significant part of domestically produced value-added, would be
transferred abroad (Ministry of Development, Pharmaceutical Study Group Report,
2014).
Pharmaceutical Sector Objectives of Turkish Healthcare Related Industries Structural
Transformation Program are as follows (Ministry of Development, Healthcare Industries
Action Plan, 2014):
•

Meeting 60% of domestic demand for drugs with domestic production,

•

Developing and improving basic pharmaceutical research infrastructure with the aim of
discovering minimum one reference product and/or repositioning two existing molecules
for different indications by 2023,

•

Increasing the share of Turkey in investments in global clinical researches and the
number of clinical researches by 25% per year.
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Table 64. Performance Indicators for Phar maceutical Sector in Turki sh Healthcare
Related Industries Str uctural Transformation Program, (2013 -2018)
No

Indicator

2013

2014

2015

2016

2017

2018

1

Rate of ph armaceu tical exp orts meetin g
p h a r m a c e u t i c a l i m p o r t s (%)

18,2

20

22

24,2

26,6

29,3

2

Number of pharmaceutical manufacturing companies

211

220

232

245

255

260

3

Number of pharmaceutical manufacturing facilities

77

84

88

91

95

98

4

Capacity use rate (%)

71,3

72

75

77

78

80

5

Number of domestic patent applications in pharmaceutical sector

298

370

450

550

700

1000

6

Proportion of domestic patent applications to total
applications in pharmaceutical sector (%)

25

31

37

43

48

55

7

Number of biotechnological/bioequivalent pharmaceutical
manufacturing facilities

3

5

6

7

9

11

8

Number of domestic biotechnological/bioequivalent
pharmaceutical products

14

15

17

20

22

25

9

Clinical research investments (million USD/year)

85

96

120

149

189

234

10

Number of clinical researches

407

460

570

715

900

1125

11

Number of clinical research centers

5

7

9

10

11

13

Source: Ministry of Development, Tenth Development Plan 2014 – 2018, Turkish Healthcare Related
Industries Structural Transformation Program
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“Pharmaceutical Study Group Report of the Tenth Development Plan 2014-2018”, which was
prepared by the Ministry of Development, presents quite important statements on improving
domestic pharmaceutical manufacturing in Turkey and contributes to identifying sectoral goals.
According to this report, following are the priority objectives and challenges in Turkish
pharmaceutical industry (Ministry of Development, Pharmaceutical Study Group Report,
2014):
While ensuring sustainability for the social security system, also ensuring sustainability for the
pharmaceutical sector and avoiding problems in access to medicines,
•

Ensuring that Turkish pharmaceutical industry takes a bigger share from global
pharmaceutical manufacturing and export via industry-specific incentives and supports,

•

Enhancing cooperation among public sector, pharmaceutical industry and universities;
expanding product range via R&D s t r a t e g i e s a n d p u b l i c s e c t o r s u p p o r t ,
improving competitiveness and human resources capacity.

Turkey expresses the vision statement to become a manufacturing and export base for pharmaceutical products
by 2023. The position of the domestic pharmaceutical industry would be identified by the
arrangements to be made, practices to be enforced and decisions to be taken. Pharmaceutical
industry is at a crossroads and a senior-level choice should be made for its position by the year
2023. According to the year 2023 scenario of the Association of ResearchBased Pharmaceutical Companies (AFID), which is based on the implementation of predictable,
transparent and consistent policies for pharmaceutical sector, and creation of an atmosphere that
supports innovation and global competitiveness, it is projected that Turkey’s pharmaceutical
foreign trade could have 1.3 billion USD budget surplus instead of having 3.7 billion USD budget
deficit. On condition that Turkey receives necessary support for becoming a global actor in
pharmaceutical industry, Turkish pharmaceutical sector would become a global center for
pharmaceutical manufacturing, offer products not only to domestic market but also to international markets,
reach to a higher export rate, b e t t e r meet domestic demand for drugs and harmonize her
R&D with international high standards (Ministry of Development, Pharmaceutical Study Group
Report, 2014).
Pharmaceutical industry has been going through a bottleneck, after public fund restrictions and
price reductions. Prescribed drugs market has been expanding on the basis of product boxes but
has been diminishing on the basis of value. The gap between the fixed exchange rate and
current exchange rate is quite wide which creates a problem of profitability for
production and R&D investments in pharmaceutical sector (Ministry of Development,
Pharmaceutical Study Group Report, 2014).
In order for Turkey to get a bigger share in global drug manufacturing and export, and for the
sector to make positive contributions to the country’s foreign trade balance, the industry should
be handled with a strategic approach and further investment should be attracted from both
domestic and international capital. Legal arrangements, infrastructural work and incentive
mechanisms are required for this purpose (Ministry of Development, Pharmaceutical Study
Group Report, 2014).

Efforts should be made in order to steer administrative centers of multi-national companies to
Turkey, too. As for raw materials, it is apparent that pharmaceutical raw materials are
mostly imported. Yet, global monopolies also dominate the market of raw materials and raw
material production seems to be difficult for such a harsh global competition. Therefore, raw
materials production should be encouraged and supported for drugs of strategic importance. R&D
developments should give necessary importance to raw material production ( Ministry of
Development, Pharmaceutical Study Group Report, 2014).
Factors such as growing and aging population, improved access to health care services and drugs,
and prolonging life span would raise drug consumption in the future. The extent to which this
increased demand would be met by the Turkish pharmaceutical industry is critical in terms of
both strategy and current deficit. Therefore, supportive, sustainable and predictable
pricing policies should be designed and implemented in pharmaceutical sector by
considering public resources, as well. Although domestically manufactured drugs and
manufacturing processes in Turkey have good quality, they have little recognition abroad and the
industry has been rather focused on domestic market, and that’s why capacity use rate and export
rate is low in the sector. Turkish pharmaceutical industry should become more
competitive, product range should be increased, Turkey should take a bigger share in
global manufacturing and export, and even have a seat among global manufacturing
and export leaders by the sector’s getting more focused on this issue and the
government’s supporting the sector with public funds (Ministry of Development,
Pharmaceutical Study Group Report, 2014).
Sustainable and predictable pharmaceutical pricing policies should be designed and implemented
so that the pharmaceutical sector is enhanced. Besides, it would be appropriate to tailor these
measures for health care sector, as well as having measures related to the pharmaceutical sector
focused on rational drug use. In addition, domestic pharmaceutical sector should become a global
brand with the support of public sector, diversify its product range via R&D and increase its export
volume, absolutely. However, increasing funds for the pharmaceutical sector would not be so easy
due to budget restrictions and sustainability of health care expenditures. In that case, other options
for solution would need to be considered such as increasing resources for the social security system
and encouraging production and consumption of traditional herbals for medical use,
which hava a big potential in Turkey. Besides, development and implementation of an
action plan for rational drug use would be important, too (Ministry of Development,
Pharmaceutical Study Group Report, 2014).
Adopting a strategic approach with support of public sector and power of private sector,
pharmaceutical industry would achieve higher export levels than today, the rate of export meeting
import would be increased and the sector would make further contributions to the national
economy of Turkey by 2023 (Ministry of Development, Pharmaceutical Study Group Report,
2014).
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